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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 

Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 

By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”® 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 
their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him 
stoicism.^  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly. 
A boy  starts  defending  his 
^ manhood  at  an  early  age. 

Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez®  observes  that  many  a man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B. 
Saunders  Company,  1951,  p.  384. 


; bines  the  antianxiety 
action  of  Librium® 
(chlordiazepoxide  HCl) 
with  the  dependable 
antisecretory/ 
antispasmodic 
action  of 
Quarzan®  (clidinium  Br) 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 

,or  2 capsules,  3 or  4 times  daily.  Of  course, 
Ithere’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
itient — with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
iaily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
;ope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
ind  exacerbate  duodenal  ulcer. 

Mbrax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated)  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
andJebilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochipride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are_ typical  of  anticholinergic  agents,  i.e. 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 


in  the  treatment  of 
duodenal  ulcer 
•'I  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Old  winner, 
new  bottle. 


Iffil-Tir® 

phenfumbiHCI 


DBl®  phenformin  HCI 
tablets  of  25  mg. 

DBI-TD®  phenformiii  HCI 
capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria  >■ 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
.appearance  of  a^  metabolic  acidosis. 


FEB 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin, 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage, 

please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Distributors 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  'iVz,  phenacetin  gr.  IVi, 
caffeine  gr.  Vz. 
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NO  PRESCRIPTION  NEEDED  YET  An  informal  opinion  from  the  office  of 

the  attorney  general  of  the  Commonwealth 
will  prevent  the  enforcement  of  a proposed  regulation  placing  all 
codeine  cough  syrups  on  the  "doctor's  prescription  needed"  list. 

The  regulation,  which  was  to  become  effective  at  the  end  of  December, 
was  part  of  a package  of  rules  proposed  by  the  State  Board  of  Phar- 
macy. Formal  inquiry  by  the  Pennsylvania  Pharmaceutical  Association 
regarding  the  propriety  of  the  State  Board  of  Pharmacy's  taking  such 
action  brought  about  postponement  of  enforcement.  According  to 
Morris  Blatman,  PPA  executive  secretary,  such  rules  can  come  only  from 
the  secretary  of  health,  under  the  s'tate ' s Drugs,  Device  and  Cosmetics 
Code . 

BLUE  CROSS  REJECTED  Blue  Cross  of  Western  Pennsylvania  has  suffered 

defeat  in  its  effort  to  Increase  rates  in  three 
groups  representing  800,000  of  its  2.3  million  subscribers.  Insurance 
Commissioner  Herbert  S.  Denenberg  denied  the  requests,  reiterating 
his  position  that  Blue  Cross -hospital  contracts  should  make  an  effort 
toward  introducing  economies  and  raising  the  quality  of  care  at  the 
same  time . 

NURSING  HOME  RATE  INCREASES  ANNOUNCED  Increases  in  nursing  home 

rates  for  public  assistance 

recipients,  retroactive  to  December  1,  have  been  announced  by  the 
Pennsylvania  Department  of  Public  Welfare.  Class  One  nursing  homes 
now  will  receive  $15  per  day  and  Class  Two  facilities  $13*  Pre- 
viously both  classes  received  $11  a day.  The  action  was  mandated  by 
the  1971  General  Assembly  in  the  general  appropriations  bill,  but 
was  awaiting  a ruling  from  IRS  as  to  whether  the  increases  were  per- 
missible under  the  economic  stabilization  program.  Word  that  nursing 
home  rates  or  rate  increases  were  exempt  from  stabilization  rules 
permitted  the  increases.  (See  related  story  on  page  16). 

PHASE  II  AND  YOU  The  physician  and  wage-price  controls?  There's  a 

5.5  percent  limit  on  the  amount  that  the  total 
payroll  and  fringe  benefits  can  be  Increased.  That  means  you  can  ex- 
ceed it  in  Individual  instances  as  long  as  the  aggregate  total  does 
not  exceed  5-5  percent.  Retroactive  Increases  are  disallowed.  For 
example,  one  aide  may  receive  an  8 percent  increase  and  another  one 
a 2-|  percent  increase.  If  you  promote  an  aide  and  there  clearly  are 
more  responsibilities , the  wage  Increase  miay  be  as  much  as  desired. 

Fees  may  be  increased  only  to  the  degree  that  the  cost  of  providing 
services  has  increased.  The  fee  and  price  rise  limit  is  an  average 
of  2.5  percent  but  it  appears  that  fees  may  be  increased  more  if  it 
is  proved  that  costs  have  increased  more  than  that  and  if  advance 
approval  is  given.  Make  sure  that  a fee  increase  does  not  increase 
the  average  profit  per  patient. 
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VD  DANGER  GROWS 


One  out  of  twenty  women  in  whom  cervical  cultures 
were  taken  routinely  as  part  of  a general  pelvic 
exam  turned  out  positive  for  gonorrhea  and  80  percent  of  them  were 
asymptomatic.  The  findings  were  reported  by  the  U.S.  Center  for  Dis- 
ease Control  from  a three-year  pilot  study  involving  7'4-0,000  women  in 
thirty-six  towns  and  cities.  Cultures  done  in  VD  clinics  are  excluded 
from  the  one  in  twenty  figure.  If  VD  clinic  cultures  are  added^  the 
result  is  almost  one  in  ten  positives.  Hospital  outpatient  pelvics 
turned  up  about  5 percent  positives.  Pelvics  by  private  physicians 
and  those  in  student  health  centers  revealed  about  a 2 percent  posi- 
tive rate.  Cultures  done  in  community  health  centers  showed  8 per- 
cent positives.  Epidemiologists  from  states  and  territories  are  rec- 
ommending routine  cervical  cultures  for  gonorrhea  in  every  pelvic  ex- 
amination with  sexually  active  population  groups  in  high  incidence 
areas.  The  February  issue  of  PENNSYLVANIA  MEDICINE  will  feature  a 
special  report  on  the  incidence  and  treatment  of  VD  in  the  state. 

PMS  AWARDS  DEADLINES  NEAR  Benjamin  Rush  Awards  programs  are  being 

conducted  on  the  county  society  level. 
Deadline  for  receipt  of  nominations  for  the  state  award  is  February  1. 
Counties  may  submit  current  or  previous  winners  to  State  Society  head- 
quarters for  consideration.  Winners  of  the  state  award  will  be  an- 
nounced in  March.  Radio^  television  and  newspaper  personnel  have  been 
invited  to  submit  entries  for  the  PMS  Donaldson  Awards ^ given  annually 
for  outstanding  health  news  reporting.  Deadline  for  receipt  of  en- 
tries for  these  awards  is  March  1.  Entry  forms  are  available  from 
PMS  Headquarters. 

NEW  LEGISLATION  INTRODUCED  Several  health-related  bills  were  intro- 
duced before  the  Legislature  adjourned 
for  the  holidays.  Two  bills ^ S,1170  and  S.119'4-j  would  give  the  State 
Board  of  Medical  Education  and  Licensure  authority  to  set  standards 
for  and  permission  to  physician’s  assistants  to  aid  doctors  in  patient 
care.  There  is  a related  story  on  page  19  of  this  issue.  In  the 
House  of  Representatives,  H.1795  was  introduced  to  repeal  Section 
1303  of  the  Public  School  Code.  The  section  orders  school  adminis- 
trators to  refuse  admission  to  school  of  any  child  who  has  not  had  a 
smallpox  vaccination.  This  move  is  to  put  the  school  code  in  compli- 
ance with  the  recent  announcement  by  the  U.S.  Public  Health  Service 
that  such  vaccination  is  no  longer  necessary.  The  PHS  statement 
appeared  in  the  November  1971  issue  of  PENNSYLVANIA  MEDICINE. 

AMBULANCE  DRIVERS  LICENSING  EXPECTED  Legislation  requiring  the 

training  and  licensing  of 

ambulances  and  inspection  of  the  vehicles  is  expected  to  be  intro- 
duced in  the  Legislature  early  in  1972.  The  Joint  State  Government 
Commission's  Task  Force  on  Ambulance  Service  has  been  studying  the 
issue.  No  licensing  for  attendants  is  required  in  Pennsylvania  at 
present.  The  Pennsylvania  Department  of  Health,  however,  has  been 
conducting  nine-week  ambulance  attendants  training  programs  in  hos- 
pitals in  all  sections  of  the  state  for  those  who  desired  the  training. 
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IT’S  NO  SECRET... 

that  the  Pennsylvania  Medical 
Society’s  professional  liahility  insurance 
program  is  off  to  a flying  start... 


with  YOU  aboard,  its  success  will  be  assured ! 


The  Pennsylvania  Medical  Society 
is  "^gratified  and  encouraged  by  the  ex- 
traordinary success  to  date  of  the  So- 
ciety-sponsored Professional  Liability 
Insurance  Program  which  went  into  ef- 
fect June  1,  1971.  The  unfavorable  in- 
surance market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi- 
vidual malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design- 
ed to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu- 
nity to  participate  in  all  important  pol- 
icy-making, administration  and  loss 
prevention  aspects  vital  to  the  Pro- 
gram’s success. 

The  program  is  being  underwrit- 
ten by  the  Argonaut  Insurance  Com- 
pany, a well  established,  “A-l-AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
& Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro- 
gram are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 


Parker  & Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis- 
trict committees. 

4.  No  member’s  application  will  be  de- 
clined except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre- 
gate limit  of  $300,000  with  excess 


limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res- 
idents and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil- 
ity insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur- 
ance coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover- 
age on  a long  term  basis.  However,  a 
broad  based,  high  degree  of  member- 
ship involvement  is  essential  to  make 
this  program  a success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro- 
gram when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

P_.  — 1 

I Mail  to:  1 

I Parker  & Co.,  Inc.  of  Pennsylvania  i 

• 1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103  | 

I Attention:  Mr.  A.  John  Smither,  Vice  President  | 

j Name 

Office  Address. I 

I Telephone  No.  | 

' Medical  Specialty ■ 

I Date  your  professional  liability  insurance  expires  j 

' Present  Carrier  j 

• 1 am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  ! 

• Program.  Please  send  me  an  application.  □ i 


An  insurance  program  sponsored  and  supported  by  die  PMS. 


liitroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 


The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet . You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simple 

but  comprehensive  method  for  keeping  a complete  j 
record  on  every  one  of  your  patients.  Permits  yoi 
to  review  a patient's  medical  history  in  seconds  ; 
and  retrieve  information  quickly.  Can  be  used  wi 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card  . 
keeps  track  of  all  patients  with  the  same  disease 
Well-kept  records  can  be  one  of  the  greatest  | 
deterrents  to  malpractice  suits.  The  Rocom  Medic 
Record  System  helps  protect  your  good  name.  i 


le  new  Rocom  Medical  Management  System*  can 
ilp  you  provide  better  care  for  your  patients 
id,  at  the  same  time,  make  better  use  of  your 
■fice  time.  In  designing  these  products 
indreds  of  doctors,  nurses  and  receptionists 
ire  consulted  about  their  particular  office 
■oblems;  and  more  than  two  years  of  development 
ider  actual  office  conditions  proved  that  they 
itually  do  help  solve  these  difficulties 
.thout  upsetting  existing  routines. 

Lch  component  deals  with  a specific  problem 
■ea  --  health  histories,  medical  records,  the 
ilephone,  and  scheduling  appointments.  They 
ly  be  employed  alone,  in  various  combinations, 

• preferably,  as  the  complete  Rocom  Medical 
.nagement  System,  depending  on  your  own  office 
tuation. 

st  physicians  --  whether  they  practice  alone 
with  a group  will  find  one  or  more  of 
,ese  components  useful.  You  are  invited  to 
itain  additional  information  about  the  Rocom 
dical  Management  System  by  sending-  us  the 
companying  coupon. 


I ROCOM"  <S> 

I Division  of  Hoffmann-La  Roche  Inc. 

I Box  169 

Fairview,  New  Jersey  07022 
I Gentlemen: 

' I am  interested  in  obtaining  additional 
I information  about: 

^ r— 1 Health  History  i — i Medical  Record 

I I — I System  LJ  System 

I n Telephone  System  d Appointment  System 


Name Specialty 


Street 


City State 


I Please  do  not  forget  Zip  Code 


Oom  Telephone  System  a complete 
|5tem;  one  that  can  be  understood  quickly 
S’' your  newest  office  aide;  one  that  permits 
|ir  staff  to  answer  specific  patient  questions 
f.h  confidence;  one  that  will  make  your 
I’lctice  more  productive  by  assuring  that  you 
Si  interrupted  only  when  you  think  it 
ifiessary.  Self-adhesive  backing  assures  that 
i;.  incoming  calls  can  become  part  of  the 
i.ient's  permanent  record. 

1 


Rocom  Appointment  System  ..  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 
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E-Mycin*2Sf;,»:, 
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M 


jT^deral 


jerc 


Once  again  Upjohn  has 
been  able  to  reduce  the 

price  of  erythromycin  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


Upjohn 


E-Mycin 

(erythromycin,  Upjohn) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


Available  in  250  mg  tablets 


© 1971  The  Upjohn  Company  j;! 


Voluntary  prescribing  limits  asked 


Dr.  Rosemond  urges  amphetamine  restrictions 


PMS  President  George  P.  Rose- 
mond, M.D.,  has  called  on  Society 
members  to  cease  prescribing  amphe- 
tamines except  for  narcolepsy  and 
hyperkinesis  in  children  and  to  use  ex- 
treme caution  in  prescribing  any  drugs 
with  an  abuse  danger. 

The  action  was  taken  through  a 
letter  to  county  medical  society  of- 
ficers to  implement  a resolution 
adopted  by  the  1971  House  of  Dele- 
gates urging  Commonwealth  physi- 
cians to  restrict  the  prescribing  of 
amphetamine  and  methamphetamine 
"as  a positive  contribution  that  the 
medical  profession  can  make  toward 
the  curbing  of  drug  abuse”  by 
decreasing  the  availability  of  the 
drugs.  The  resolution  specifically 
called  for  a voluntary  ban  on 
prescribing  the  drugs  for  weight  con- 
trol. 

Dr.  Rosemond’s  letter  said  in  part; 
"The  main  stimulant  drugs  are  amphe- 
tamine and  methamphetamine.  The 
use  of  these  drugs  has  expanded  since 
their  introduction  to  clinical  usage  in 
1930  to  the  point  that,  in  an  FDA 
survey  as  far  back  as  1962,  over 
100,000  pounds  of  amphetamine  and 
methamphetamine  products  were 
available  in  the  United  States.  This 
would  supply  250  milligrams  to  every 
man,  woman  and  child  in  the  country, 
or  twenty-five  to  thirty  doses  per 
person... 

“I  strongly  urge  all  county  societies 
to  request  each  member  to  participate 
in  the  voluntary  ban  on  the  use  of 
amphetamines,  except  in  conditions  of 
narcolepsy  and  hyperkinesis.  I also 
request  you  to  ask  your  members  to 
look  at  their  prescribing  practices  to 
assure  that  all  prescriptions  for  drugs 
with  an  abuse  potential  are  written 
with  caution.  Every  patient  receiving 
prescriptions  should  be  made  aware  of 
the  potential  dangers  and  informed 
that  physicians  are  taking  every 
precaution  to  keep  drug  usage  to  a 
minimum.” 

Dr.  Rosemond  called  on  Society 
members  to  make  a specific  effort  to 
assure  that  patients  are  not  obtaining 
multiple  prescriptions  from  different 
physicians.  He  urged  county  societies 


to  find  ways  to  work  with  local  phar- 
maceutical associations  to  develop  a 
program  to  implement  the  resolution 
adopted  by  the  House  of  Delegates.  He 
suggested  that  pharmaceutical  associa- 
tions could  assist  by  surveying  their 
members,  both  before  and  after  the  in- 
stitution of  the  ban,  to  determine 


whether  there  has  been  a trend  by 
physicians  to  say  no  to  refill  requests. 
He  further  asked  that  results  of  surveys 
be  reported  to  the  State  Society, 
stating  that  success  of  the  voluntary 
ban  would  determine  the  feasibility  of 
extending  the  program  to  include  bar- 
biturate and  non-barbiturate  sedatives. 


Dr.  Ichter  assumes  directorship 
of  Susquehanna  Valley  RMP 


Joseph  T.  Ichter,  M.D.,  Doylestown, 
has  been  appointed  director  of  the 
Susquehanna  Valley  Regional  Medical 
Program  effective  January  1,  1972. 

Dr.  Ichter  earned  his  M.D.  degree  at 
the  University  of  Pennsylvania,  in- 
terned at  Geisinger  Medical  Clinic, 
Danville,  and  served  a two-year  pediat- 
ric residency  at  Children’s  Hospital  in 
Philadelphia.  He  is  a consultant  pedia- 
trician at  Doylestown  Hospital  and  is 
certified  by  the  American  Board  of  Pe- 
diatrics. 

Since  1957  he  has  been  associated 
with  Merck,  Sharp  and  Dohme 
Research  Laboratories.  Most  recently 
he  served  as  director  of  medical 
research  there. 

Dr.  Kowalewski  heads 
U.  of  Md.  division 

Edward  J.  Kowalewski,  M.D., 
Akron,  has  moved  from  the  Lancaster 
area  and  has  joined  the  Division  of 
Family  Practice  at  the  University  of 
Maryland  School  of  Medicine.  He  and 
his  family  will  reside  in  Arnold, 
Maryland.  He  is  a past  president  of  the 
American  Academy  of  Family  Physi- 
cians. 

RMP  head  retires 

Richard  H.  Lyons,  M.D.,  coor- 
dinator of  the  Central  New  York 
Regional  Medical  Program  since  its  es- 
tablishment in  1967,  has  announced 
his  retirement.  John  Murray,  assistant 
coordinator,  is  acting  coordinator  until 
a successor  to  Dr.  Lyons  is  found. 

The  Central  New  York  Regional 
Medical  Program  includes  Bradford 
and  Susquehanna  counties  in  Pennsyl- 
vania. 


Active  in  organized  medicine.  Dr. 
Ichter  is  a fellow  of  the  American 
Academy  of  Pediatrics.  He  is  currently 
secretary-treasurer  and  is  a past  pres- 
ident of  the  Bucks  County  Medical  So- 
ciety. He  is  a member  of  the  Pennsyl- 
vania Medical  Society,  a member  of  the 
Society  s Council  on  Public  Service, 
and  was  a delegate  to  PMS  for  his 
county  organization  from  1966  to 
1971. 

Dr.  Ichter  has  held  teaching  posi- 
tions with  the  University  of  Pennsyl- 
vania Medical  School  and  the 
Philadelphia  General  Hospital. 

He  replaces  David  H.  Small,  of  the 
staff  of  PMS,  who  has  served  as 
SVRMP  director  on  an  interim  basis 
since  October  29,  1971. 

Governor  appoints 
new  MH/MR  deputy 

William  B.  Beach,  Jr.,  M.D.,  a child 
psychiatrist,  has  been  appointed  Depu- 
ty Secretary  of  Public  Welfare  for 
mental  health  and  mental  retardation 
by  Governor  Milton  J.  Shapp. 

Dr.  Beach  comes  to  the  Common- 
wealth from  California,  where  he  had 
served  as  deputy  director  of  the 
California  Department  of  Mental 
Hygiene  and  chief  of  its  local  pro- 
grams. 

The  appointment  fills  the  post 
vacated  by  Joseph  Adlestein,  M.D., 
who  resigned  July  1,  1971,  to  become 
medical  director  of  Philadelphia  Psy- 
chiatric Center.  A special  search  com- 
mittee was  appointed  by  the  State  Ad- 
visory Committee  for  Mental  Health 
and  Mental  Retardation  at  the  time 
Dr.  Adlestein  announced  his  resigna- 
tion to  seek  the  replacement. 
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County  societies  aid  child  hearing,  vision  tests 


Nearly  600  Preschool  Screening  Kits 
for  testing  visual  and  hearing  acuity  in 
youngsters  throughout  Pennsylvania 
have  been  prepared  by  the  Pennsyl- 
vania Academy  of  Ophthalmology  and 
Otolaryngology  (PAOO)  under  the  di- 
rection of  the  Pennsylvania  Medical 
Society. 

PMS  has  sent  the  kits  to  each  county 
medical  society  and  to  chairmen  and  of- 
ficers directly  involved  in  screening 
programs  to  coordinate  efforts  at  the 
local  level. 

Each  kit  contains  guidelines  for  lay 
teams,  who  will  receive  direction  from 
members  of  PAOO,  to  screen  preschool 
age  children  to  detect  possible  vision  or 
hearing  defects.  Outlines  for  training 
volunteers  in  the  actual  steps  to  be  used 
in  administering  tests  and  report  forms 
for  parents  and  family  physicians  are 
included.  Methods  of  referral  for  ap- 
propriate medical  care  for  children  fail- 
ing any  part  of  the  test  are  explained. 

In  order  to  insure  that  each  child 
who  needs  care  receives  it,  a 
comprehensive  follow-up  program  is 
also  included  as  a key  part  of  the 
screening  program. 

Hearing  and  vision  conservation 
committees  of  the  county  medical 
societies  will  first  attempt  to  place  the 
programs  in  the  hands  of  qualified 
members  of  county  chapters  of  the 
Pennsylvania  Association  for  the  Blind 
or  the  Easter  Seal  Society  for  Crippled 

AAMA  chapter  offers 
education  program 

The  Allegheny  County  Chapter  of 
the  American  Association  of  Medical 
Assistants  will  present  a series  of  educa- 
tional programs  on  anatomy,  physiolo- 
gy, and  medical  terminology  at  Magee- 
Womens  Hospital,  Pittsburgh,  on  six- 
teen consecutive  Thursday  evenings 
beginning  January  6,  1972.  The  series 
has  been  planned  for  members 
preparing  for  the  national  certification 
examination  for  medical  assistants. 

Ralph  C.  Wilde,  M.D.,  president- 
elect of  the  Allegheny  County  Medical 
Society  will  open  the  series.  Further  in- 
formation may  be  obtained  from  Miss 
Peggy  McCarthy,  c/o  Howard  N. 
Douds,  M.D.,  733  Washington  Road, 
Pittsburgh,  Pa.  15228. 


Children  and  Adults.  In  the  event  there 
is  no  active  county  chapter  of  either 
group,  other  qualified  groups  will  be 
selected  to  conduct  the  programs. 

The  project  is  sponsored  by  the 
Pennsylvania  Medical  Society  with 
special  assistance  of  the  Pennsylvania 
Academy  of  Ophthalmology  and 
Otolaryngology  and  the  cooperation  of 


Cancer  coordinating 

Charles  A.  Waltman,  M.D.,  Easton, 
was  elected  chairman  of  the  Pennsyl- 
vania Cancer  Coordinating  Committee 
at  its  annual  meeting  in  Lemoyne. 
Hugh  R.  Gilmore,  Jr.,  M.D.,  Harris- 
burg, will  serve  as  secretary. 

Present  work  of  the  committee  is 
directed  toward  increasing  the  number 
of  women  getting  annual  Pap  smears, 
reducing  the  use  of  cigarettes,  and 
improving  cancer  treatment  and  diag- 
nosis. 

Serving  on  the  committee  are  repre- 
sentatives of  the  Pennsylvania  and 
Philadelphia  Divisions  of  the  American 
Cancer  Society,  the  Pennsylvania  Med- 
ical Society,  the  Pennsylvania  Dental 
Association,  the  Pennsylvania  Os- 
teopathic Medical  Association,  the 
Pennsylvania  Department  of  Health, 
the  Wainwright  Tumor  Clinic  Associa- 
tion, the  Pennsylvania  Veterinary  Med- 
ical Association,  and  the  Western 


the  following  agencies:  Pennsylvania 
Association  for  the  Blind,  Pennsyl- 
vania Chapter  of  the  American 
Academy  of  Pediatrics,  Pennsylvania 
Department  of  Health,  Pennsylvania 
Department  of  Education,  The  Easter 
Seal  Society  for  Crippled  Children  and 
Adults  of  Pennsylvania,  and  the  Penn- 
sylvania Academy  of  Family  Practice. 


committee  elects 

Pennsylvania  Regional  Medical  Pro- 
gram. 

Hahnemann  has  grant 

Hahnemann  Medical  College  and 
Hospital  has  received  a grant  in  the 
amount  of  $50,000  from  the  Charles 
E.  Merrill  Trust  to  be  used  in  comple- 
ting the  Hahnemann  Medical  Educa- 
tion Center  which  is  presently  under 
construction.  The  new  facility  will  be 
located  at  15th  and  Vine  Streets  in 
Philadelphia  and  is  scheduled  to  open 
in  July  1972. 

The  expanded  quarters  will  allow 
the  medical  college  to  enlarge  the 
student  body  by  increasing  freshman 
enrollment  to  nearly  double  the 
present  level.  More  than  40  percent  of 
Hahnemann’s  8,000  physician  gradu- 
ates have  practiced  in  Pennsylvania. 


EFFIE  O.  ELLIS,  M.D.,  gave  a lecture  on  "The  Delivery  of  Medical  Care  to  Inner- 
City  Communities"  recently  at  the  Albert  Einstein  Medical  Center.  Welcoming  her 
are,  left  to  right,  Bernard  Borislow,  PhD,  director  of  the  Community  Mental 
HealthIMental  Retardation  Center;  Larry  Smith,  the  center's  administrative  assist- 
ant; and  Maurie  D.  Pressman,  M.D.,  acting  chairman  of  the  division  of  psychiatry 
at  the  hospital.  Her  remarks  focused  on  the  special  training  needed  in  dealing 
with  problems  of  the  ghetto. 
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PMS  education  requirements  explained 


DAVID  A.  SMITH,  M.D. 
Medical  Editor 


The  PMS  House  of  Delegates  at  its 
1971  Annual  Session  established 
through  amendments  to  the  Constitu- 
tion and  Bylaws  certain  requirements 
for  continuing  medical  education  as  a 
condition  for  maintaining  membership 
in  the  Society. 

A number  of  questions  have  been 
asked  of  officers  and  members  of  the 
staff  of  the  Society  regarding  the  new 
requirement.  At  the  PMS  Scientific  As- 
sembly last  month,  these  questions  were 
put  to  J.  Reed  Babcock,  M.D., 
Bellefonte,  a member  of  the  Council  on 
Education  and  Science.  He  has  served 
for  the  past  year  as  chairman  of  the  Ad- 
visory Committee  on  Continuing  Medi- 
cal Education,  which  devoted  much  of 
its  time  to  the  continuing  education 
requirements.  Dr.  Babcock  also  served 
as  general  chairman  of  the  1971  Scien- 
tific Assembly. 

Dr.  Babcock,  why  should  evidence  of 
continuing  medical  education  be  a 
requirement  for  Society  membership? 

“The  committee  adopted  the  philoso- 
phy that  the  Pennsylvania  Medical  So- 
ciety is  an  association  of  learned  profes- 
sional men  and  women,  and  as  such, 
should  make  continuing  education  a 
requirement  for  membership.  Our  Soci- 
ety, which  has  75  percent  of  the  doctors 
in  Pennsylvania  as  members,  can  assure 
optimum  care  to  all  patients  in  these 
rapidly  changing  times  by  providing  an 
education  requirement  for  membership 
demonstrating  that  Pennsylvania  physi- 
cians are  meeting  certain  basic  stand- 
ards in  continuing  medical  education.” 

Who  should  apply  for  the  AMA 
Physician’s  Recognition  Award 
showing  evidence  of  fulfilling  the  edu- 
cation requirement? 

“All  dues-paying  Society  members 
should  apply.  The  requirements  for  the 
award  are  such  that  any  physician  in 
any  field  of  medicine  may  qualify  by 


reporting  his  activities  in  continuing 
medical  education.” 

When  are  we  to  apply  for  the  award? 

“You  may  apply  any  time  between 
July  1.  1972,  and  June  30.  1975.  All 
PMS  members  who  apply  for,  quality 
for,  and  receive  a recognition  award 
during  this  period  will  have  met  the 
PMS  members  who  apply  for,  qualify 
simplify  the  administration,  all  quali- 
fying periods  begin  on  July  1 and  end 
on  June  30,  three  years  later.  For  a 
physician  to  be  qualified  in  December 
of  1975,  his  150  credit  hours  would 


DR.  BABCOCK 


have  to  be  earned  during  the  qualifying 
period  from  July  1,  1972,  to  June  30, 
1975.  A physician  may  apply  for  the 
award  at  any  time  during  the  year,  but 
the  application  should  list  only  those 
educational  activities  carried  out  in  the 
three-year  qualifying  period  ending 
June  30  preceding  the  date  of  applica- 
tion. Thus  an  application  submitted  be- 
tween July  1,  1972,  and  April  30,  1973, 
should  list  only  those  activities  carried 
out  during  the  qualifying  period  begin- 
ning July  1,  1969,  and  ending  June  30, 
1972.  Because  the  AMA  Award  is 
based  on  a three-year  qualifying  period, 
each  award  is  valid  for  only  three  years. 


Through  this  mechanism  a continuous 
three-year  cycle  is  established,  so  that 
during  the  next  three  years  the 
physician  earns  the  credit  hours  needed 
for  the  next  period  of  three  years.” 

What  are  the  requirements  for  the 
Physician’s  Recognition  Award? 

"Complete  details  will  be  mailed  by 
the  AMA  each  year  to  all  physicians, 
residents,  and  interns.  In  general  the 
award  requires  1 50  hours  of  continuing 
medical  education  during  a three-year 
qualifying  period.  One  hour  of  credit  is 
given  for  one  hour  of  educational  activ- 
ity in  one  of  ten  categories.  The 
requirements  are  under  study  for  up- 
dating by  the  AMA  now.  Specific  de- 
tails will  be  available  early  in  1972.” 

In  what  way  does  the  adoption  of  a con- 
tinuing education  requirement  for 
membership  help  the  Pennsylvania 
Medical  Society  as  an  association? 

“It  provides  the  Society  with  a mech- 
anism to  prove  that  quality  controls  are 
being  exercised  in  fulfillment  of  the 
growing  demands  of  government  and 
certain  segments  of  the  federal  law.  To 
the  membership  it  is  an  aid  in  self-dis- 
cipline in  that  it  is  a reminder  to  keep 
up  to  date  through  education.  Pennsyl- 
vania leads  all  the  states  in  providing 
convenient  and  comprehensive  con- 
tinuing education  programs.  Local  hos- 
pitals will  continue  to  play  a mean- 
ingful role  in  these  programs,  and  may 
be  the  most  convenient  place  for 
members  to  earn  their  credits.  Inciden- 
tally, the  State  Society  is  now  the  cer- 
tifying agent  for  continuing  medical  ed- 
ucation in  local  hospitals,  rather  than 
the  AMA.  It  is  good  to  remember  also 
that  because  of  the  outstanding  quality 
of  the  education  program  of  the  Ameri- 
can Academy  of  Family  Practice,  the 
AMA  has  a reciprocity  arrangement 
with  AAFP  so  that  AAFP  credits  can 
(continued  on  page  14) 
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Education  requirements  aired 


be  counted  toward  the  recognition 
award.” 

What  happens  if  a physician  fails  to 
qualify  for  the  award? 

"If  a member  does  not  qualify  for  the 
award,  he  will  be  suspended.  If  active 
and  senior-active,  dues-paying 
members  are  to  remain  in  good 
standing  with  the  Society,  they  must 
have  qualified  for  the  AMA  Physician’s 
Recognition  Award.  To  remain  in  good 
standing,  they  must  continue  to  qualify 
on  a three-year  cycle.” 

Will  physicians  have  any  warning  of 
this? 

"Sixty  days  prior  to  December  31, 
1975,  notice  will  be  sent  to  all  members 
not  qualified  that  suspension  will  be  in- 


voked unless  they  qualify  by  December 
31,  1975.  The  suspension  will  be  for 
one  year.  To  be  restored  to  full  mem- 
bership, the  suspended  physician  must 
qualify  for  the  then-current  Physician’s 
Recognition  Award.  If  he  is  unable  to 
so  qualify,  his  membership  will  be  ter- 
minated. It  can  be  reinstated  only  after 
the  former  member  has  met  all  other 
requirements  for  membership,  and  has 
submitted  evidence  that  he  has  met  the 
continuing  education  requirements  as 
well.  In  addition,  one-third  of  the  cred- 
its must  be  earned  in  the  calendar  year 
during  which  he  applies  for  rein- 
statement.” 

Are  there  other  facts  we  should  be 
aware  of,  Dr.  Babcock? 

"Yes.  The  Board  of  Trustees  and 


Acute  care  internship  program 
approved  for  Medical  College  of  Pa. 


The  first  acute  care  internship  pro- 
gram to  be  approved  by  the  AMA 
Council  on  Medical  Education  was  es- 
tablished on  July  1,  1971,  at  Medical 
College  of  Pennsylvania  (MCP)  in 
Philadelphia. 

The  program  was  developed  in  rec- 
ognition of  the  need  for  more  special- 
ized emergency  room  care  and  will 
provide  a training  ground  for 
physicians  intending  to  enter  family 
practice  as  well  as  those  entering  a 
specialty  related  to  critical  care. 

Several  months  both  at  the  beginning 


and  the  end  of  the  year  are  devoted  to 
the  hospital  emergency  room.  The  time 
between  is  spent  in  the  intensive  care 
unit  and  in  specialties  related  to  emer- 
gency medicine. 

David  K.  Wagner.  M.D.,  associate 
professor  of  surgery  at  MCP,  is  director 
of  this  pilot  program  in  which  four  in- 
terns are  currently  engaged.  He  said, 
"The  fantastic  growth  in  emergency 
room  services  across  the  country 
created  the  need  for  this  new 
specialty.” 


THE  MCP  INTENSIVE  CARE  UNIT  is  the  site  for  part  of  the  training  program  for 
acute  care  interns.  Above,  second  from  right,  Jonathan  VJasserberger,  M.D.,  ex- 
amines a patient.  Also  shown,  left  to  right,  are  Drs.  Samuel  Noguera,  Luis 
Sanchez  (partly  hidden),  Maria  Ross,  and  William  Smith. 


Councilors  has  the  power  to  waive  the 
continuing  education  requirement  in 
those  cases  where  the  Board  judges  such 
waiver  should  be  granted.  A written 
request  must  be  submitted  to  the  Board. 
Each  case  will  be  considered  separately. 
Prolonged  illness  might  be  a reason  to 
request  waiver.  Additionally,  the 
requirement  will  not  apply  to  new 
members  until  the  third  year  of  mem- 
bership. This  gives  resident  physicians 
and  those  coming  from  another  state 
and  beginning  practice  here  the  oppor- 
tunity to  meet  the  requirement  in  the 
normal  three-year  cycle.” 

Committee  to  study 
health  and  pollution 

The  Allegheny  County  Board  of 
Health  has  appointed  a committee  to 
study  the  health  effects  of  air  pollution 
and  to  correlate  the  findings  with  the 
county’s  daily  pollution  index. 

Roy  L.  Titchworth,  M.D.,  chairman 
of  the  Board  of  Health,  said  that  the 
aim  of  the  study  is  to  determine  the  ef- 
fect of  pollutant  buildup  on  the  general 
public  and  on  especially  susceptible 
persons — those  with  a history  of  respi- 
ratory illness. 

An  important  part  of  the  study  will 
be  a survey  of  local  doctors,  clinics,  and 
hospitals  to  determine  the  nature  of  pa- 
tient cases  when  the  index  climbs. 

The  Board  of  Health  has  already  rec- 
ommended genera!  precautions  for 
health  of  high-risk  individuals  during 
the  emergency  pollution  stage.  Results 
of  this  latest  study  would  enable  the 
committee  to  make  precise  recommen- 
dations to  minimize  health  hazards  at 
varying  index  levels  for  individuals 
with  varying  degrees  of  sensitivity. 

Kenneth  Rogers,  M.D..  chairman  of 
the  department  of  community  medicine 
at  the  University  of  Pittsburgh  and  a 
member  of  the  health  board,  has  been 
named  chairman  of  the  group.  Other 
members  include:  Drs.  Robert  W. 
Dunlap.  Carnegie-Mellon  University; 
Michael  Utidjean,  Yves  Alarie,  and 
Morton  Corn,  Pittsburgh  Graduate 
School  of  Public  Health;  Charles  G. 
Watson  and  Murray  Sachs,  Allegheny 
County  Medical  Society;  Virginia  E. 
Washburn  and  Eleanor  Streiff,  Al- 
legheny County  Health  Department. 
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Med  schools  still  without  state  funds 


An  eight-bill  package  making  a 
direct  grant  of  $21.5  million  in  aid  to 
some  4,000  medical  students  in  Com- 
monwealth schools  is  on  the  House  cal- 
endar awaiting  action  when  the  Legisla- 
ture reconvenes  this  month. 

The  legislation  granting  the  aid, 
which  was  due  June  30,  1971,  was 
bypassed  by  lawmakers  for  months. 
When  the  Senate  bills  finally  reached 
the  floor,  controversial  amendments 
which  would  require  students  who 
chose  not  to  practice  in  Pennsylvania  to 
repay  the  Commonwealth  to  the  extent 
of  aid  granted  the  individual  school 
were  inserted  before  the  Senate 
approved  the  bills.  Students  could 
choose  to  practice  for  five  years  in  an 
area  designated  by  the  Secretary  of 
Health  to  be  relieved  of  the  obligation 
to  repay,  and  then  leave  the  state. 

These  amendments  were  promptly 
removed  in  committee  before  they  were 
reported  out  and  reached  the  floor  of 
the  House  of  Representatives,  but  the 
Legislature  adjourned  for  the  holidays 
before  the  House  acted  on  the  four 
House  bills,  which  remain  intact,  or  the 
four  Senate  bills,  which  await  House 
action  minus  the  amendments. 

Meanwhile  medical  schools  have  had 
■ to  borrow  money  to  stay  in  business.  It 
is  expected  the  House  will  pass  the 
measures.  The  Senate  may  concur,  or 
choose  to  reinsert  the  controversial  lan- 
guage, in  which  case  the  bills  will  go  to 
conference  committee. 

PMS  President  George  P.  Rose- 
mond,  in  a letter  delivered  to  Senators 
following  the  action  on  the  amend- 
ments, said  in  part; 

"The  intent  of  the  amendment  is 
laudable  and  action  certainly  is 
overdue,  but  a sampling  of  student  re- 
' action  indicates  the  amendment  would 
have  an  effect  directly  opposite  to  the 
intended  one,”  Dr.  Rosemond  said. 

Instead  of  that  amendment.  Dr. 
Rosemond  proposed  a "blue  ribbon” 
commission  be  formed  from  key 
persons  immediately  and  given  a six- 
month  time  limit  on  coming  up  with  the 
best  possible  solution. 

He  said  past  efforts  have  been  frag- 
mented and  that  representatives  of 
every  major  key  group  should  be 
brought  together  on  the  commission. 

I As  members  he  suggested  represent- 


atives of  the  Senate,  the  House,  the 
State  Society,  the  medical  schools,  the 
Departments  of  Health  and  Education, 
the  governor's  office  and  medical 
students. 

He  added.  "As  you  know,  the  amend- 
ments would  require  graduates  of  State- 
aided  medical  schools  to  reimburse  the 
Commonwealth  for  funds  given  in  their 
behalf  under  certain  conditions.  At  a 
time  when  there  is  a need  for  more 
physicians,  the  amendments  could 
decrease  both  the  number  and  the  qual- 
ity of  our  medical  school  graduates — to 
put  it  more  simply,  students  say  they 
would  stay  away  from  Pennsylvania  in 
droves  and  go  to  medical  schools  out- 
side of  the  State  without  subsidy- 
repayment  requirements.  It  could  be 
one  of  the  worst  blows  in  history  to  the 
availability  and  quality  of  medical  care 
for  Pennsylvanians. 

"There  are  approximately  11.000 
first-year  openings  in  medical  schools 
throughout  the  United  States,  with  ap- 
proximately double  that  number  of  can- 
didates— each  medical  school  is  in 
competition  for  the  most  promising 
students  among  these  applicants.  Penn- 
sylvania schools  could  be  the  benefi- 
ciary of  the  least  qualified  and  least  de- 
serving. What  student  would  choose  to 
incur  a $30,000  debt  to  the  State  by  en- 
tering a Pennsylvania  medical  school 
when  he  could  choose  any  other 
career — such  as  dentistry,  education, 
engineering  or  law  without  incurring 
that  debt?  Many  students  have  debts  of 
$20,000  or  more  when  they  complete 
their  education.  Adding  another 
$30,000  to  this  would  be  enough  to  kill 
any  desire  to  be  a Pennsylvania  medical 
school  graduate. 

"If  the  Legislature  insists  on  at- 
taching strings  to  allocations  for  medi- 
cal education  in  the  State,  then  the  citi- 
zens of  Pennsylvania  deserve  to  have 
these  strings  meet  the  intended  pur- 
poses. We  feel  it  would  be  well  to  re- 
store the  bills  to  their  original  form  and 
to  insert  language  which  would  require 
the  President  Pro  Tempore  of  the 
Senate  and  the  Speaker  of  the  House  to 
designate  an  appropriate  committee  of 
the  Legislature  to  meet  with  represent- 
atives of  the  medical  schools,  their 
students,  the  Department  of  Health,  the 
Department  of  Education,  the  Gover- 


nor's office  and  the  Medical  Society  to 
work  out  a proposal  prior  to  June  30. 
1972  that  could  be  written  into  law  and 
one  that  would  have  a potential  for  ben- 
efiting the  Commonwealth. 

"It  can  be  argued  that  the  student 
doesn't  have  to  repay  the  State  subsidy 
if  he  practices  in  the  State,  but  a student 
entering  medical  school  is  in  a poor 
position  to  be  sure  where  his  career  will 
lead  him.  Even  if  he  intends  to  practice 
in  the  State,  he  would  be  unlikely  to 
commit  himself  to  such  a potential  debt 
when  he  could  choose  other  than  a 
Pennsylvania  school  without  the  deter- 
rent the  amendment  would  add. 

"In  addition,  the  amended  wording 
would  allow  a student  to  go  to  a State 
medical  school  for  several  years  and 
then  transfer  to  an  out-of-state  school 
without  incurring  any  legal  obligation 
to  the  Commonwealth. 

"Unless  such  a concept  could  be 
applied  equally  to  all  medical  schools  in 
the  nation  and  to  all  educational  pur- 
suits, medical  schools  in  our  State 
would  wither  on  the  vine,  and  singling 
out  medical  education  when  all  higher 
education  is  State-aided  would  simply 
drive  capable  students  away  from  medi- 
cal careers.  It  would  hit  the  disadvan- 
taged students  the  hardest  and  make  a 
medical  career  extremely  difficult  for 
them." 

AAP  urges  reduction 
of  paint  lead  content 

The  American  Academy  of  Pediat- 
rics recommended  to  the  Eederal 
Trade  Commission  that  standards  for 
lead  content  of  paint  be  reduced  from 
the  present  1 percent  to  less  than  .06 
percent  or  to  "minimal  traces." 

In  response  to  an  EDA  Eederal  Reg- 
ister publication  requiring  special 
labeling  for  child  protection,  the 
Academy  said  that  the  continual  use  of 
paints  higher  than  .06  percent 
increases  the  risk  of  lead  poisoning  in 
children. 

The  Academy  endorsed  the  princi- 
ple that  more  than  minute  traces  of 
lead  should  be  declared  as  banned  haz- 
ardous substances.  It  took  the  position 
that  cautionary  labeling  will  not  ade- 
quately protect  the  public  health  and 
safety. 
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State  to  comply  with  nursing  home  regulations 


The  Pennsylvania  Department  of 
Public  Welfare  has  initiated  action  to 
comply  with  federal  regulations  on 
nursing  home  certification  in  response 
to  an  announcement  by  HEW  Secretary 
Elliot  L.  Richardson.  The  announce- 
ment disclosed  that  Pennsylvania  was 
one  of  thirty-eight  states  in  danger  of 
losing  medicaid  funds  unless  certain 
corrections  were  made. 

Some  of  the  deficiencies  cited  were 
failure  to  have  agreements  for  facility 
surveys,  failure  to  use  medicaid  stand- 
ards in  surveys,  and  failure  to  place 
required  time  limits  on  agreements. 

State  Secretary  of  Public  Welfare 
Helene  Wohlgemuth  revealed  in  testi- 
mony before  the  Special  Studies  Sub- 
committee of  the  Committee  of  Gov- 
ernmental Operations  of  the  House  of 
Representatives  in  Washington  plans  to 
incorporate  more  stringent  life  safety 
regulations  and  more  realistic  staff-pa- 
tient ratios. 

However,  Secretary  Wohlgemuth 

Carl  B.  Lechner  Fund 
grows  to  over  $7500 

The  Ad  Hoc  Committee  for  Rubella 
Immunization  of  Erie  County  has 
made  a donation  to  the  Carl  B. 
Lechner  Memorial  Eund  of  the  Educa- 
tional and  Scientific  Trust  of  the  Penn- 
sylvania Medical  Society  in  the 
amount  of  $ 1 ,520.29. 

The  donation  made  by  the  joint 
committee  of  the  Erie  Osteopathic 
Medical  Society  and  the  Erie  County 
Medical  Society  represents  the  residual 
fund  which  was  collected  over  and 
above  the  cost  of  materials  for  the  Erie 
County  Mass  Rubella  Immunization 
Program  in  April  1970. 

The  gift  was  made  in  behalf  of  these 
two  organizations  together  with  the 
citizens  of  Erie  County  who  made  do- 
nations to  the  Rubella  Fund.  The  Carl 
B.  Lechner  Memorial  Fund,  which  is 
used  to  further  the  education  of  medi- 
cal students  in  Pennsylvania,  is  now 
approaching  $7,500  according  to  Alex 
H.  Stewart,  executive  director  of  the 
PMS  Educational  and  Scientific  Trust. 

Dr.  Lechner  had  been  medical  edi- 
tor of  Pennsylvania  Medicine  for  many 
years,  and  was  an  honorary  past  pres- 
ident of  the  State  Society. 


pointed  out  that  establishing  rigid 
standards  without  providing  the  finan- 
cial means  of  meeting  them  can  cause 
the  closing  of  many  homes  providing 
nursing  home  care  to  those  dependent 
upon  inadequate  welfare  payments.  She 
referred  to  previously  planned  in- 
creases in  nursing  home  payments 


The  1972  American  Industrial 
Health  Conference,  comprised  of  the 
annual  meetings  of  the  Industrial  Med- 
ical Association  and  the  American  As- 
sociation of  Industrial  Nurses  will  be 
held  April  17-20  at  the  Philadelphia 
Civic  Center.  Headquarters  will  be  at 
the  Bellevue-Stratford  Hotel. 

Anyone  having  an  interest  in  the 
health  of  the  working  population  may 
attend.  The  scientific  program  will  be 

Ultrasouod  meet  set 

A two-day  seminar  on  diagnostic  ul- 
trasound will  be  presented  at  the 
Philadelphia  County  Medical  Society 
Building  by  the  Episcopal  Hospital 
and  Temple  University  Health 
Sciences  Center  on  April  13  and  14, 
1972.  New  applications,  current 
studies,  and  reports  will  be  included. 

For  further  information,  contact: 
Barry  B.  Goldberg,  M.D.,  program 
chairman.  Department  of  Radiology, 
Episcopal  Hospital,  Philadelphia. 


which  were  prevented  by  the  federal 
wage  price  freeze.  The  purpose  of  the 
rate  increase  had  been  to  make  more 
private  nursing  home  beds  available, 
thus  reducing  the  present  pressure  on 
limited  facilities.  She  added,  "We  hope 
for  the  earliest  possible  clearance  on  the 
increased  payments.” 


augmented  by  scientific  and  technical 
exhibits  and  postgraduate  seminars 
and  workshops  will  be  presented. 

The  advance  program  and  registra- 
tion forms  are  available  from  the 
American  Industrial  Health  Confer- 
ence, 150  N.  Wacker  Drive,  Chicago, 

III.  60606.  Registration  fee  is  $10.00. 

N.  J.  Medical  Society 
invites  exhibitors 

The  Medical  Society  of  New  Jersey 
(MSNJ)  has  invited  PMS  men.bers  to  ‘ 
submit  plans  for  scientific  exhibits  to  be  1 
used  at  its  annual  meeting  in  Atlantic 
City  May  6-9,  1972.  MSNJ  would  wel-  | 
come  the  opportunity  to  review  and  j 
study  work  being  done  by  PMS 
members.  j . 

Copies  of  the  regulations  and  , 
applications  for  space  in  the  1 972  scien-  I , 
tific  exhibits  may  be  obtained  from  the  ' 
Executive  Offices,  Medical  Society  of  | j 
New  Jersey,  315  West  State  Street,].. 
Trenton,  N.J.  08605. 


M RECENT  communications  seminar  for  members  of  the  PMS  Speakers  Bureau 
combined  a briefing  on  nationai  heaith  insurance  emphasizing  the  AMA  proposai, 
“Medicredit,”  with  advice  on  speaking  techniques.  Shown  above  are  some  of  the  W 
attendees.  On  the  faculty  were  Mortimer  T.  Enwright,  director  of  the  AMA  Speakers 
and  Leadership  Program;  T.  Stephen  May,  PhD.,  professor  at  the  School  of 
Speech  at  Northwestern  University;  Ray  Brutter,  J.D.,  AMA  staff  attorney;  and  Paul 
J.  Friedman,  M.D.,  Philadelphia,  a member  of  the  AMA  Council  on  Legislation. 

Industrial  health  meet  scheduled 
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Coronary  care  at  issue 


Employees  benefit  from  unique  cooperation 


An  innovative  combination  of  a 
coronary  care  in-hospital  monitor  and  a 
direct  tie  to  an  industrial  dispensary 
electrocardiograph  via  telephone  hook- 
up has  been  established  between  the 
Crozer-Chester  Medical  Center  and  the 
Chester  Division  of  the  Scott  Paper 
Company  three  miles  away. 

A joint  announcement  was  made  by 
. James  H.  Loucks,  president  of  Crozer- 
; Chester,  and  George  F.  Blessing, 
division  vice-president  of  the  Chester 

■ operations  of  the  Scott  Paper  Com- 
: pany. 

, The  hook-up  allows  electrocar- 
I diograph  readings  of  an  employee  at  the 
t Scott  plant  clinic  to  be  directly  trans- 
j mitted  to  the  hospital’s  cardiac  care 
unit  for  consultation  and  advice  or 
emergency  treatment. 

The  program  involving  a completely 
new  concept  in  monitoring  equipment 
has  been  instituted  by  Joseph  Valloti, 
M.D.,  plant  physician,  and  Adrian 
Weyn,  M.D.,  associate  chief  car- 
diologist at  the  medical  center.  Heart 
rate  and  rhythm  data  is  sent  via  tele- 
phone and  recorded  on  memory  cir- 
cuits at  the  hospital  as  well  as  on  the 
bedside  monitor  at  the  plant  dispensary. 

^ Visible  data  on  the  EKG  is  provided  on 
screens  for  complete  study.  Important 
features  include  the  ability  to  play  back 
information  for  analysis  and  an  alarm 
system  to  provide  warning  of  ir- 
regularities. 

Scott  Paper  is  one  of  the  first  compa- 
nies in  the  country  and  the  first  in  the 
Philadelphia  area  to  install  this  special 
; medical  service.  Chester  plant  physi- 
cian, Joseph  Valloti,  M.D.,  said  "If  we 
can  save  only  one  life,  the  cost  of  the 

First  'Cancer  Day’ 
held  at  Hershey 

The  Milton  S.  Hershey  Medical 
! Center  of  Pennsylvania  State  Universi- 
, ty  held  its  first  Cancer  Day  recently. 
Jointly  sponsored  by  the  Cancer  Regis- 
try Committee  of  the  medical  center 
1 and  the  Pennsylvania  Division  of  the 
American  Cancer  Society. 

I Thirty  faculty  members  from  both 

■ the  clinical  and  basic  science  depart- 

Bments  headed  discussions  dealing  with 
all  forms  of  cancer. 


equipment  will  have  been  worth  it.” 

Dolores  Middleton,  supervisor  of 
nurses  at  the  hospital,  reported  that  all 
nurses  in  the  medical  department  have 
received  specialized  training  in  the  use 


of  the  equipment  and  its  interpretation. 
She  stated,  "If  treatment  can  be  started 
within  a short  time  after  a heart  attack, 
many  heart  seizure  patients  can  be 
saved.” 


EKG  DATA  on  a cardiac  patient  at  the  Scott  Paper  piant  dispensary,  Chester 
Division,  is  recorded  and  transmitted  to  the  coronary  care  unit  at  the  hospitai. 


ADRiAN  WEYN,  M.D.,  is  shown 
operating  the  cardiac  care  unit  at 
Crozer-Chester  Hospitai.  Data  re- 
ceived by  telephone  is  analyzed  and 
monitored  to  provide  immediate  con- 
sultation and  advice. 


Abstracts  requested  for 
international  meeting 

Richard  A.  Kern,  M.D.,  Philadel- 
phia, president  of  the  International  So- 
ciety of  Internal  Medicine,  has  an- 
nounced that  the  XII  International 
Congress  of  Internal  Medicine  will  be 
held  September  5-9,  1972,  in  Boston, 
Mass. 

Emphasis  will  be  on  new  knowledge 
about  cancer  with  major  sections  on 
genetic  environment,  infectious  agents, 
diseases  of  modern  society,  and  ad- 
vances in  internal  medicine. 

Scientific  program  abstracts  may  be 
sent  to  John  B.  Stanbury,  M.D.,  Mas- 
sachusetts Institute  of  Technology, 
Cambridge,  Mass.  The  deadline  is  April 
1,  1972. 


Boards  scheduled 

The  American  Board  of  Family 
Practice  certifying  examinations  will  be 
given  in  various  centers  in  the  United 
States  on  April  29  and  30,  1972.  The 
deadline  for  registration  is  February  1. 
For  details  write  to  Nicholas  J. 
Pisacano,  M.D.  University  of  Ken- 
tucky Medical  Center  Annex  #2, 
Room  229,  Lexington,  Kentucky 
40506. 


William  A.  Sodeman,  M.D., 
director  of  the  Commission  on 
Foreign  Medical  Graduates  and 
president-elect  of  the  American 
College  of  Physicians,  was  identified 
in  the  December  issue  of  Pennsyl- 
vania Medicine  as  dean  and  vice- 
president  of  Jefferson  Medical 
College,  a position  which  he  had 
held  for  many  years.  The  present 
dean  is  William  F.  Kellow,  M.D. 
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Dr.  Tyson  to  head  Philadelphia  County  Society 


R.  Robert  Tyson,  M.D.,  will  be  in- 
stalled as  president  of  the  Philadelphia 
Medical  Society  for  1 972  at  formal  cer- 
emonies to  be  held  January  19.  Russell 
B.  Roth.  M.D.,  Erie,  speaker  of  the 
House  of  Delegates  of  the  American 
Medical  Association,  will  be  guest 
speaker. 

Dr.  Tyson  is  a member  of  the  Penn- 
sylvania Medical  Society  Council  on 
Medical  Service,  chairman  of  theCom- 


THE  YORK  COUNTY  MEDICAL  SOCIETY  had  as  speaker  at  the  Decembermeeting 
AMA  Executive  Vice-President  Ernest  B.  Howard  M.D.  Members  of  medical 
societies  in  adjacent  counties  were  guests.  Shown  above,  left  to  right,  are  Dr.  How- 
ard, Thomas  M.  Hart,  M.D.,  president  of  the  York  County  Medical  Society,  and  Ar- 
thur Crovatto,  M.D.,  program  chairman  for  that  society. 


Commissioner  orders  Blue  Shield 


to  reorganize  Board  of  Trustees 


DR.  TYSON 

mittee  on  Professional  Liability  Insur- 
ance. and  chairman  of  the  PMS  Com- 
mittee on  Constitution  and  Bylaws. 

Brooke  Roberts.  M.D.,  professor  of 
surgery  at  the  University  of  Pennsyl- 
vania School  of  Medicine,  who  was 
elected  president-elect  in  December, 
will  begin  his  official  duties  on  that  date 
also. 

Other  officers  to  be  installed  are; 
Drs.  James  B.  Donaldson,  vice- 
president;  Sidney  O.  Krasnoff,  secre- 
tary; and  Charles  R.  Shuman,  treasurer. 


Blue  Shield  of  Pennsylvania  has  been 
directed  to  reorganize  its  Board  to  es- 
tablish consumer  control,  according  to 
an  announcement  by  Pennsylvania  In- 
surance Commissioner  Herbert  S. 
Denenberg. 

The  commissioner  said  such  action  is 
now  possible  following  the  recent 
enactment  by  the  Legislature  of  an 
amendment  to  the  non-profit  corpora- 
tion law  which  does  away  with  the 
requirement  that  a majority  of  the  Blue 
Shield  Board  of  Directors  be  physi- 
cians. 

The  commissioner  added,  i hereby 


Neurology  self-assessment  tests 
scheduled  by  academy 


The  first  training  and  continuing 
self-assessment  examination  in  neurol- 
ogy will  be  given  throughout  the 
country  on  May  20,  1972,  at  centers 
with  neurology  training  programs. 
Lormats  of  the  National  Board  of 
Medical  Examiners  will  be  used. 

Interested  physicians  are  invited  to 
take  the  examination.  Results  will  be 
provided  only  to  the  individual  taking 
the  test.  Subtest  scores  will  be 


provided  in  1)  clinical  neurology,  2) 
pediatric  neurology,  3)  neuroanatomy, 
4)  neuropathology,  5)  neurophar- 
macology, 6)  clinical  neurophysiology, 
and  7)  neuroradiology. 

Cost  for  residents  will  be  $35  and 
for  physicians  $50.  Lor  further  infor- 
mation, write  to:  Mr.  Stanley  A. 
Nelson,  executive  secretary,  American 
Academy  of  Neurology,  4005  W.  65 
St.,  Minneapolis,  Minn.  55435. 


order  Blue  Shield  of  Pennsylvania  to 
remove  the  present  51  percent  majority 
of  doctors  from  its  Board  and  replace 
them  with  consumer  representatives." 

Blue  Shield's  twenty-seven  member 
Board  of  Directors  now  includes 
eighteen  doctors — fourteen  doctors  of 
medicine,  two  dentists  and  two  doctors 
of  osteopathy. 

HEW  secretary  appoints 
malpractice  panel 

HEW  Secretary  Elliot  L.  Richardson 
has  appointed  an  eleven-member  Insur- 
ance Issues  Advisory  Panel  to  assist  the 
recently  appointed  Commission  on 
Medical  Malpractice. 

The  commission  was  established  to 
develop  recommendations  for  dealing 
with  what  is  considered  to  be  a crisis  sit- 
uation in  malpractice  litigation.  A. 
John  Smither,  vice-president  of  Parker 
and  Co.  of  Pennsylvania,  adminis- 
trators of  the  PMS  malpractice  insur- 
ance program,  is  one  of  the  eleven 
named.  Pittsburgh  attorney  Wendell  G. 
Ereeland  Is  chairman  of  the  commis- 
sion, and  Eli  P.  Bernzweig  of  HEW  is 
executive  director. 
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Hahnemann  PA  students  visit  State  Society 


If  dedication  is  an  important  asset  to 
people  engaged  in  health  care,  there 
are  some  young  people  studying  at 
Hahnemann  who  are  bound  to  do  well. 

When  the  Advisory  Committee  on 
Manpower  and  Allied  Professionals  to 
the  Council  on  Education  and  Science 
met  recently  in  Lemoyne,  there  were 
in  attendance  as  guests  four  students  in 
Hahnemann's  new  Physician’s  Assist- 
ant Training  Program. 

On  the  agenda  was  legislation  in- 
troduced last  month  in  the  Legislature 
establishing  the  procedure  under 
which  physician’s  assistants  would 
function  in  the  Commonwealth.  The 
proposed  legislation  gives  the  State 
Board  of  Medical  Education  and 
Licensure  the  right  to  approve  the  use 
of  properly  trained  physician's  assist- 
ants, to  establish  rules  under  which 
the  assistant  may  be  used,  and  to  issue 
regulations  governing  the  educational 
requirements  of  assistants  and  of  those 
wishing  to  enroll  in  such  programs 
within  the  state. 

The  students  discussed  briefly  fol- 
lowing the  meeting  their  reactions  to 
the  session  and  their  studies  at  Hah- 
nemann. The  course  of  study  is  inten- 
sive, requiring  190  credit  hours  and 
leading  to  a degree  of  Associate  in 
Medicine.  It  includes  12  months  of  ac- 
ademic work  at  Hahnemann  and  nine 
months  of  preceptorship.  The  academ- 
ic study  includes  clinical  work  with  pa- 
tient contact.  The  student  has  an  op- 
portunity to  opt  for  a specialty  through 
electives  during  the  final  three  months 
of  study. 

Dick  Wells,  Martha  Yeater.  Charles 


Ward  and  Ron  Rejzer,  the  four 
students  who  visited  Lemoyne,  are 
sold  on  the  program  and  look  forward 
to  having  it  lead  them  into  rewarding 
work  in  the  service  of  others. 

All  four  are  making  substantial  sac- 
rifices in  order  to  study.  Dick  Wells,  a 
former  army  medical  corpsman  is 
married.  He  gave  up  a good  job,  and 
he  said,  "Sold  my  house  and  car,  and 
put  my  wife  to  work  to  do  this.” 

Martha  Yeater  had  been  an  x-ray 
technician.  She  left  her  Job  and  works 
part-time  in  a filling  station  in  order  to 
be  part  of  the  program. 

Charles  Ward  is  married  and  has  a 
child.  He  worked  as  a nursing  aide  for 
nine  years  on  the  neurological  ward  of 
the  Coatesville  VA  Hospital,  where  he 
now  works  on  a part-time  basis. 

By  way  of  contrast,  Ron  Rajzer 
graduated  from  high  school  just  last 
June  and  decided  the  program  is  for 


him.  Asked  if  he  had  thought  of 
switching  to  a pre-medical  course,  he 
said  "No,  if  I decide  on  medicine  as  a 
career,  it  will  be  after  I have 
completed  this  course  and  worked  for 
a while.”  He  expressed,  and  his  col- 
leagues agreed,  the  concept  that  the 
training  program  for  the  physician’s 
assistant  leads  to  a goal,  not  a stepping 
stone. 

All  four  of  the  students  are 
dedicated  to  giving  service  to  others  as 
well  as  building  a good  life  for  them- 
selves. They  see  in  the  career  of 
physician’s  assistant  a means  to  do 
this. 

There  are  twenty  physician’s  assist- 
ant training  programs  throughout  the 
nation.  AMA  figures  show.  They 
reveal  that  116  assistants  are  actively 
employed  and  that  182  more  will  have 
graduated  from  training  programs  by 
the  end  of  this  month,  and  will  either 
be  working  or  be  seeking  work. 


Pediatrics  academy  issues  warning 
on  hexachlorophene  use  for  newborns 


A warning  has  come  from  the 
American  Academy  of  Pediatrics  that 
solutions  containing  hexachlorophene 
should  not  be  used  forbathing newborn 
infants  either  in  the  hospital  nusery  or 
at  home. 

The  warning  came  in  a statement 
prepared  by  the  Academy’s  Committee 
on  Fetus  and  Newborn  declaring  that 
bathing  infants  with  hexachlorophene 
solutions  has  not  been  established  to 
be  safe.  The  statement  indicated  that 
blood  levels  in  newborn  infants  bathed 


daily  in  3 percent  solutions  have 
approached  levels  which  have  been 
neurotoxic  in  experimental  animals. 

The  committee  indicated  that  tech- 
niques vary  considerably  in  newborn 
nurseries.  It  emphasized  that  "It  is  not 
known  whether  or  not  this  substance 
as  currently  used  in  infants  is  toxic.”  It 
was  recommended  that  newborn  in- 
fants receive  no  baths  until  discharge 
from  the  hospital  or  be  washed  with 
plain,  nonmedicated  soap  and  water  or 
water  alone. 


STUDENTS  in  Hahnemann's  new  physician’s  assist- 
ant training  program  were  represented  at  a recent 
meeting  of  the  Advisory  Committee  on  Manpower  and 
Allied  Professions  of  the  Council  on  Education  and 
Science  at  Society  Headquarters  by  four  from  their 
class,  the  first  such  group  In  the  state.  Shown  here, 
left  to  right,  are  Charles  Ward,  Dick  Wells,  Martha 
Yeater,  and  Ron  Rejzer. 
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In  acute  sonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  gonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar iniections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  recanstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  c u 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  b .. 
carefully  examined  and  monthly  serological  follow-up  for  t .. 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  nc 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  wit  its 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  t c- 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeas  )|p 

Adverse  reactions:  The  following  reactions  were  observd 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  sit(  *■ 
urticaria,  dizziness,  nausea,  chills,  fever  and  insamnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normc 
human  volunteers,  the  following  were  noted;  a decrease  in  hemq 


irobicin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


■Hligh  eyre  rate:*  96%  ©f  571  males,  95%  of  294  females 

Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

Nlo  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

(Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  infection  produces  peak  serum  concentrations  averaging  about 
ilOO  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

dote:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
;ymptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
■gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upforatleastS  months  should 
De  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
lypersensitive  to  it. 

Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeoe  on  Thayer- 
\4artin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
rreatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
ollow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
"hat  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
allures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 


;lobin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
ne phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
Itudies  in  normal  volunteers,  a reduction  in  urine  output  was 
loted.  Extensive  renal  function  studies  demonstrated  no  con- 
istent  changes  indicative  of  renal  toxicity. 

:)oscige  and  administration:  Keep  at  25°C  and  use  within 
4 hours  after  reconstitution  with  diluent. 

4a/e— single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
ionorrheal  proctitis  and  patients  being  re-treated  after  failure 
l>f  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
■eographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
jolent,  initial  treatment  with  4 grams  (10  m!)  intramuscularly  is 
'■referred. 

jema/e  — single  4 gram  do,se  (10  mi)  intramuscularly. 

low  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmoeology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 
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The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


INTRODUCING 

i1ieiriol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltroi-50  (phenformin  HC!) 

50  mg.  timed-disintegration  capsules 

alsoMeltrol-100™ 

{ 1 00  mg.  timed-disintegration  capsules! 


(diethylpropion  hydrochloride,  N.F.) 
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When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotlonolly  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  ogents,  it  may 
occasionolly  cause  CNS  effects  such  os  insomnio,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
voscufor  effects  reported  include  ones  such  as  tachycordia,  precordial  pain, 


arrhythmia,  palpitation,  and  increosed  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Alfergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gosfro/nfestino/  effects  such  as  diarrhea, 
constipotion,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  morrow 
depression,  ogronulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reoctions  have  been  reported  by  physicians.  These  include  comploints  such  as  dry 
mouth,  headoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysuria,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  odditional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not 
recommended.  >-3325  (2870 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps... 


unv\dconne  bedfellow 
faany  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnol  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
troindicated  in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinol  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES 


^Merrell^ 


Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


1.3508(3050) 


Trademark:  Quinamm 


G)uinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


I 


but  he  loves  it  for  a change 

WihGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK.  N.Y.  10016 


Now!, Quick, Easy-to-Use 
Medical  Socioeconomb  Index 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AM  A review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below; 


I enclose  $20.00*  for  12  monthly  48-page 
MEDICAL  SOCIOECONOMIC  RESEARCH 
SOURCES  and  a year-end  Cumulative  Index. 


American  Medical  Association  SMJ-7i 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Name  of  Individual  

Organization  — 

Address 

City/State/Zip 

(payment  must  accompany  order) 
*$25.00  Outside  U.S.,  U.S.  Poss.,  Canada,  Mexico. 


For  my  patients  who  need  a laxative,  I recommend 
EVAC-U-GEN . . . because  it  relieves  constipation 
gently . . . particularly  important  in  cardiac  and 
post  surgical  patients 


EVAC-U 


GEN 


CHEW  ABLE 
VERY  PALATABLE 
ECONOMICAL 


A highly-flavored  and  palatable  tablet  of  yellow  phenolphthalein,  bismuth  subcarbonate,  bismuth  subgallate 
in  special  base.  Chewable.  Bottles  of  35  and  100.  Adult  Dose:  Chew  1 or  2 tablets  night  or  morning.  Children 
(up  to  age  10):  1/2  tablet.  A citrus  drink  taken  with  tablet  will  stimulate  action. 

PRECAUTION:  Do  not  use  when  symptoms  of  appendicitis  are  present  and  discontinue  use  if  skin  rash 
appears.  Dependence  on  laxatives  can  result  from  continued  use. 


WALKER,  CORP  & CO.,  INC.  Syracuse,  New  York  13201 


When  you  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessar 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase' 
The  patient  on  Orinase  must  be  fully  instructed:  about  th< 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions* 
develop  a careless  attitude  or  disregard  instructions  relative  t( 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in; 
fection;  how  to  recognize  and  counteract  impending  hypogly 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  ho\ 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  h' 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  c 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trir 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazid 
diuretics  are  administered  which  may  result  in  aggravation  c 
diabetic  state  and  increased  tolbutamide  requirement,  tempc 
rary  loss  of  control,  or  even  secondary  failure;  treating  patient 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  ma 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hypq 
glycemia  which  may  require  corrective  therapy  over  sever.' 
days;  and  treating  patients  with  severe  trauma,  infection,  or  su' 
gical  procedures  where  temporary  return  to  insulin  or  additio 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimir^ 
ished  in  patients  receiving  therapy  with  beta  blocking  agent;' 

As  some  diabetics  are  not  suitable  candidates,  it  is  essenti.) 
that  the  physician  familiarize  himself  with  the  indications,  iimi| 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  ai^, 
during  the  initial  test  period  should  communicate  with  the  phys'^ 
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Ibday  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
trobably  had  quite  a bit  of  clinical  experience 
* ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
I it  about  it. 

I On  the  one  hand,  you  know  that  diet 
;fid  weight  control  are  the  initial  and  essential 
pundations  for  the  management  of  adult- 
(Qset,  non-ketotic  diabetes.  When  these 
neasures  prove  satisfactory,  no  additional 
iierapy  is  indicated.  On  the  other  hand,  you 
how  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


jian  daily,  and  during  the  first  month  report  at  least  once  weekly 
i|jpr  physical  examination  and  definitive  evaluation.  After  a month, 
Examinations  are  recommended  monthly  or  as  indicated.  Ap- 
Jujearance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
jipwering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
llj^btain  and  hold  clinical  improvement  indicate  nonresponsive- 
i less  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
^^iji|iaintaining  standard  diet  regulation.  Uncooperative  patients 
llPlhould  be  considered  unsuitable  for  therapy.  Prescriptions  should 
fe  refilled  only  on  specific  instruction  of  physician.  In  treating 
^((jiiild  asymptomatic  diabetic  patients  with  abnormal  glucose 
li|.plerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
up  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
,pe  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
ij^jjjiabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
Ejisulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
Lpipopriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
'^jjipay  occur  and  may  mimic  acute  neurologic  disorders  such  as 
gflprebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
.jiijjjisease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
dfjdrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
“gi^ljljemia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
’llijj^iides,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
xidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
jf)henyramidoi  may  prolong  or  enhance  the  action  of  Orinase  and 
'l,y,|icrease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
sen  reported  to  cause  reduction  in  RAI  uptake  without  pro- 

i 


ducing  clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinicaf 
toxicity;  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia:  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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In  the  coronary  ischemic 
patient  on  cerebral  or 
peripheral  vasodilator  therapy 

no  treatment 
conflict 


vhsonuuii 


the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators'^''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement'  ''  and  observation  of  clinical  improvement.''" 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral- — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M. ; Angiolbgy  // :190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  15:70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res;  ^:124-128 
(April)  1962.  (4)  Whittier,  J.  R. : Angiology 75 :82-87  (Feb.)  1964. 
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With  QUI-A7ZONE  ~ you  can  sedate  ef- 
fectively. A balanced  combination  of  short, 
intermediate,  and  long-acting  barbiturates 
(totaling  100  mg.)  in  a rapidly  disintegrat- 
ing tablet  — sedation  is  provided  within  a few 
minutes  . . . followed  by  sound  restful  sleep 
. . . usually  without  morning  hangover.  The 
four  barbiturates  in  QUI-A-ZONE  have  dual 
channels  of  elimination  (renal  and  hepatic)  to 
lessen  metabolic  burden,  decrease  barbitu- 
rate retention,  and  minimize  depression. 


QUi-A-ZONE 


rs^wwwgwgwswgmg^ 

Each  rapidly-disintegrating  tablet  contains  25  mg.  secobar- 
bital, 25  mg.  pentobarbital,  25  mg.  butabarbital,  and  25  mg. 
pbenobarbital.  Bottles  of  100. 

Usual  Adult  Dose:  1 to  2 tablets  before  retiring. 
PRECAUTION:  Should  not  be  administered  to  patients  sen- 
sitive to  barbiturates,  or  in  cases  of  known  previous  addic- 
tion. Warning:  May  be  habit  forming. 


SEND  FOR  SAMPLES. 

WALKER,  CORP  & CO.,  mC. 
Syracuse,  New  York  13201 


Still  serving... 

Miltown^ 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS  m 
Cranbury,  N.J.  08512  ^ 


Real  Estate  acquisition 
opportunities  with  immediate 


tax  write-offs,  leverage,  and 
a strong  cash  return 


Suppose  for  the  moment  that  your  income  taxes  for  1972  will  total  $50,000. 

Assume  further  you  are  interested  in  reducing  this  tax  liability  by  a very  substantial  amount.  We 
can  make  available  to  you  maximum  tax  shelter  and  immediate  write-offs  through  well-structured 
real  estate  purchases. 

Our  real  estate  investment  firm,  Properties  Diversified,  Inc.,  specializes  in  the  purchasing, 
packaging  and  management  of  income  producing  properties  with  special  emphasis  upon  apart- 
ment complexes. 

Our  knowledge  of  tax  aspects,  leverage  and  purchasing  expertise  will  be  meaningful  to  you. 

We  are  constantly  reviewing  real  estate  offerings  in  which  you  could  become  a limited  partner  in- 
vestor . . . and  we  invite  your  inquiry  into  the  mechanics  of  your  joining  with  our  firm  in  the 
purchase  of  these  viable,  long  term,  tax  sheltered  investments. 

This  ad  will  be  of  particular  significance  to  you  if  you  have  either  substantial  gains  or  large 
amounts  of  ordinary  income  which  must  be  offset  in  order  to  substantially  reduce  income  taxes. 


I PROPERTIES  DIVERSIFIED,  INC. 

I 3207  North  Front  Street 
I Harrisburg,  Pa.  17110 

I 


I would  be  interested  in  hearing  from  you  with  regard  to  a specific  investment  property. 
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m.d.'s  in  the  news 


THE  PMS  CENTENARIAN  PLAQUE 
was  presented  to  Mrs.  Rose  Byerley 
Devore,  Phoenixville,  on  her  100th 
birthday  by  the  son  of  her  personal 
physician.  Standing  are  Mrs.  Marge 
Moore,  R.N.,  Phoenixville  Community 
Nurse,  and  Donald  E.  Harrop,  M.D., 
Phoenixville.  Mrs.  Devore  accepted 
the  award  from  Ted  Harrop,  who 
made  the  special  presentation  be- 
cause his  tenth  birthday  fell  on  the 
same  day  as  the  awardee’s  100th 
birthday. 

Samuel  G.  Watterson,  M,D.,  Bos- 
well, has  been  elected  to  the  board  of 
directors  of  the  American  Cancer  So- 
ciety’s Pennsylvania  Division.  Eugene 
Kutz,  M.D.,  Bedford,  was  elected  pres- 
ident of  the  Bedford  County  Unit  of 
the  American  Cancer  Society. 

James  Farr,  M.D.,  Lehighton,  is  on 
the  Coaldale  State  General  Hospital 
staff  with  privileges  in  obstetrics, 
gynecology,  and  newborn  care.  He  is  a 
fellow  of  the  American  Society  of  Ab- 
dominal Surgeons. 

Joseph  U.  Toglia,  MX).,  Philadel- 
phia, discussed  a paper  entitled  "Ves- 
tibular and  Medico-Legal  Aspects  of 
Closed  Cranio-Cervical  Trauma.  Elec- 
tronystagmographic  Analysis  of  568 
Patients,”  at  the  International  Congress 
on  Head  Injury  in  Goteborg,  Sweden. 
Dr.  Toglia  is  professor  of  neurology  at 
Temple  University  Hospital. 

George  Polgar,  M.D.,  director  of  the 
division  of  respiratory  diseases  at  the 
Children’s  Hospital  of  Philadelphia, 
was  program  coordinator  and  a lecturer 
at  a postgraduate  seminar  on  pediatric 
pulmonary  diseases  held  in  Wilm- 
ington, Delaware,  recently.  He  is  as- 
sociate professor  of  pediatrics  and 
physiology  at  the  University  of  Penn- 
sylvania School  of  Medicine. 


Walter  R.  Kirker,  M.D.,  Harrisburg, 
has  been  named  medical  director  of  the 
Hamilton  Health  Center,  a neigh- 
borhood center  scheduled  to  open  in 
Harrisburg  in  1972.  Dr.  Kirker  is  a 
fellow  in  the  American  College  of  Ob- 
stetrics and  Gynecology  and  an  assist- 
ant clinical  professor  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University. 

Joseph  A.  Zahorchak,  M.D., 
Tarentum,  became  a fellow  of  the 
American  College  of  Surgeons  recently. 
He  is  an  otolaryngologist  practicing  in 
Pittsburgh. 

Rose  Marie  J.  Reber,  M.D.  has  been 
named  chairman  of  the  department  of 
neonatology  at  Albert  Einstein  Medical 
Center’s  division  of  pediatrics.  She  is 
overseeing  the  nursery  and  planning  an 
intensive  care  unit  for  premature  in- 
fants and  sick  babies. 


DR.  REBER  DR.  YUNGINGER 

John  W.  Yunginger,  MJ>.  has  been 
appointed  associate  in  pediatrics  with  a 
subspecialty  of  allergy  at  Geisinger 
Medical  Center,  Danville.  He  had  been 
at  the  Mayo  Clinic,  Rochester,  Minn. 

Charles  C.  Wolferth,  M.D.,  Philadel- 
phia, professor  and  chairman  of  the 
department  of  surgery  at  Hahnemann 
Medical  College  and  Hospital,  was 
visiting  professor  at  the  National  Uni- 
versity School  of  Medicine  in  Paraguay 
last  summer. 

Three  Philadelphians  served  on  the 
rotating  staff  of  HOPE  in  the  West 
Indies  during  1971.  They  are:  Brett  B. 
Gutsche,  M.D.,  and  John  J.  Downes, 
M.D.,  both  anesthesiologists,  and 
Patrick  D.  Moore,  M.D.,  ophthalmolo- 
gist. 

George  L.  Jackson,  M.D.,  head  of 
nuclear  medicine  at  Harrisburg  Hospi- 
tal, coauthored  an  article  "Cerebral 
Hemispheric  Blood  Flow — Clinical 
Correlation”  which  appeared  in  a 
recent  issue  of  International  Journal  of 
Applied  Radiation  and  Isotopes. 


Dwight  C.  Hanna,  M.D.,  Port 
Allegany,  will  go  to  India  in  January  of 
1972  to  spend  at  least  three  months 
near  the  Pakistan  border.  He  will  be  re- 
turning to  the  same  area  where  he 
taught  American  methods  of  plastic 
surgery  several  years  ago.  This  time  he 
releases  a doctor  who  will  spend  equal 
time  in  the  U.S.  studying. 

John  M.  Howard,  M.D.,  Swarth- 
more,  has  been  appointed  chief  of  the 
department  of  surgery  at  Crozer- 
Chester  Medical  Center.  He  is  a 
professor  of  surgery  at  Hahnemann 
Medical  College  and  is  a diplomate  of 
the  American  Board  of  Surgery  and  of 
the  American  Board  of  Thoracic  Sur- 
gery. 

John  A.  Merritt,  Jr.,  M.D.,  chief  of 
York  Hospital’s  division  of  clinical 
hematology,  has  co-authored  a new 
book,  "Diagnostic  Procedures  in 
Hematology,”  which  is  a release  of  the 
Yearbook  Medical  Publishing  Co.  It 
provides  a number  of  new  diagnostic 
procedures  in  addition  to  more  routine 
hematologic  studies. 

Russel  B.  Roth,  M.D.,  Erie,  speaker 
of  the  AMA  House  of  Delegates  was 
the  featured  speaker  at  the  recent  annu- 
al meeting  of  the  Guthrie  Clinic 
Alumni  Association  at  Robert  Packer 
Hospital  in  Sayre. 


The  John  Fitzgerald  Kennedy  Memori- 
al Lectureship  Award  is  presented  by 
Philip  L.  Calcagno,  M.D.,  left, 
chairman  of  the  department  of  pedi- 
atrics, Georgetown  University  School 
of  Medicine,  to  Alfred  M.  Bon- 
giovanni,  M.D.,  professor  and 
chairman  of  the  department  of  pedi- 
atrics at  the  University  of  Pennsyl- 
vania School  of  Medicine  and 
physician-in-chief  at  Childrens’  Hos- 
pital of  Philadelphia. 
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Abram  M.  Hostetter,  M.D.,  Ann- 
ville,  has  been  appointed  professor  of 
psychiatry  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania  State 
University.  He  is  also  a consultant  in 
psychiatry  at  Polyclinic  Hospital,  Har- 
risburg, and  continues  to  serve  as  a 
consulting  psychiatrist  at  the  Lan- 
caster-Lebanon  Intermediate  School 
Unit  and  the  Lebanon  Family  and 
Children’s  Service.  Most  recently.  Dr. 
Hostetter  was  medical  director  of 
Philhaven  Hospital,  Lebanon. 


^ n*  turn  Kmr  w 

DR.  HOSTETTER  DR.  TENAGLIA 


Nicholas  C.  Tenaglia,  M.D.,  Mount 
Airy,  has  been  named  director  of  the 
Child  and  Family  Unit  of  the  Commu- 
nity Mental  Health/Mental  Retardation 
Center  at  Albert  Einstein  Medical 
Center’s  Northern  Division. 

John  H.  Moyer,  M.D.,  has  been 
named  vice-president  for  academic  af- 
fairs of  Hahnemann  Medical  College 
and  Hospital.  He  has  been  professor 
and  chairman  of  Hahnemann’s  depart- 
ment of  medicine  since  1957. 

Alma  L.  Young,  M.D.,  East  Falls, 
and  Albrecht  W.  Schmitt,  M.D.,  Penn 
Valley,  who  are  clinical  associate 
professors  in  the  department  of  ob- 
stetrics and  gynecology  at  Medical 
College  of  Pennsylvania,  have  been 
elected  to  executive  posts  of  the  Ameri- 
can Society  for  Colposcopy  and  Col- 
pomicroscopy. 

A.  James  Morgan,  M.D.,  Philadel- 
phia, has  been  named  acting  director  of 
adult  treatment  services  of  the  Hall- 
Mercer  Community  Mental  Health  and 
Mental  Retardation  Center  of  Pennsyl- 
vania Hospital. 

James  P.  Bond,  M.D.,  Newton 
Square,  has  been  appointed  medical 
director  for  the  Rush  Hospital 
Division,  a rehabilitation  facility  of 
Bryn  Mawr  Hospital.  Dr.  Bond  is  as- 
sistant professor  of  medicine  at  the 
Hospital  of  the  University  of  Pennsyl- 
vania, a diplomate  of  the  American 
Board  of  Internal  Medicine,  and  a 
member  of  his  county  hematological 
. society  and  the  international  bone 
marrow  transplantation  society. 

JANUARY  1972 


John  C.  Sanner,  M.D.,  Scranton,  has 
been  named  chief  of  staff  of  Communi- 
ty Medical  Center.  Other  appointments 
as  directors  of  departments  are:  Drs. 
Eugene  K.  Weiss,  surgery;  Mario  M. 
Fabi,  medicine;  Michael  J.  Aronica, 
physiatry;  Stephen  I.  Rosenthal,  pediat- 
rics; Salvatore  I.  Rosenthal,  general 
practice;  Nestor  G.  DeQuevedo,  ob- 
stetrics and  gynecology;  Edward  M. 
Skovira,  pathology;  Robert  L.  Hickok, 
radiology;  and  Willis  C.  Barnes,  anes- 
thesiology. 

Herbert  J.  Tindall,  M.D.,  Christiana, 
has  been  named  a teaching  coordinate 
in  family  and  community  medicine  at 
Lancaster  General  Hospital.  He  will  as- 
sist Nikitas  J.  Zervanos,  M.D.,  director, 
and  Henry  S.  Wentz,  M.D.,  teaching 
coordinator,  in  training  and  supervising 
interns  and  residents. 

Geisinger  Medical  Center  has 
selected  O.  Fred  Miller,  III,  M.D., 
recently  discharged  from  the  U.S. 
Army,  as  an  associate  in  dermatology. 


DR.  MILLER  DR.  GORDON 


The  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty has  announced  the  appointment  of 
Stanley  L.  Gordon,  M.D.,  Pittsburgh, 
as  assistant  professor  of  surgery. 

A number  of  new  appointments  have 
been  announced  at  Hahnemann  Medi- 
cal College  and  Hospital.  Dean  E. 
Burget,  Jr.,  M.D.  has  been  appointed 
assistant  professor  of  surgery  and 
director  of  the  newly  formed  division  of 
plastic  and  reconstructive  surgery. 
Morton  H.  Richmond,  M.D.,  has  been 
named  associate  professor  of  surgery 
and  director  of  the  division  of 
ophthalmology.  Dominic  A.  De- 
Laurentis,  M.D.  has  been  appointed 
professor  of  surgery  and  associate  chief 
of  general  surgery.  Kenneth  H.  Leese, 
M.D.  is  assistant  professor  of  surgery. 

Ira  W.  Gabrielson,  M.D.  has  been 
appointed  professor  and  chairman  of 
the  department  of  preventive  medicine 
at  the  Medical  College  of  Pennsylvania. 
He  was  formerly  clinical  professor  of 
maternal  and  child  health  in  the  School 


of  Public  Health  at  the  University  of 
California. 

Elmo  Erhard,  M.D.,  Clearfield,  has 
been  elected  president  of  the  Pittsburgh 
Surgical  Society.  He  is  president  of  the 
medical  staff  of  the  Clearfield  Hospital 
and  president  of  the  Clearfield  County 
Medical  Society. 

Alfred  P.  Fishman,  M.D.,  professor 
of  medicine  at  the  University  of  Penn- 
sylvania School  of  Medicine,  delivered 
a lecture  at  the  Scientific  Session  of  the 
American  Heart  Association  at  Ana- 
heim, California,  recently  on  the  sub- 
ject of  pulmonary  edema.  He  reported 
that  current  research  indicates  that  pul- 
monary edema  is  not  just  associated 
with  heart  disease,  but  can  also  be 
related  to  heroin  overdose,  battlefield 
wounds,  and  drastic  altitude  changes. 

Gene  L.  Cary,  M.D.,  has  been  ap- 
pointed assistant  professor  of  psychia- 
try and  chief  of  outpatient  psychiatry  at 
the  Milton  S.  Hershey  Medical  Center 
of  Pennsylvania  State  University.  He 
was  formerly  assistant  professor  of  psy- 
chiatry and  coordinator  of  undergrad- 
uate education  in  psychiatry  at  the 
State  University  of  New  York  and  as- 
sistant psychiatrist  at  the  State  Univer- 
sity Hospital  in  Syracuse,  N.Y. 

Another  addition  to  the  faculty  at  the 
Hershey  Medical  Center  is  Kermit  R. 
Tantum,  M.D.,  who  has  been  made  as- 
sociate professor  of  anesthesiology  and 
will  serve  as  director  of  intensive  respi- 
ratory care  and  inhalation  therapy.  He 
comes  from  the  University  of  Pennsyl- 
vania Hospital  where  he  was  assistant 
professor  at  the  School  of  Medicine  and 
co-director  of  the  hospital’s  respiratory 
intensive  care  unit. 

William  E.  DeMuth,  Jr.,  M.D., 

Carlisle,  also  has  joined  the  Hershey 
Medical  Center  faculty.  He  is  a 
professor  of  surgery  and  will  also  super- 
vise the  operation  of  the  emergency 
care  unit.  He  is  a member  of  the  Ameri- 
can College  of  Surgeons  and  chairman 
of  its  Pennsylvania  Committee  on 
Trauma. 

J.  Donald  Wentzler,  M.D.,  editor  of 

Lycoming  Medicine,  the  Lycoming 
County  Medical  Society  Bulletin,  will 
attend  a three-week  postgraduate 
course  this  winter  at  the  University  of 
Mainz  in  Germany.  Afterwards  he  will 
attend  an  anesthesia  course  at  the  Uni- 
versity of  Vienna.  Austria. 
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special  report 


What  is  an  HMO? 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


The  term  "HMO”  seems  to  throw  a 
particular  fright  into  so  many  indepen- 
dent, privately  practicing  physicians 
that  it  undoubtedly  deserves  all  the 
print  it  currently  receives.  The  term 
came  from  President  Nixon’s  health 
message  to  Congress  last  February  18, 
embodied  in  the  Administration’s 
proposed  health  legislation,  but  similar 
terms  and  concepts  appear  in  almost  all 
other  Congressional  health  care  pro- 
posals. It  is  generally  assumed  that 
some  portions  of  those  proposals  will  be 
enacted  by  election  day  of  1972.  These 
proposals  feed  the  trend  for  more  and 
more  physicians  to  contemplate  trans- 
ferring or  conforming  their  own  prac- 
tices to  groups. 

As  a speaker  on  a recent  Practising 
Law  Institute  seminar  entitled  "Or- 
ganizing Health  Care  Services  in  the 
1 970’s,”  I was  privileged  to  discuss  with 
well-regarded  authorities  various 
aspects  of  forming  group  practices.  Our 
joint  conclusions  were  that,  while 
group  practice  would  not  become  man- 
datory for  years,  if  ever,  the  trend  was 
strong  enough  that  more  attention 
should  be  given  to  the  legal,  financial, 
practical,  and  ethical  aspects  of  the 
changeovers. 

Although  there  are  at  least  ten  dif- 
ferent proposals  for  health  care  legisla- 
tion, we  generally  concluded  that  parts 
of  President  Nixon’s  proposals  were 
most  likely  to  carry  next  year.  Many  of 
the  other  proposals  are  so  broad- 
sweeping that  the  odds  of  their  over- 
coming the  obvious  disagreements 
seem  to  defeat  their  short-term  pros- 
pects. At  the  same  time,  however,  most 
of  us  agreed  that  the  pressures  for  more 
extensive  health  care  changes,  as  fed  by 
Senator  Kennedy,  the  labor  unions,  and 
other  powerful  forces,  would  continue 
to  build  up  to  possible  enactment  over 
the  longer  term.  These  longer  term 
pressures  may  well  quicken  the  pres- 
sures upon  physicians  to  join  or  form 


HMO’s  as  they  are  defined  by  the  Ad- 
ministration. 

Administration’s  Description 

According  to  the  Administration,  an 
HMO  would  be  based  on  the  following 
four  principles:  1.  An  HMO  is  an  or- 
ganized system  to  provide  health  care; 
that  is,  it  would  have  specific,  pre-ex- 
isting arrangements  between  primary 
physicians,  specialists,  hospitals,  la- 
boratories, etc.  to  assure  a patient  of  all 
elements  of  care.  2.  An  HMO  would 
undertake  responsibility  for  the  pa- 
tient’s comprehensive  health  mainte- 
nance and  treatment;  it  would  thus  de- 
velop arrangements  for  all  elements  of 
its  patients’  care  with  a minimum  of 
referral  outside  it.  3.  An  HMO  would 
have  enrolled  groups  of  members  for 
which  it  would  assume  the  health  care 
responsibility.  This  enrollment  process 
might  even  permit  some  degree  of  solic- 
itation, despite  the  usual  ethical  con- 
cern for  soliciting  patients.  4.  An  HMO 
would  be  paid  by  prepayment 
methods — negotiated,  fixed,  periodic 
fees  per  member  or  family  unit,  from 
which  an  economic  incentive  to  reduce 
medical  costs  would  be  placed  more 
squarely  upon  the  HMO. 

The  Administration  proposals  are,  in 
my  view,  unfortunate  in  their  insistence 
that  an  HMO  be  a prepaid  group  prac- 
tice. It  appears  based  on  an  enchant- 
ment with  the  apparent  economies  and 
successes  of  such  programs  as  the 
Kaiser  Plans  (in  California  and  a few 
other  western  areas)  and  the  Health  In- 
surance Plan  of  Greater  New  York. 
The  administrators  of  these  plans,  how- 
ever, quite  frankly  refrain  from  the  en- 
thusiastic conclusions  that  President 
Nixon  and  his  health  experts  attribute 
to  them.  Other  of  the  legislative  propos- 
als, while  much  more  broad  sweeping 

Mr.  Beck  is  president  of  Manage- 
ment Consultants  of  Bala  Cynwyd. 


generally,  would  give  far  greater  latti- 
tude  in  encouraging  group  practices  of 
all  kinds — whether  prepaid  or  fee-  < 
for-service. 

The  Administration  proposal  is  un- 
concerned whether  the  HMO  is  con-  j 
trolled  by  physicians.  Many  developing  » 
local  programs  would  place  health  care  1 
under  control  of  the  consumers,  while 
others  would  place  responsibility  upon 
hospital  administrations.  Such  pro-  ’ 
grams  would  be  acceptable  to  the  HMO 
concept  even  if  they  might  be  contrary 
to  the  physicians’  principle  that  respon- 
sibility for  medical  care  should  be  sole- 
ly upon  physicians. 

To  the  extent  that  state  laws  require 
health  care  organizations  to  be  con- 
trolled solely  by  physicians,  the  Ad- 
ministration  proposals  would  preempt 
the  state  rules  by  invoking  the  federal  ] 
supremacy  clause  of  the  U.S.  Constitu- 
tion. As  a result,  opponents  of  non-  ; 
physician  controlled  HMO’s  could  not  : 
overcome  the  trend  by  resort  to  state  1 
law.  Pennsylvania’s  present  laws  would,  i 
by  the  way,  be  of  the  type  which  the  Ad-  i 
ministration's  proposals  would  sweep  i 
aside. 

Whether  or  not  the  proposed  option  > 
for  non-physician  control  of  medical 
care  organizations  is  desirable,  the 
physician  would  presumably  continue 
to  have  sole  responsibility  for  actual  | 
medical  decisions  regarding  his  patient,  l 
Nevertheless,  if  physicians  consider  it 
important  to  control  the  provider  orga- 
nizations, it  seems  incumbent  upon 
them  to  form  the  organizations  now, 
before  non-professionals  have  created  11 
firmly  entrenched  groups.  H 

What  are  the  Incentives?  ]{ | 

The  Administration  proposes  to  as-  Ij ' 
sist  in  the  development  of  HMO’s  M 
primarily  through  financial  incentives,  •'jj 
In  fiscal  year  1972  (ending  June  30,  :| 
1973)  it  proposes  to  provide  at  least  $45  ) 1 
million  of  planning  and  operating;! 
grants,  anticipating  expenditures  from  fl’ 
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$50,000  to  $500,000  per  HMO.  In  ad- 
dition, the  Administration  bill  would 
provide  $300  million  of  loan  guaran- 
tees for  HMO’s.  Many  experts  predict, 
however,  that  Congress  will  even 
surpass  these  figures  in  enacting  fiscal 
support  for  health  care  organizations. 

Whatever  the  figures,  these  proposals 
recognize  that  the  overriding  obstacle 
to  organizing  a prepaid  plan  has  been 
financial.  A prepaid  group  is  usually 
not  considered  viable  until  it  has  at  least 
10,000  members,  while  the  desired  size 
is  at  least  20,000  members.  Yet  during 
the  period  of  growth  to  such  a patient 
population,  the  organization  must  have 
arrangements  and/or  facilities  for  all 
types  of  primary  and  specialist 
physicians,  hospital  care,  lab  testing, 
etc.,  and  must  undergo  extensive  legal 
and  managerial  expenses. 

If  Federal  “seed  money”  can  help  the 
HMO  overcome  the  original  growth 
period,  the  Administration  seems  to  as- 
sume the  HMO  will  thereafter  be  able 
to  survive  on  its  own  and  contribute  to 
the  desired  improvement  in  health  care 
and  the  desired  reduction  in  health  care 
costs. 

What  About  Organizing  Now? 

Even  without  any  new  legislation, 
the  Department  of  Health,  Education, 
and  Welfare  is  giving  considerable  fi- 
nancial support  to  the  development  of 
HMO’s.  Some  of  this  support  is  coming 
from  HEW’s  National  Center  for 
Health  Services  Research  and  Develop- 
ment (NCHSRD),  headed  by  Dr.  Paul 
Sanazaro.  Included  in  this  division’s  ac- 
tivities is  research  into  various  systems 


of  rendering  medical  care,  for  which  it 
has  had  at  least  $60  million  to  spend 
generally  on  the  subject  of  health  serv- 
ices delivery  systems. 

The  NCHSRD  funds  are  devoted 
primarily  to  grants  and  contracts  upon 
an  applicant’s  proposal.  The  award  will 
in  large  part  depend  on  a showing  that 
the  proposed  delivery  system  provides  a 
reasonable  chance  for  improving  the 
quality  of  medical  care  and  contributes 
to  the  overall  developing  experience  of 
innovation  to  provide  improved  care. 
Area  health  service  facilities  in  the  pat- 
terns which  would  qualify  them  as 
"HMO’s”,  whether  organized  and  con- 
trolled by  physicians  or  by  lay  persons, 
are  certainly  within  NCHSRD’s  sphere 
of  interest  and  thus  may  qualify  for 
some  initial  funding. 

Conclusion 

This  article  has  Just  touched  the  sur- 
face by  describing  the  pressures  for 
HMO’s  and  the  financial  assistance  and 
federal  advice  that  might  be  available. 
The  legal  and  practical  problems  of  ac- 
tually getting  a group  practice  into 
operation  tend,  however,  to  boggle  the 
mind.  Imagine,  for  example,  the  dif- 
ficulty of  negotiating  with  one  or  two 
dozen  physicians  to  give  up  their 
private  practices  in  order  to  join  the 
prepaid  group.  How  will  they  be  com- 
pensated? How  will  their  existing  prac- 
tices be  merged  into  the  group  if  the 
mergers  are  to  be  the  basis  for  creating 
the  group?  What  if  a number  of 
physicians  are  incorporated,  with  dif- 
ferent retirement  plans  and  other 
fringes?  How  will  costly  services  (ex- 
tended care,  specialist  physicians,  etc.) 

I'  new  membe 


be  provided  the  patient-subscribers  in 
the  early  stages  when  the  number  of 
subscribers  is  not  large  enough  to  sup- 
port regular  provisions  for  such  serv- 
ices? 

HEW  also  offers  technical  advice  to 
any  individuals  or  groups  contem- 
plating the  formation  of  an  HMO.  Each 
regional  office  offers  such  help  through 
its  Regional  Health  Director  and  also 
through  an  "HMO  Contract”.  For 
Pennsylvania,  the  Regional  Office  is 
located  at  401  North  Broad  Street, 
Philadelphia,  Pa.  19108.  At  the  last 
writing,  the  Regional  Health  Director 
is  Clifford  H.  Cole,  M.D.  (telephone 
215-597-9191)  and  the  HMO  Contact 
is  Howard  Yager,  M.D.  (telephone  215- 
597-9203).  While  1 retain  some  reserva- 
tions as  to  the  Regional  Offices’  capaci- 
ty to  assist,  anyone  contemplating  an 
HMO  step  would  certainly  be  wise  to 
communicate  with  the  named  individu- 
als. 

Such  problems,  and  the  hundreds  of 
others,  will  require  unusual  planning 
and  expertise  by  advisors  who  will 
probably  themselves  be  “flying  by  the 
seats  of  their  pants.”  Virtually  no  one 
really  has  much  experience  in  these 
areas,  a fact  which  even  the  participants 
on  my  Practising  Law  Institute  panel 
freely  admitted.  Nevertheless,  the  orga- 
nizations are  beginning  to  form,  and  the 
problems  are  beginning  to  be  faced  and, 
hopefully,  solved.  Given  the  developing 
pressures,  physicians  who  wish  to 
launch  an  HMO  should  probably  get 
started  soon  and  recognize  that  they  are 
involved  in  a rather  uncharted  but 
challenging  subject. 
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BLAIR  COUNTY: 

George  J.  Biesinger,  M.D.,  501  Howard  Ave.,  Altoona  16603. 

Harold  R.  Cottle,  M.D.,  25  Sylvan  Dr.,  Hollidaysburg  16648. 

Betty  L.  Cottle,  M.D.,  25  Sylvan  Dr.,  Hollidaysburg  16648. 

BUCKS  COUNTY: 

Walters.  Metzger,  M.D.,  1517  Durham  Rd.,  Penndel  19047. 

Sang  Won  Song,  M.D.,  G-16  Park  Lane  East,  Upper  Darby 
19082. 

Nassar  A.  Farr,  M.D.,  49  Pinewood  Dr.,  Levittown  19054. 

Dominic  A.  Culotta,  M.D.,  275  E.  Street  Rd.,  Feasterville  19047. 

H.  Ryun  Kim,  M.D.,  81  Crabtree  Dr.,  Levittown  19055. 

Ramon  B,  Nadal,  M.D.,  1723  Woodbourne  Rd.,  Suite  1,  Levit- 
town 19057. 

Jay  A.  Wenger,  M.D..  Grand  View  Hospital,  Sellersville  18960. 

Tomas  T.  Te,  M.D.,  283-B  North  West  End  Blvd.,  Quakertown 
18951. 

Eugene  A.  Draganosky,  M.D.,  1801  Meadowbrook  Rd.,  Feaster- 
ville 19047. 

James  G.  Faunce  III,  M.D.,  117  Chestnut  Dr.  N.,  Doylestown 
18901. 


CHESTER  COUNTY: 

Edward  M.  Overfield,  M.D.,  160  Columbia  Ave.,  Phoenixville 
19460. 

Felixberto  R.  Arayata,  M.D.,  300  Strode  Ave.,  Coatesville 
19320. 

LiduvinaC.  Arayata,  M.D.,  1080  Wayne  Ave.,  Coatesville  19320. 

Jorge  A.  Pereira-Ogan,  M.D.,  402  Balderston  Dr.,  Exton  19341. 

George  R.  Wade,  M.D.,  24  State  Rd.,  Paoli  19301. 

DAUPHIN  COUNTY: 

William  A.  Weidner,  M.D.,  Hershey  Medical  Center,  Hershey 
1 7033. 

Richard  M.  Bergland,  M.D.,  Hershey  Medical  Center,  Hershey 
1 7033. 

Paul  D.  Dessauer,  M.D.,  133  Linglestown  Rd.,  Harrisburg 
17110. 

Donald  F.  Post,  M.D.,  4601  Devonshire  Rd.,  Harrisburg  17109. 

Jack  V.  Rozwadowski,  M.D.,  Harrisburg  Hospital,  Harrisburg 
17101. 

Robert  L.  Shindler,  M.D.,  210  Creekwood  Dr.,  Camp  Hill  17011. 

David  W.  Fricke,  M.D.,  3514  Trindle  Rd.,  Camp  Hill  17011. 
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Antenatal  Diagnosis 


In  this  issue  of  PENNSYLVANIA  MEDICINE  the  paper  by 
Schwarz  reviews  the  current  techniques  used  in  the  an- 
tenatal diagnosis  of  congenital  disorders. 

Radiological  and  laboratory  methods  are  described  which 
have  value  in  the  detection  of  a variety  of  disorders 
"amendable  to  antenatal  diagnosis”.  As  usual  with  new  tech- 
niques they  have  their  limitations  and  complications.  Until 
the  safety  and  accuracy  of  these  procedures  is  assured,  their 
clinical  application  will  be  limited.  The  need  for  such  diag- 
nostic procedures  is  obvious.  They  will  permit  early  detec- 
tion of  a congenitally  ill  fetus,  giving  the  family  the  option  for 
therapeutic  abortion.  The  increasing  incidence  of  mongol 
births  in  the  late  childbearing  years  offers  a striking  example 
of  the  need  to  develop  routine  antenatal  diagnostic 
procedures.  A significant  reduction  in  mongol  births  will 
prevent  many  families  from  suffering  the  hardship  and  heart- 
ache of  caring  for  such  children. 

In  a day  when  the  cost  of  medical  care  has  become  a 
source  of  concern  to  all  segments  of  society,  these 
procedures  also  offer  some  hope  in  helping  to  reduce  the  fi- 
nancial burden  of  medical  care  costs. 

Schwarz  quotes  an  estimated  cost  of  $60,000  from  birth 
to  death  for  the  care  of  a mongol  child.  In  Philadelphia 
alone  if  all  women  past  35  had  been  screened,  22  cases  of 
Downs  syndrome  would  have  been  diagnosed,  resulting  in  a 
savings  to  the  community  of  $1,320,000  had  the  parents 
chosen  to  have  the  pregnancy  interrupted. 

When  the  safety  and  accuracy  of  these  diagnostic  studies 
are  established  and  they  become  generally  available  to  the 
public,  a significant  contribution  to  individual  families  and 
society  in  general  will  have  been  made. 

David  A.  Smith.  M.D. 

Medical  Editor 

Guest  editorial 

Poison  Prevention 

The  prevention  of  accidental  poisoning  in  childhood 
presents  itself  as  a challenge  to  physicians  engaged  in  the 
care  of  children.  Many  avenues  of  approach  to  the  most 
susceptible  children,  the  age  group,  two  to  five,  have  been 
used.  No  single  medium  or  even  combination  of  media  has 
seemed  highly  effective  in  reaching  the  particularly  suscep- 
tible families  in  which  poisonings  are  more  prone  to  occur. 
And  so  it  has  seemed  another  approach  such  as  the  consid- 
eration of  the  factors  involved  in  the  causation  of  poisoning 
has  to  be  looked  into  before  we  can  achieve  more  effective 
results  in  prevention. 

The  longer  a physician  is  interested  and  engaged  in  this 
project,  the  more  it  is  evident  that  the  cause  of  childhood 
poisoning  involves  not  one,  but  several  factors.  Five  of 
these  factors  are  presented  below. 

Availability  — A great  deal  of  attention  has  been  given 


to  the  importance  of  keeping  poisons  out  of  the  reach  of 
children.  Most  of  the  publicity  that  appears  annually  is  cen- 
tered around  this  aspect  of  poison  prevention.  It  is  indeed 
important  to  point  out  the  danger  spots  in  each  room  of  the 
house  and  the  potentially  poisonous  items  that  may  be 
found  there.  And  yet,  in  many  situations  where  availability 
was  the  important  factor,  parental  attitude  or  frame  of  mind 
rather  than  lack  of  knowledge  seemed  to  be  the  basic  cause. 

Discipline  — Consistent  instruction  as  to  what  is  danger- 
ous is  an  important  part  of  accident  and  poison  prevention. 
Here  consistency  would  seem  more  important  than  method 
or  type  of  discipline  so  that  the  child  can  learn  to  read  his 
parents’  signals  as  to  what  is  acceptable  and  what  is  taboo. 

Example  — What  a parent  does  often  speaks  as  loud  as 
what  he  says.  When  a mother  uses  her  mouth  as  a tempo- 
rary storage  place  for  diaper  pins,  the  child  can  only  assume 
that  this  is  an  acceptable  practice  for  him.  Cigarette  smok- 
ing presents  another  instance. 

Symbolism  — Early  in  his  life  the  child  learns  to  as- 
sociate the  shapes  of  objects  with  their  purposes.  Hazards 
result  when  familiar  shapes  or  objects  are  used  for  different  J 
purposes.  The  ginger  ale  bottle  means  refreshment  to  the  j 
child,  but  becomes  a potential  danger  when  it  is  used  to 
store  turpentine.  The  pill  shape,  signifying  medicine  is  also 
used  as  candy  and  often  is  emphasized  as  such  in  order  to 
get  the  child  to  take  medicine. 

Deprivation — Recently  attention  has  been  drawn  to  the 
probable  relationship  of  deprivation  in  the  incidence  of 
childhood  poisoning.  Children  crave  attention  and  when 
they  do  not  receive  it  spontaneously  and  unsolicited  from 
their  parents  in  loving  affection,  they  learn  to  obtain  it 
quicker  by  negative  behavior.  A young  child  left  at  loose 
ends,  insecure  in  his  feelings  toward  his  parents,  is  a poten- 
tial poisoning  candidate.  Deliberate  effort  on  the  part  of  the 
mother  to  bestow  attention  and  affection  on  the  child  at 
times  when  he  is  not  soliciting  it  may  go  far  in  giving  a j 
child  a sense  of  inner  security.  f 

In  the  above  brief  discussion  of  factors  no  attempt  has 
been  made  to  treat  any  one  completely.  Rather  it  is  hoped  * 
that  the  presentation  will  serve  to  stimulate  further  consid- 
eration of  the  factors  mentioned  and  of  additional  causes  ■ 
equally  as  important  but  not  as  apparent  to  this  writer,  j 
Once  these  factors  are  recognized,  then  physicians  and  j 
allied  health  workers  can  use  this  knowledge  effectively  J 
through  the  present  channels  and  media  to  achieve  a more  * 
impressive  result  in  poison  prevention. 

Howard  E.  Thomas,  Jr.,  M.D. 

Telford,  Pa. 

Dr.  Thomas  is  chief  of  pediatrics  and  director  of  the 
poison  treatment  center  at  Grand  View  Hospital,  Sellers- 
ville.  He  is  a consultant  in  pediatrics  at  North  Penn  Hos-  1 = 
pital,  Lansdale,  and  an  associate  attending  physician  at 
St.  Christopher’s  Hospital  for  Children,  Philadelphia.  He 
is  a fellow  of  the  American  Academy  of  Pediatrics.  | 
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Will  You  Swim  or  Build  Bridges? 


What  is  your  opinion  of  your  medical  organizations? 
Now,  after  you  have  quickly  expressed  your  thoughts,  stop 
and  ask  yourself  a few  questions. 

What  have  you  done  lately  for  the  profession  as  a whole, 
not  including  your  own  practice? 

To  whom  should  the  responsibility  be  given  to  develop 
and  arbitrate  medical  ethics?  Who  should  perform  utiliza- 
tion review  and  peer  review? 

Would  you  go  to  Harrisburg  or  Washington  and  tell  the 
legislators  how  to  react  to  the  pressures  put  on  them  to 
legislate  against  what  you  feel  is  the  best  way  to  practice 
medicine? 

These  questions  are  not  asked  facetiously.  This  is  an  ap- 
peal to  each  of  you  to  make  a decision  whether  to  go  it 
alone  or  support  your  medical  organizations  by  assuming  a 
significant  role  in  supporting  and  directing  their  activities. 

If  you  feel  the  societies  do  not  represent  your  thinking, 
don’t  stay  away  and  grumble.  Instead,  join  your  colleagues. 
Your  enthusiastic  participation  will  oil  the  gears  of  progres- 
sive accomplishment  for  the  entire  medical  profession. 

Tunnel  vision  is  a term  being  used  today  by  many  speakers 
and  writers. 

The  Wall  Street  Journal  has  said,  "Tunnel  vision 
prevents  you  from  seeing  beyond  the  special  problems  of 
your  practice.  It  results  in  a narrow,  one-sided,  inflexible 
view.” 

A well-known  physician  describes  tunnel  vision  as  "A 
threat  to  the  survival  of  a solid,  effective  professional  front 
as  some  members  defect  because  they  disagree  with  policies 
or  dues;  softness  toward  an  action  or  hardness  toward 
another.” 

Let’s  take  a look  at  what’s  happening  in  our  legislative 
halls. 

Health  is  an  occupational  concern  for  physicians.  How- 
ever. when  the  political  crusader  makes  it  a political  issue  to 
promote  his  own  candidacy,  then  doctors  must  become  po- 
litically involved.  Regardless  of  party  affiliation,  look  at 
candidates’  records  and  platforms  and  support  those  who 
will  represent  you. 

Do  you  believe  in  good  medicine  for  everyone,  practiced 
by  physicians  who  work  in  a free  enterprise  system  where 
I the  right  of  choice  for  doctors  and  patients  alike  is  avail- 
able? Discussion  of  how  medicine  should  be  practiced  in  the 
future  should  not  cause  physicians  to  blame  medical  organi- 
zations for  Joining  debate  to  present  the  profession’s  posi- 
j tion  regarding  health  care  and  its  delivery, 
j Fragmentation  of  our  organizations  makes  us  easy 
I victims  for  those  who  want  to  control  the  medical  profes- 
sion despite  their  lack  of  medical  knowledge,  experience,  or 
j degree.  By  developing  an  unprecedented  range  of  splinter 
groups  and  warring  factions,  we  are  lambs  before  the 
slaughter. 

Becoming  active  and  vocal  and  participating  in  decision- 
j making  from  within  is  the  course  to  follow.  Splinter  groups 
; don't  succeed. 

^ Progress  is  made  through  negotiation  and  compromise 
I until  the  decisions  are  acceptable  to  the  majority.  The  minor- 
j ity  doesn’t  threaten  to  resign  because  it  loses  on  one  issue. 


Next  time  the  minority  may  be  on  the  majority  side  and  ex- 
pect the  others  to  respect  the  decision.  In  this  manner  our  or- 
ganizations will  move  ahead  in  a way  that  would  please  most 
physicians  most  of  the  time.  As  one  member  recently  put  it, 
“The  way  everyone  seems  to  be  ganging  up  on  doctors;  it  cer- 
tainly behooves  us  to  work  together  in  harmony  as  we  never 
did  before.” 

Let’s  all  build  bridges,  not  swim  alone. 

Sherwood  C.  Young,  Executive  Director 
Berks  County  Medical  Society 

'Let  George  say  it’ 

The  O’Toole  Award 

The  annual  O’Toole  Award  has  gone  unclaimed  again  for 
the  ninth  successive  year.  Growing  with  accumulated  inter- 
est, the  prize  now  offers  determined  applicants  the  very 
appreciable  sum  of  $ 1 7.95  annually  for  life. 

In  1962  wealthy  pioneer  feminist  Carmelita  O’Toole  left 
a bequest  of  over  $700  to  the  Anti-Cigarette  League.  The 
income  from  this  money  was  to  be  awarded  in  perpetuity  to 
the  first  physician  who  was  successful  in  getting  his  wife  to 
stop  smoking  cigarettes. 

It  was  widely  predicted  that  the  award  would  be 
presented  almost  immediately  but  this  has  not  proven  to  be 
the  case.  C.  Sylvester  Walmsley,  Esq.,  trustee  of  the 
bequest,  says  he  is  becoming  thoroughly  disgusted  with  the 
whole  affair.  He  feels  that  it  is  highly  unlikely  that  an  eligi- 
ble recipient  will  ever  be  found. 

In  1962,  the  very  first  year,  arrangements  were  almost 
complete  to  present  the  prize  to  Reginald  Teabiscuit,  M.D. 
Unfortunately,  shortly  before  the  ceremony,  representatives 
of  the  police  pointed  out  to  Mr.  Walmsley  that  Dr.  Teabis- 
cuit’s  method,  though  most  effective,  could  scarcely  be  rec- 
ommended. Mrs.  Teabiscuit’s  headless  body  had  been  dug 
up  from  under  the  cellar  floor. 

In  1964  two  candidates  appeared  to  have  an  almost  equal 
opportunity  to  win,  but  Miss  Shirley  Grutz  was  disqualified 
when  it  was  discovered  that  her  habit  had  not  been  con- 
cerned with  tobacco  at  all.  She  has  been  smoking  about  60 
corn  silk  cigarettes  which  she  very  efficiently  rolled  herself 
every  day  for  the  past  ten  years.  Dr.  Carl  Zeveltnik  also  lost 
his  eligibility  when  his  wife  admitted  that  she  had  stopped 
chain  smoking  cigarettes  only  by  the  expedient  of  chain 
smoking  corona-corona  Havana  cigars  at  a cost  to  Dr. 
Zeveltnik  of  about  $30  a day.  Later  on  the  Doctor  was  able 
to  convince  his  wife,  in  the  interest  of  economy,  to  resume 
her  cigarette  habit. 

Doctors  nationwide  have  been  turning  their  backs  on  the 
ubiquitous  cigarette.  Many  doctors  have  been  reasonably 
successful  in  getting  their  patients  to  reduce  and  give  up 
smoking.  Despite  Mr.  Walmsiey’s  pessimistic  outlook  it  ap- 
pears to  this  observer  that  it  is  only  a matter  of  time  before 
some  devoted  physician  finds  a way  to  convince  his  wife  to 
kick  the  habit.  Anyone  who  knows  where  this  has  been  suc- 
cessfully accomplished  should  contact  the  trustees  at  once. 

George  Rowland,  M.D. 

Millville 
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Society  lists  AMA,  PMS 

The  PMS  Benefits  designated  below  as  ' all''  include  par- 
ticipation in  or  eligibility  for: 

Appointment  to  commissions,  committees  and  councils; 

election  to  office;  the  right  to  vote 
Group  insurance  programs 

PMS  Professional  Liability  Insurance  Program 
Disability  Income  Plan 
Exceptional  Risk  Disability  Income  Plan 
Executive  Major  Medical  Coverage 
Excess  Major  Medical  Coverage 
Business  Overhead  Expense  Plan 
Accidental  Death  and  Dismemberment  Plan 
Individual  Life  Insurance  Program 
Medical  Benevolence  Fund 
Educational  Fund 

Pennsylvania  Medical  Continuing  Education 
Institute 

Pennsylvania  Medical  Care  Foundation 
Legal  opinions  on  medico-legal  questions 
Counsel  on  questions  of  medical  ethics 
Peer  review  on  request  in  disputes 
involving  third  parties 
Input  on  legislative  matters  through 
an  effective  lobby 
Pennsylvania  Medicine 
Physician  Placement  Service 
PaMPAC 

Speech  writing  service 

Public  Relations  Counsel 

Free  Health  Education  pamphlets 

There  are  other  programs  and  services  in  addition  to 
those  listed. 

MEMBERSHIP  CLASSIFICATIONS 
FOR 

PMS  AND  AMA  DUES  PURPOSES 

ACTIVE  MEMBER  - Any  physician  who  is  fully  licensed 
to  practice  medicine  and  surgery  in  the  Common- 
wealth of  Pennsylvania  and  is  a member  of  a compo- 


nent  society. 

Dues: 

PMS 

- $100.00 

AMA 

- $110.00  (AMA  dues  may  be  ex- 
cused (1)  by  reason  of  financial 
hardship  or  illness,  or  (2)  if 
member  is  retired  from  active 
practice.) 

Benefits: 

PMS 

- All 

AMA 

- All  except  publications  for 
AMA  dues  exempt  under  (!)  or 
(2)  are  available  only  by 
subscription  at  reduced  rates. 

MILITARY 

- (ACTIVE  MEMBER)  - Any  Active 

Member  serving  leinporarily  in  the  Armed  Forces. 
(Must  be  in  Armed  Forces  prior  to  March  1 ). 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (I) 
and  (2)  above. 

DISABILITY  - (ACTIVE  MEMBER)  - Any  Active 
Member  who  is  prevented  from  the  practice  of  medi- 
cine by  reason  of  illness  or  disability. 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All 

AMA  - Same  as  AMA  dues  exempt  (1) 
and  (2)  above. 

INTERN  and  RESIDENT  - Any  Member  serving  a hospi- 


membership  dues,  benefits 

tal  internship,  residency,  or  other  recognized  full-time 
postgraduate  training. 

Dues:  PMS  - $10.00  (10%  of  regular  assess- 

ment) 

AMA  - $20.00 

Benefits:  PMS  - All 

AMA  - All 

SENIOR  ACTIVE  MEMBER  - Any  member  at  least  65 
years  of  age  on  January  1 with  at  least  30  years  contin- 
uous membership  (membership  in  other  states  or  AMA 


may  be  included). 

Dues: 

PMS  - 

$50.00  (50%  of  regular  assess- 
ment) 

AMA  - 

$1  10.00  (AMA  dues  may  be  ex- 
cused (1)  by  reason  of  financial 
hardship  or  illness,  or  (2)  if 
member  is  retired  from  active 
practice  or  (3)  over  age  70). 

Benefits: 

PMS  - 

All 

AMA  - 

Same  as  Active  Member  except 
publications  for  AMA  dues  ex- 
empt under  (1).  (2)  or  (3)  are 
available  only  by  subscription  at 
a reduced  rate. 

AFFILIATE  MEMBER  - Any  member  of  a component  so- 
ciety who  belongs  to  one  of  the  following  classes: 

(a)  members  of  national  medical  societies  of  foreign 
countries 

(b)  American  physicians  whether  or  not  licensed  to 
practice  medicine  and  surgery  in  Pennsylvania 
engaged  in  missionary  or  philanthropic  labors 

(c)  persons  who  are  eligible  to  be  Service  Members 
of  the  AMA  (career  military  or  other  Govern- 
ment employees) 

(d)  full-time  teachers  of  medicine  or  of  the  arts  and 
sciences  allied  to  medicine  who  are  not  holders  of 
an  unrestricted  license  to  practice  medicine  and 
surgery  in  the  Commonwealth  of  Pennsylvania 

(e)  physicians  not  fully  licensed  to  practice  medicine 
in  Pennsylvania  who  are  engaged  in  Pennsyl- 
vania in  research,  public  health  or  administrative 
medicine 

(f)  physicians,  whether  or  not  fully  licensed  to  prac- 
tice medicine  in  Pennsylvania,  who  are  retired 
from  active  practice 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - cannot  vote  or  hold  any  office. 

serve  as  a delegate,  member  of  a 
commission.  committee.  or 
council,  and  is  not  entitled  to 
benefits  of  Medical  Benevolence 
Fund  or  Educational  Fund 
AMA  - Same  as  Associate  Member 

ASSOCIATE  MEMBER  - Any  Active  or  Senior  Active 
Member  who  is  at  least  70  years  of  age  and  who  has  at 
least  30  years  continuous  membership  (membership  in 
other  states  or  AMA  may  be  included). 

Dues:  PMS  and  AMA  - Dues-exempt 

Benefits:  PMS  - All — except  cannot  vote,  hold 
any  office,  serve  as  delegate, 
member  of  commission,  com- 
mittee, or  council. 

AMA  - May  not  vote  or  hold  office  and 
will  not  receive  scientific  publi- 
cations except  by  direct  sub- 
scription. 
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Questions  home  core  position 

David  S.  Masiand,  M.D.,  Chairman 
Pennsylvania  Medical  Society  Board  of  Trustees 

The  Special  Report  on  Home  Care  Programs  in  the 
November  issue  of  Pennsylvania  Medicine  requires,  in  my 
opinion,  some  clarification. 

The  need  for  para-professional  help  in  the  homes  of  fami- 
lies or  individuals  beset  by  illness  is  growing  daily  and  we 
must  be  careful  not  to  confuse  or  overwhelm  the  patient  by 
a corps  of  workers  who  are  permitted  or  able  to  do  one 
thing  in  the  home  but  not  another.  Life  can  become  pain- 
fully fragmented  and  this  type  of  fragmentation  can  destroy 
the  very  goal  we  hope  to  achieve — comprehensive  care  of 
patients  in  their  own  homes. 

Your  article  draws  clear  lines  between  the  Homemaker 
and  the  Home-Health  Aide — separating  two  functions 
which  can  be  and  are  ably  performed  by  one  person — the 
Homemaker-Home  Health  Aide. 

The  National  Council  for  Homemaker-Home  Health 
Aide  Services,  Inc.  states  clearly  that  the  term 
"Homemaker-Home  Health  Aide”  is  generic,  denoting  a 
worker  whose  function  it  is  to  maintain  and  safeguard  fami- 
ly life  in  a home  disrupted  by  illness  or  crises”.  The  council 
further  states,  "The  problems  faced  by  most  families 
needing  homemaker  service  cannot  be  easily  classified  as  ei- 
ther health  or  social;  they  call  for  some  knowledge  of  both 
fields.  The  homemaker-home  health  aide  augments  and  ex- 
tends the  broad  range  of  services  of  a social  agency  and/or 
the  medical  services  of  a health  agency  by  assisting  a family 
with  children  during  a period  of  stress,  or  by  helping  with 
the  care  of  an  aged,  convalescent,  chronically  ill  or  han- 
dicapped person.  Experience  has  demonstrated  that  it  is  un- 
necessary and  impractical  to  have  special  services  within 
homemaker-home  health  aide  service — i.e.,  a group  health- 
oriented  and  another  group  social-oriented.  Families  and 
individuals  need,  not  different  kinds  of  homemaker-home 
health  aide  services,  but  different  aspects  of  the  same  serv- 
ice.” 

In  many  agencies  such  as  the  Montgomery  County 
Homemaker-Home  Health  Aide  Service,  Inc.,  registered 
I nurses  are  employed  as  the  field  supervisors  of  the 
Homemaker-Home  Health  Aides  and  work  cooperatively 
, with  the  Visiting  Nurse  Associations  to  assure  a holistic 
approach  in  carrying  out  the  physicians  plan  of  care.  The 
enclosed  form  letter  is  sent  to  the  family  physician  as  part  of 
this  plan. 

The  Homemaker-Home  Health  Aide  works  in  the  pa- 
tient’s home,  administering  both  personal  care  and  other 
homemaker  tasks,  resulting  in  a greater  potential  for  conti- 
nuity, stability  and  acceptance  in  their  relationship.  Patient 
care  is  safer  and  potentially  more  therapeutic  when  the 
helping  person  knows  the  patient’s  total  needs  and  is  trained 
to  respond  appropriately. 

At  a time  when  funds  are  increasingly  difficult  to  obtain 
: and  quality  personnel  for  home  services  are  limited,  we 
must  carefully  ask  ourselves,  "What  good  does  it  do  if  the 


patient  is  antiseptically  clean  but  starves  because  there  are 
no  funds  for  a Homemaker  to  shop  and  cook  for  him?  Or, 
in  other  instances,  how  do  we  explain  to  our  elderly  why 
two  people  were  sent  to  him,  one  to  shop,  cook  and  clean 
and  one  to  give  a bath?” 

These  needs  are  interrelated  and  great  care  must  be  taken 
to  avoid  costly  confusion.  In  the  interest  of  improved  avail- 
ability of  home  services,  I hope  this  letter  will  be  published 
at  the  earliest  possible  date. 

Thank  you  for  your  attention. 

M.  Louise  Gloeckner,  M.D. 
Conshohocken 

meetings 

FEBRUARY 

American  Academy  of  Orthopaedic  Surgeons,  Jan.  29-Feb. 
3,  Sheraton  Park  Hotel,  Washington,  D.C.  Contact: 
Charles  V.  Heck,  M.D.,  430  N.  Michigan  Ave.,  Chicago, 
111.  60611. 

Annual  Clinical  Conference  of  the  Wills  Eye  Hospital,  Feb. 
3-5,  Bellevue  Stratford  Hotel,  Philadelphia.  Contact:  Dr. 
Robert  D.  Mulberger,  chairman,  Annual  Clinical  Confer- 
ence Committee,  Wills  Eye  Hospital,  1601  Spring 
Garden  St.,  Philadelphia  19130. 

Annual  Meeting  of  the  American  Academy  of  Occupational 
Medicine,  Feb.  9-11,  Pittsburgh  Hilton,  Pittsburgh.  Con- 
tact: Miles  O.  Colwell,  M.D.,  Vice  President,  Health  and 
Environment,  Aluminum  Company  of  America,  1501 
Alcoa  Bldg.,  Pittsburgh,  Pa.  15219. 

APRIL 

Annual  Convention  of  the  Pennsylvania  Academy  of  Fami- 
ly Physicians  (PAFP),  April  16-23,  1972.  El 

Conquisador  Hotel  and  Club,  Puerto  Rico.  Optional  ac- 
tivities for  wives.  Contact:  PAFP  Headquarters,  5600 
Derry  St.,  Harrisburg,  Pa.  17111. 

International  Medical-Legal  Seminar  (Sponsored  by  Pitts- 
burgh Institute  of  Legal  Medicine).  April  21-May  5, 
Rome,  Italy,  and  Vienna,  Austria.  Contact:  Cyril  H. 
Wecht,  M.D.,  Director  Pittsburgh  Institute  of  Legal 
Medicine,  1417  Frick  Bldg.,  Pittsburgh  15219. 


WOW!  Some  guys  get  all  the  breaks. 


JANUARY  1972 
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obituaries 

O Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O Vincent  A.  Andriole,  Scranton; 
Jefferson  Medical  College,  1925;  age 
70;  died  October  4,  1971.  He  was  a 
diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a founding 
fellow  of  the  American  College  of  Ob- 
stetrics and  Gynecology,  and  a fellow 
of  the  American  Board  of  Obstetrics 
and  Gynecology,  the  American  College 
of  Surgeons,  and  the  International 
College  of  Surgeons.  He  is  survived  by 
his  wife,  a daughter,  three  sons,  two 
sisters,  and  a brother. 

O John  A.  Bolich,  Milton;  Jefferson 
Medical  College,  1929;  age  68;  died 
October  23,  1971.  He  is  survived  by 
his  wife,  a daughter,  a son,  and  a 
brother. 

O Elwood  B.  Force,  Philadelphia; 
Jefferson  Medical  College,  1935;  age 
60;  died  October  8,  1971.  He  is  sur- 
vived by  his  wife  and  a son. 

O Warren  S.  Hoenstine,  Wyn- 
newood;  Hahnemann  Medical  College, 
1930;  age  76;  died  October  16,  1971. 
He  is  survived  by  his  wife  and  a 
daughter. 

O John  A.  Huth,  Natrona;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1909;  age  82;  died  September  15, 
1971.  He  practiced  medicine  and  sur- 
gery in  Natrona  for  62  years.  Sur- 
vivors include  his  wife  and  three 
daughters. 

O Edwin  P.  Kitchin,  Philadelphia; 
Hahnemann  Medical  College,  1913; 
age  82;  died  October  3,  1971.  No  sur- 
vivors are  listed. 

O Edward  B.  Marenus,  Philadel- 
phia; Jefferson  Medical  College,  1938; 
age  58;  died  September  29,  1971.  He  is 
survived  by  his  wife,  one  son  and  one 
sister. 

O William  F.  Matthews,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1927;  age  68;  died  October 
7,  1971.  He  had  been  a physician  in 
Sharpsburg  for  40  years.  He  is  sur- 
vived by  a son  and  a sister. 

O William  L.  Estes,  Jr.,  Bethlehem; 
Johns  Hopkins  University  School  of 
Medicine,  1909;  age  86;  died  June  15, 
1971 . Dr.  Estes  was  chief  of  surgery  at 
St.  Luke’s  Hospital  in  Bethlehem  from 
1930-1950  and  was  a past  president  of 
the  Pennsylvania  Medical  Society.  He 
is  survived  by  a brother  and  two 
sisters. 


O Edward  W.  Jew,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1922;  age  75;  died  September  7, 
1971.  He  was  a fellow  of  the  American 
College  of  Surgeons  and  the  Interna- 
tional College  of  Surgeons.  His  wife 
and  two  sons  survive  him. 

O Homer  W.  May,  Bedford;  Univer- 
sity of  Maryland  Medical  School,  1949; 
age  51;  died  September  11,  1971.  He 
was  senior  staff  member,  chief  of  medi- 
cal services,  and  president  of  the  staff 
for  1971  at  the  Bedford  County  Memo- 
rial Hospital.  He  is  survived  by  his  wife, 
a son,  a daughter,  and  two  sisters. 

O A.  Eaton  Roberts,  Malvern;  Hah- 
nemann Medical  College,  1941 ; age  55; 
died  September  6,  1971.  He  was  a past 
president  of  the  Chester  County  Medi- 
cal Association  and  president  of  the 
Chester  County  Academy  of  General 
Practice.  Dr.  Roberts  was  also  a fellow 
of  the  American  College  of  Cardiology. 
He  is  survived  by  his  wife  and  three 
daughters. 

O S.  Brandt  Rose,  Bala-Cynwyd; 
McGill  Medical  College.  Montreal, 
Canada,  1925;  age  70;  died  August  23, 
1971.  He  was  medical  director  of 
microbiology  at  Philadelphia  General 
Hospital.  He  is  survived  by  two  sons,  a 
sister,  and  a brother. 

O Truman  G.  Schnabel.  Wyn- 
newood;  University  of  Pennsylvania 
School  of  Medicine,  1911;  age  85;  died 
August  27,  1971.  He  was  a professor 
emeritus  of  medicine  at  the  University 
of  Pennsylvania  Medical  School,  and  a 
past  director  of  the  outpatient  depart- 
ment at  University  of  Pennsylvania 
Hospital.  He  was  a fellow  of  the 
Philadelphia  and  American  Colleges  of 
Physicians,  and  a past  chairman  of  the 
American  Board  of  Internal  Medicine. 
He  was  also  a member  of  the  American 
Gastroenterological  and  the  American 
Clinical  Associations.  He  is  survived  by 
a daughter  and  a son. 

O Samuel  G.  Shepherd.  Philadel- 
phia; Medico-Chirurgical  College, 

1 903 ; age  9 1 ; died  September  10,  1971. 
He  was  physician  emeritus  at  the  Pres- 
byterian-University  of  Pennsylvania 
Medical  Center,  a fellow  of  the  Ameri- 
can College  of  Physicians,  the  Ameri- 
can College  of  Cardiology,  and  the 
Philadelphia  College  of  Physicians.  He 
is  survived  by  his  wife. 


O David  F.  Sennett,  Uniontown; 
Georgetown  University  School  of 
Medicine,  1936;  age  60;  October  24, 
1971.  He  is  survived  by  a son  and  a 
daughter. 

O William  H.  Smale,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1943;  age  54;  died  August  1, 
1971.  He  is  survived  by  his  wife,  a 
daughter  and  a son. 

O William  W.  Wightman,  Pitts- 
burgh; University  of  Pittsburgh  School 
of  Medicine,  1 928;  age  67;  died  June  7, 
1971.  He  was  a fellow  in  the  American 
College  of  Surgeons,  the  American 
Urology  Association,  and  the  Interna- 
tiona! Fertility  Association.  He  is  sur- 
vived by  his  wife. 

O Robert  B.  Zerbe,  Allentown;  Hah- 
nemann Medical  College,  1 940;  age  56; 
died  September  1 , 1971.  He  is  survived 
by  his  wife  and  two  daughters. 

O David  Zipin,  Philadelphia;  Jef- 
ferson Medical  College,  1930;  age  65; 
died  September  16,  1971.  He  is  sur- 
vived by  his  wife  and  two  sons,  one  of 
whom  is  Earl  F.  Zipin,  M.D. 

John  W.  Cain,  M unhall;  George- 
town University  School  of  Medicine, 
1928;  age  68;  died  June  6,  1971.  No 
survivors  are  listed. 

Abram  Halprin,  Philadelphia;  Uni- 
versity of  Pennsylvania  Medical 
School;  age  85;  died  September  6, 
1971.  He  is  survived  by  a sister. 

Albert  R.  Hunt.  Devon;  Johns 
Hopkins  University  Medical  School, 

1 938;  age  58;  died  August  23,  1971.  He 
was  associate  professor  of  pediatrics  at 
the  University  of  Pennsylvania  Medical 
School  for  about  fifteen  years.  Dr.  Hunt 
is  survived  by  his  wife,  a daughter,  and 
three  sons. 

Francis  X.  Sweeney,  Marlboro,  New 
Jersey;  Temple  University  School  of 
Medicine,  1939;  age  63;  died  Sep- 
tember 7,  1971.  He  was  director  of 
physical  medicine  and  rehabilitation  at 
Marlboro  Psychiatric  Institute.  He  is 
survived  by  his  wife,  a daughter,  four 
sisters,  and  four  brothers. 

Keith  A.  Roberts,  Drexel  Hill;  Jef- 
ferson Medical  College,  1963;  age  33; 
died  August  8,  1971.  He  was  chief  of 
neurology  at  Methodist  Hospital  in 
Philadelphia.  He  is  survived  by  his 
wife,  a daughter,  a son,  his  mother,  and 
a brother. 
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OW! 

PRICE  CUT 


50% 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


\^isapen^ 

WASSIUM^ETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


BRISTOL 


ervice 


of  distinction 
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EASTERN  PENNSYLVANIA  OFFICEs 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-837-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone;  412-531-4226 


The  treatment  of 


\ due  to  androgeitfc  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
<100  patients — Double  Blind  Studyl, 
T.  Jakobovits 

Fertiiity  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTEHCT 
Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Ext. (Va  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  lOOQ. 


AndPQid-M 

EXTRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.(1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 
Each  while  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Ext. (1/4  gr.)  ...ISmg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B>12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Doubie-Blind  Study  and  Type  of  Patient: 
100  patients  suffering  from  impotence.  0 
the  patients  receiving  the  active  medicatior 
(Android)  a favourable  response  was  seer 
in  78%.  This  compares  with  40%  or 
placebo.  Although  psychotherapy  is  indi 
cated  in  patients  suffering  from  functiona 
impotence  the  concomitant  role  of  chemo 
therapy  (Android)  cannot  be  disputed. 


CantraiRdications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canalicuii  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

learnings:  large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Frecautsens:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prioi 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patient: 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinuec 
as  soon  as  hypercalcemia  is  detected. 

Refereneea:  1.  Monlesano,  P.,  and  Evangalitla,  I.  Methyltestosterone-thyroid  treatment  of  seku 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteron 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titelf,  A.  S.  Methyltestosterone-thyroid  in  treating  impotent 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Dradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  S.  K.,  and  Gailagher,  T.  '' 
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The  ready  invasion  of  the 
sacrosanct  environment  of  the 
fetus  for  diagnosis  is  a development  of 
the  past  two  decades.  One  of  the  most 
exciting  areas  in  this  practice  of  fetal 
medicine  is  the  antenatal  diagnosis  of 
congenital  disease.  A rapidly  ex- 
panding number  of  congenital  dis- 
orders is  amenable  to  the  techniques  of 
antenatal  diagnosis  offering  the  sus- 
pect mother  either  reassurance  or  the 
option  of  pregnancy  termination.  In 
fact,  as  the  methods  are  refined  and 
evaluated  it  is  not  unrealistic  to  think 


that  routine  pregnancy  screening  will 
be  made  available  to  those  who  so 
desire. 

Methods 

Although  the  majority  of  antenatal 
diagnoses  are  made  by  the  analysis  of 
amniotic  fluid,  other  techniques  are 
available  now,  and  others  will  surely 
develop.  The  following  techniques  are 
applicable; 

1 )  Amniography — This  approach 
involves  the  instillation  of  a water- 
soluble,  radio-opaque  material  into  the 


amniotic  fluid.  The  opacification  of  the 
fluid  provides  a better  outline  for  such 
bony  malformations  as  anencephaly 
and  soft  tissue  anomalies  such  as 
meningomyelocele.  Caution  must  be 
exercised  in  the  amount  of  contrast  ma- 
terial used,  since  excessive  amounts  of 
the  hypertonic  material  might  bring 
about  increased  uterine  contractibility. 
Work  is  currently  underway  in  the  eval- 
uation of  fetal  trunk  and  limb  length  for 
the  antenatal  diagnosis  of  dwarfism. 

2)  Amnioscopy  (transabdominal)  is 
an  approach  which  if  refined  will  offer 
the  great  advantage  of  direct  visual 
inspection  of  the  fetus.  There  are  tech- 
nical problems  at  this  time  which  make 
the  method  impractical.  These  include 
the  large  size  of  the  endoscope  neces- 
sary to  obtain  sufficient  lighting,  the 
need  for  anesthesia  and  the  risk  of  labor 
following  the  procedure.  With  greater 
sophistication,  these  problems  will  un- 
doubtedly be  overcome. 

3)  Ultrasound  scanning  is  at  present 
also  a rather  gross  technique  and  lacks 
the  precision  necessary  to  diagnose  any 
but  the  most  overt  problem  in  the  early 
second  trimester.  It  can,  for  example, 
be  used  to  detect  twins  or  differentiate  a 
molar  from  a normal  gestation. 
Whereas  it  might  be  quite  precise  in  ad- 
vanced pregnancy,  at  the  period  of  ges- 
tation when  abortion  is  a viable  option, 
it  lacks  the  necessary  accuracy. 

4)  Amniotic  Fluid  Analysis — Al- 
though transabdominal  amniocentesis 
for  therapeutic  purposes  was  practiced 
before  1900,  diagnostic  applications 
are  relatively  recent.  In  fact,  the  first 
use  of  amniotic  fluid  for  genetic  pur- 
poses was  by  Fuchs  in  1955.^  He  dem- 
onstrated the  feasibility  of  doing  sex 
chromatin  determinations  on  amniotic 
cells.  The  next  developments  were 
reported  by  Steele  and  Jacobson  in 
1966*^  and  1967.“*  They  both  reported 
the  successful  culture  of  fetal  skin 
fibroblasts  from  amniotic  fluid  and 
were  able  to  karyotype  these  cells.  This 
then  set  the  stage  for  the  advancements 
of  the  past  three  years  during  which  an 
ever-growing  number  of  diseases  have 
become  detectable  antenatally.  In 
order  for  this  approach  to  be  practical, 
one  must  be  able  to  obtain  sufficient 
fluid  to  provide  enough  cells  to  cul- 
ture, and  the  procedure  must  be  ac- 
complished without  significant  risk  to 
the  fetus  or  mother.  These  prerequi- 
sites are  functions  of  the  period  of  ges- 
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Table  1 

Table  II 

Complications  of  Amniocentesis 

Disorders  Amenable  to 

1.  Maternal 

Antenatal  Diagnosis 

a)  Sepsis 

1.  Chromosomal  aberrations 

b)  Bleeding 

2.  Sex-linked  disorders 

c)  Rh  sensitization 

3.  Metabolic  disorders 

2.  Fetai 

4.  Miscellaneous 

a)  Sepsis 

Table  111 

b)  Placental  separation 

Chromosomal  Aberrations 

c)  Fetal  puncture 

1.  Trisomies  (21,  18, 13) 

d)  Fetal  hemorrhage 

2.  Translocations 

e)  Late  sequellae 

3.  Sex  chromatin  abnormaiities 

(prematurity,  etc.) 

4.  Deletions 

5.  Drug  induced? 

tation  and  the  amniotic  fluid  volume. 
The  volume  averages  100  ml^  at  14 
weeks  of  gestation  and  increases  to 
250  ml  by  16  weeks.  Technically,  then, 
14  weeks  is  the  earliest  point  in  gesta- 
tion when  amniocentesis  is  practical 
and  a 15-  or  16-week  pregnancy 
provides  more  ready  access  to  the 
fluid.  Since  many  of  the  diagnostic 
procedures  require  time,  however,  am- 
niocentesis should  be  performed  as 
early  as  possible  in  order  to  permit  the 
option  of  pregnancy  termination  if  the 
diagnosis  is  confirmed.  In  the  largest 
single  series  reported,  Nadler^*^,  in  155 
cases,  notes  the  time  from  amniocen- 
tesis to  chromosomal  diagnosis  to 
range  from  3 to  28  days  with  a mean 
of  14.1  days.  When  biochemical 
studies  were  required,  he  found  the 
range  to  be  15  to  40  days  with  a mean 
of  30. 1 . Since  1 8 to  20  weeks  is  a com- 
monly accepted  upper  limit  of  preg- 
nancy duration  for  therapeutic  abor- 
tion, it  is  obvious  that  timing  is 
crucial.  An  additional  concern  is  the 
possibility  that  the  cells  may  fail  to 
grow  in  culture,  thereby  making  the 
analysis  impossible.  In  Nadler’s  series, 
in  5 of  the  155  cases  (3.2  percent),  the 
cells  failed  to  grow.  However,  growth 
was  obtained  in  all  5 from  a repeat  am- 
niocentesis. 

Discussion 

In  order  to  appropriately  advise  pa- 
tients, however,  we  must  know  not  only 
the  risk  of  occurrence  or  recurrence  of 
the  malformation  but  must  balance  that 
against  the  risks,  both  maternal  and 
fetal,  of  the  procedure.®  The  potential 
hazards  are  listed  in  Table  1.  Quantita- 
tion of  these  risks  is  a difficult  proposi- 
tion. It  is  generally  stated  that  the  risk 
of  amniocentesis  is  less  than  1 percent. 
However,  these  data  have  been  ob- 
tained from  amniocentesis  in  late  preg- 
nancy for  Rh  sensitization.  The  figure 
also  indicates  only  immediate  and  not 


delayed  or  long-term  consequences, 
such  as  prematurity.  In  Nadler’s  series 
of  1 55  cases,  he  reported  no  immediate 
complications  and  7 prematures  (4.5 
percent).  The  latter  is  a reasonable 
prematurity  rate.  To  put  these  figures 
into  appropriate  context,  it  must  be 
pointed  out  that  in  the  same  series 
there  were  15  significant  antenatal 
diagnoses  made.  If,  in  fact,  the 
complication  rate  is  less  than  1 per- 
cent, it  is  important  to  find  how  much 
less.  Since  it  is  estimated  that  signifi- 
cant chromasomal  abnormalities  occur 
once  in  200  live  births,  if  the  risk  of 
early  amniocentesis  turns  out  to  be  less 
than  0.5  percent,  one  might  well  make 
a case  for  routine  analysis.  The  one  in 
200  includes  not  only  the  obvious  and 
easily  diagnosed  abnormalities,  but  the 
unpredictable  sex  chromosome  ab- 
normalities as  well.  The  occurrence  of 
chromosomal  abnormalities  in  abor- 
tuses is  exceedingly  high,  but  it  is  not 
germain  since  these  pregnancies  will 
have  already  terminated  spontaneously 
before  studies  can  be  done. 

Categories  of  Disorders 

The  categories  of  diseases  which  are 
amenable  to  antenatal  diagnosis  are 
listed  in  Table  II. 

Of  the  chromosomal  disorders 
(Table  III)  by  far  the  most  common  is 
trisomy  21  (Downs  Syndrome).*®  The 
association  of  this  abnormality  with 
advanced  maternal  age  provides  the 
most  frequent  indication  for  antenatal 
genetic  diagnosis  (85  of  155  Nadler’s 


cases).  Although  the  figures  vary 
slightly  from  author  to  author,  the 
range  is  1:250-300  from  age  35-39, 
1:100  from  age  40-44,  and  1:46  over 
age  45.®  Otherwise  stated,  although 
only  13.5  percent  of  babies  are  born  to 
women  over  35,  these  same  women 
produce  over  50  percent  of  the 
mongols.  It  would  seem  clear  then, 
that  past  age  40  and  perhaps  35,  the 
risk  of  mongolism  alone  is  as  great  or 
greater  than  that  of  amniocentesis,  and 
therefore,  screening  is  justified.  If  one 
considers  the  additional  possibility  of 
other  abnormalities,  one  might  well 
lower  the  age  for  screening  to  35. 

Another  common  indication  for 
screening  is  a previous  child  with  a 
chromosomal  abnormality.  Again  the 
most  frequent  such  problem  is  a 
trisomy  21  mongol.  Theoretically,  this 
should  afford  no  greater  risk  of  recur- 
rence than  the  occurrence  in  the  same 
age  group  in  the  population  in  general. 
Recently  some  doubt  has  been 
expressed  in  this  regard,  however,  sug- 
gesting that  factors  undetermined  may 
make  the  risk  of  recurrence  higher. 
Regardless  of  the  mathematical  expres- 
sion of  risk,  many  patients  urgently 
request  the  assurance  that  they  will  not 
have  another  affected  child  and 
deserve  that  assurance,  provided  they 
fully  understand  the  risk.  Other 
chromosomal  abnormalities  have  a 
much  greater  risk  of  recurrence,  e.g., 
translocation  mongols.  In  this  group 
which  accounts  for  only  3-4  percent  of 
mongols,  the  recurrence  rates  are  100 
percent  for  a 21/21  (GIG)  carrier, 
while  the  female  D/G  heterozygote  has 
a 9 percent  risk  and  the  male  het- 
erozygote, a 4 percent  chance.  For 
21/22  translocation  the  risk  is  approxi- 
mately 5 percent.® 

Sex-linked  disorders  are  listed  in 
Table  IV*^.  Of  these  categories  the 
first  three  diseases  cannot  be  specifi- 
cally diagnosed  antenatally;  however, 
in  the  case  of  hemophilia  the  parents 
might  elect  termination  if  they  knew 
the  fetus  were  male.  Since  there  is 


Table  IV 

Sex-Linked  Disorders 

1.  Hemophilia 

2.  Duchene  Muscular  Dystrophy 

3.  Nephrogenic  Diabetes  Insipidus 

4.  Hunter  Syndrome  ^ can  be 

5.  Lesch-Nyan  Syndrome  Vdiagnosed 

/ specificaliy 


Table  V 

Metabolic  Disorders 

1.  Disorders  of  lipid  metabolism  (e.g., 
Nieman  Pick,  Gaucher’s) 

2.  Amnio  acid  disorders  (e.g.,  cys- 
tlnosis,  maple-syrup  disease) 

3.  Disorders  of  carbohydrate  metabo-  | 

lism  (e.g.,  galactosemia,  glycogen  i 

storage  disease)  ] 
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some  margin  of  error  in  using  sex 
chromatin  (Barr  Body)  determinations, 
it  is  best  that  cell  cultures  and  karyo- 
types be  done  for  such  critical 
decisions. 

There  is  a long  list  of  metabolic 

disorders  5.8,9,11  which  can  be  diag- 
nosed antenatally.  These  can  be  cat- 
egorized (Table  V)  as  disorders  of 
lipid,  carbohydrate,  and  amino  acid 
metabolism.  Any  list  of  diagnosable 
metabolic  disorders  which  is  complete 
today  will  soon  be  incomplete  and  the 
practitioner  is  well-advised  to  inquire 
about  a specific  entity  when  he  en- 
counters it.  Technically,  the  indicated 
biochemical  studies  may  be  done  di- 
rectly on  the  cells,  on  the  fluid,  or  on 
cells  growing  in  culture.  In  the  latter 
instance  the  time  necessary  to  obtain 
an  answer  will  obviously  be  prolonged. 
It  is  also  important  to  recognize  that 
many  of  these  biochemical  tests  are 
highly  sophisticated  and  can  be  done 
in  only  a very  few  laboratories.  This 
necessitates  a level  of  communication 
among  centers  doing  antenatal  diag- 
nosis so  that,  for  example,  fluid  ob- 
tained and  cultured  in  one  center  may 
be  transported  to  another  for  the  ap- 
propriate studies.  Work  is  currently  in 
. progress  on  techniques  for  frozen 

Table  VI 

Miscellaneous  Disorders 
‘ 1.  Adrenogenital  syndrome  (17  keto- 

steroids  and  pregnanetriol) 

2.  OD4S0  increased  in  anencephaly 
duodenal  atresia  (without  Rh 
disease) 

3.  Congenital  Erythropoietic  Por- 
phyria 

4.  Cystic  Fibrosis 

5.  Marfan  syndrome 

storage  of  cell  cultures  which  will 
greatly  facilitate  their  transfer. 

Table  VI  lists  a group  of  miscella- 
neous disorders  which  can  be  diag- 
nosed. The  adrenogenital  syndrome, 

I an  autosomal  recessive,  is  the  most 
common  of  these  and  can  be  diagnosed 
by  demonstrating  increased  levels  of 
17-ketosteroids  and  pregnanetriol  in 
the  amniotic  fluid. 

Determinations 

When,  then,  should  we  undertake  the 
^ antenatal  diagnosis  of  congenital 
“ disorders?  Table  VII  enumerates  the 
prerequisites;  First,  the  indications 
must  be  present.  This  in  general  means 
. that  the  risk  of  occurrence  or  recur- 
j'  rence  is  greater  than  the  risk  of  the 
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Table  VII 

Prerequisites  for  Amniocentesis  for 

Antenatal  Diagnosis 

1.  Indication  present 

2.  Pregnancy  14-16  weeks 

3.  Pregnancy  termination  an  accept- 
able option 

4.  Availability  of  particular  technique 
for  diagnosis 

5.  Thorough  discussion  with  patient 
and  her  husband  of  risks  of  the 
malformation  and  the  procedure 

diagnostic  procedure.  One  must  consid- 
er all  aspects  of  the  risk  to  the  patient 
including  the  emotional  impact.  Con- 
sider the  young  woman  whose  life  has 
already  been  greatly  affected  by  the 
birth  of  a trisomy  mongol.  Even  though 
the  statistical  risk  of  recurrence  is 
slight,  her  anxiety  is  often  overwhelm- 
ing. The  duration  of  pregnancy  has  al- 
ready been  discussed  and  the  third  and 
fourth  requisites  are  obvious.  Finally, 
there  is  no  substitute  for  thorough  eval- 
uation of  the  patient.  A naked  laborato- 
ry procedure  is  of  limited  value  and 
should  rather  be  part  of  the  total  evalu- 
ation and  counseling. 

The  impact  of  antenatal  diagnosis  on 
the  community  is  hard  to  calculate.  It 
has  been  estimated,  however,  that  the 
average  cost  of  care  of  a mongol  child 
from  birth  to  death  is  $60,000.  In  1969. 
there  were  in  Philadelphia  35,670 
births.  Of  these,  2,019  mothers  were  35 
to  39  years  old,  and  604  were  40  or 
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over.  If  all  pregnant  women  over  35 
had  been  screened  during  this  year.  22 
trisomy-21  mongols  would  have  been 
found,  and  had  all  those  pregnancies 
been  terminated  there  would  have  been 
a savings  of  $1,320,000.^8  jn  addition 
there  would  have  been  178  children 
born  with  some  chromosomal  anom- 
aly. Termination  might  also  have  been 
considered  by  some  of  these  parents. 

Unfortunately,  not  all  of  the  tragic 
congenital  disorders  can  yet  be  diag- 
nosed antenatally,  but  the  number  is 
growing  rapidly.  It  seems  realistic  to 
speculate  that  the  future  will  bring  the 
availability  of  routine  antenatal 
screening  at  least  for  chromosomal 
problems  as  well  as  for  suspect 
biochemical  disorders.  For  the  present, 
efforts  must  be  directed  toward  the 
precise  definition  of  the  risk  and  to  the 
development  of  new  and  more  sophis- 
ticated techniques.  □ 
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cardiovascular  brief 


Acute  Myocarditis 


Part  II 


Joseph  P.  Cady,  M.D.,  Cardiologist, 
Guthrie  Clinic,  Ltd.,  Sayre,  Pennsyl- 
vania, is  questioned  by  William  G. 
Leaman,  Jr.,  M.D. 

Other  than  viral  infections  of  the 
myocardium,  what  other  agents  can 
cause  acute  myocarditis? 

The  infective  forms  of  myocarditis 
are  almost  as  numerous  as  those  from 
viral  agents.  Foremost  is  the  acute 
myocarditis  observed  in  10  to  20  per- 
cent of  cases  of  diphtheria. 

What  brings  about  cardiac  changes  in 
diphtheria? 

These  changes  are  generally  the 
result  of  the  exotoxin  of  the  Klebs- 
Loeffler  bacillus  rather  than  of  the 
diphtheria  organism  itself. 

What  microscopic  cardiac  changes  are 
encountered? 

Severe  fatty,  hyaline,  and  other 
degenerative  or  necrotic  changes  in  car- 
diac muscle  fibers  occur  near  the  end  of 
the  first  and  beginning  of  the  second 
week. 

What  is  the  clinical  picture  in  cases  of 
acute  myocarditis  in  diphtheria? 

Tachycardia,  dyspnea,  cough,  cardi- 
ac arrhythmias,  cyanosis,  and  ulti- 
mately cardiac  failure  may  appear. 
When  acute  myocarditis  develops,  the 
heart  rate  may  also  be  slow  (A-V 
block).  Gallop  rhythm  is  an  important 
sign  of  diphtheritic  myocarditis.  The 
electrocardiogram  usually  gives  the 
first  evidence  of  cardiac  involvement 
and,  therefore,  should  be  repeated 
frequently  during  the  patient’s  acute 
illness  and  convalescence.  Oc- 
casionally, in  diphtheria  the  clinical 
picture  of  shock  may  result  from  pe- 
ripheral circulatory  failure. 


Does  acute  diphtheritic  myocarditis 
lead  to  permanent  fibrosis  and  cardiac 
enlargement? 

Some  believe  that  diphtheritic 
myocarditis  leads  to  cardiac  changes  in 
later  life,  such  as  enlargement  and  con- 
gestive failure.  However,  I do  not 
believe  this  can  be  proved.  All  patients 
whom  I have  examined  15  to  20  years 
after  a moderately  severe  infection 
showed  no  lasting  cardiac  damage. 
There  is  also  no  proof  that  diphtheria 
contributes  to  the  later  development  of 
heart  block. 

What  is  the  treatment  of  the  acute 
myocarditis  of  diphtheria? 

The  management  consists  of  early 
and  adequate  use  of  diphtheria  anti- 
toxin and  penicillin,  together  with  bed 
rest  which  should  be  longer  than  in  the 
uncomplicated  case.  Preventive  im- 
munization should  always  be  stressed. 

Does  scarlet  fever  contribute  to  chronic 
heart  involvement? 

I do  not  believe  this  is  the  case. 
Scarlet  fever  is  caused  by  a hemolytic 
streptococcus  infection  and  is  capable 
of  reactivating  rheumatic  fever  and 
producing  signs  and  symptoms  iden- 
tical with  those  of  rheumatic  heart 
disease. 

What  about  the  “scarlet  fever  heart”? 

Generally,  the  scarlet  fever  patient 
shows  changes  encountered  in  the  heart 
similar  to  those  in  many  other  infec- 
tious diseases.  There  is  a great  deal  of 
doubt  that  a distinctive  scarlet  fever 
carditis  can  be  demonstrated  by  physi- 
cal examination. 

Is  the  tubercle  bacillus  of  importance  in 
a discussion  of  acute  myocarditis? 

The  tubercle  bacillus  may  invade  the 


heart  directly,  but  the  cardiac  involve- 
ment more  often  follows  a tuberculous  i 
pericarditis  with  effusion.  The  myocar- 
dium may  also  be  involved  by  direct  ex- 
tension of  a pericardial  lesion  or  by  in- 
fection from  the  blood  stream.  Miliary 
tuberculosis  may  then  occur  in  the 
myocardium  following  a disseminating 
tuberculosis. 

Does  actinomycosis  affect  the  heart? 

Only  rarely.  However,  the  pericar- 
dium may  be  affected  by  extension  of 
neighboring  lesions  in  the  lungs.  The 
myocardium  may  also  be  involved  from 
the  blood  stream. 

What  about  rickettsial  diseases  and  car- 
diac Involvement? 

In  patients  suffering  from  epidemic 
typhus  or  Rocky  Mountain  spotted 
fever,  occasionally  myocardial  invasion 
may  be  seen.  The  same  applies  to  scrub 
typhus.  Perivascular  infiltration  of 
round  cells  and  necrosis  of  muscle 
fibers  are  the  most  common  findings  in 
fatal  cases.  Gallop  rhythm  appears  at 
times,  although  shock  and  congestive 
failure  are  rare.  Some  ECG  changes 
may  be  found,  such  as  low  amplitude  of 
QRS  groups,  flattened  and  inverted 
T-Waves,  and  occasionally  prolonga- 
tion of  P-R  Intervals. 

What  happens  to  the  myocardium  in 
trichinosis? 

Interstitial  and  perivascular  collec- 
tions of  eosinophilic  and  neutrophilic 
lymphocytes  associated  with  some 
necrosis  of  the  muscle  fibers  have  been 
found.  As  a rule,  the  larvae  are  not  ob- 
served in  the  heart. 

What  can  be  done  to  prevent  the 
various  types  of  acute  myocarditis? 

Diphtheria,  scarlet  fever,  poliomye- 
litic and  other  infectious  disease  are 
seldom  observed  today  in  this  country, 
probably  because  of  prevention  over 
the  years.  However,  we  should  continue 
to  urge  patients  to  use  all  preventive 
measures  possible.  i 

This  Brief  is  edited  by  William  G.  j 
Leaman,  Jr.,  M.D.,  for  the  Council  on  ^ 
Education  and  Science,  in  cooperation  r 
with  the  Pennsylvania  Heart  Associa-  i 
tion. 
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Osteitis  Pubis 


A Case  of  Housemaid’s  Pubis? 


VINCENT  J.  DISTEFANO,  M.D. 
JAMES  E.  NIXON,  M.D. 

Philadelphia 


OSTEITIS  PUBIS  is  generally  ac- 
knowledged to  be  a relatively  un- 
common entity.  Causal  relationships 
have  been  established  between  this 
disease  and  pregnancy,  genitourinary 
tract  surgery,  urinary  tract  infections, 
rheumatic  and  degenerative  arthritis, 
and  direct  as  well  as  indirect  trauma  to 
the  periosteum  of  the  pubis. 

Adams  and  Chandler^  have  reported 
on  five  cases  in  young  adults  believed 
to  have  been  caused  by  trauma.  They 
cite  the  work  of  Wilensky^  and  Todd^ 
illustrating  the  relatively  poor  end-ar- 
terial blood  supply  of  the  pubic  bone 
and  the  regressive  changes  which 
occur  normally  in  this  structure  near 
the  age  of  twenty  to  explain  its  vulner- 
ability. 

A review  of  the  English  literature 
failed  to  reveal  a case  in  an  elderly  in- 
) dividual  ascribed  to  indirect  trauma. 
The  following  case  is  that  of  a sixty- 
four-year-old  domestic  who  presented 
with  typical  symptoms,  signs,  and 
roentgenographic  findings  of  osteitis 
pubis,  which  is  thought  to  be  oc- 
cupation-related. 

A sixty-four-year-old  colored  female 
domestic  worker  was  seen  in  the  office 
with  complaints  referable  to  the  left 
groin  of  two  weeks  duration.  She 

I 

Dr.  Nixon  is  chief  oj  the  department 
of  orthopaedic  surgery  at  the  Gradu- 
ate Hospital  of  the  University  of 
Pennsylvania,  Philadelphia,  and 
chief  of  the  orthopaedic  section  of 
the  University  of  Pennsylvania 
Division  of  surgical  service  at  the 
Veterans  Administration  Hospital, 
Philadelphia.  Dr.  DiStefano  is  as- 
sociate orthopaedic  surgeon  at  the 
Graduate  Hospital  of  the  University 
of  Pennsylvania  and  staff  ortho- 
paedic surgeon  at  the  Veterans  Ad- 
; ministration  Hospital. 

■■  JANUARY  1972 


Figure  1.  Photograph  of  the  knees 
showing  hyperkeratosis  and  hyperpig- 
mentation of  the  skin  over  the  knees 
resulting  from  domestic  chores. 

related  the  spontaneous  onset  of  a dull, 
intermittent  discomfort  aggravated  by 
hip  flexion,  which  became  particularly 
bothersome  after  scrubbing  floors.  Her 
symptoms  were  less  trouble  on  her 
days  off.  The  general  system  review 
was  normal,  as  was  the  past  medical 
history.  In  particular,  she  denied 
previous  surgery,  urinary  tract  infec- 
tion, and  arthritis  of  any  kind.  On 
physical  examination,  blood  pressure 
was  150/92,  pulse  76  per  minute  and 


regular,  temperature  98.8  F orally. 
There  were  no  gross  abnormalities  of 
the  heart,  lungs,  or  abdomen.  The  or- 
thopedic examination  with  special  ref- 
erence to  the  pelvis  and  lower  ex- 
tremities revealed  a gait  mildly  an- 
talgic to  the  left.  There  was  pain  on 
deep  palpation  of  the  symphysis  pubis 
on  the  left  side  only,  passive  abduction 
of  that  hip  caused  pain  in  the  same 
general  location.  Marked  hyperkera- 
tosis and  hyperpigmentation  were 
present  bilaterally  in  the  prepatellar 
regions  (Figure  1).  The  remainder  of 
the  orthopedic  examination  was 
unremarkable.  Laboratory  studies 
were  as  follows:  total  white  count 
6,000  cells/mm^  with  55%  neu- 
trophils, 41%  lymphocytes,  and  4% 
eosinophils.  Corrected  erythrocyte 
sedimentation  rate  was  13mm/hour. 
Hemoglobin  was  12.8  grams  % and 
hematocrit  40%.  The  urine  was 
yellow-clear  with  an  acid  reaction,  spe- 
cific gravity  1.014  and  negative  for  al- 
bumen, sugar,  acetone,  and  cells.  A 
urine  culture  had  no  growth  after 
forty-eight  hours.  A drip  infusion 


Figure  2.  AP  Roentgenogram  of  the  pelvis  with  osteitis  pubis  showing  apparent 
widening  of  the  symphysis  with  spotty  rarefaction  and  sclerosis  of  the  pubis. 
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pyelogram  was  normal.  X ray  of  the 
pelvis  showed  bilateral  changes  typical 
of  osteitis  pubis  (Figure  2). 

Discussion 

The  trauma  theory  of  osteitis  pubis 
holds  that  the  periosteum  and  sub- 
periosteum may  be  damaged  by  direct 
violence  or  by  indirect  violence  in- 
duced by  muscle  tension.  There  ensues 
thrombotic  occlusion  of  the  end 
vessels  of  the  symphysis  with  perhaps 
transient  bacteremia  establishing  a 
focus  of  infection.  The  attendant  in- 
flammatory response  may  then  accel- 
erate bone  resorption.* 

The  case  in  question  is  that  of  a 


domestic  whose  knees  attest  to  the 
amount  of  time  spent  in  the  kneeling 
position.  It  is  proposed  that  the  exces- 
sive muscle  tension  in  the  adductor 
musculature  which  develops  when  the 
kneeling  patient  has  stabilized  the 
femora  in  the  abducted  position, 
moves  from  side  to  side  and  advances 
while  maintaining  abduction,  as  in  the 
act  of  scrubbing  floors,  produced  trac- 
tion injury  to  the  periosteum  and  sub- 
periosteal bone  of  the  symphysis  pubis 
triggering  a pathologic  sequence  of 
events  resulting  in  osteitis  pubis. 

Summary 

A case  of  osteitis  pubis  is  presented 


in  a sixty-four-year-old  domestic 
worker  which  is  believed  to  be  oc- 
cupation-related. An  explanation  of 
the  pathogenesis  is  offered.  □ 
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Treating  Urinary  Tract  Infections  with  Oxolinic  Acid 

WILLIAM  T.  LAMPE,  II,  M.D. 

York 


OXOLINIC  ACID 
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Figure  1 

Oxolinic  acid  is  a synthetic  quinoline  derivative  having 
bactericidal  activity  against  nearly  all  gram-negative 
species.  Proteus  and  E.  coli  are  exceptionally  susceptible  to 
this  drug.  It  is  related  to  nalidixic  acid  in  structure  as  illus- 
trated in  the  accompanying  figure,  but  is  more  potent  and 
has  a somewhat  wider  antibacterial  spectrum.  Oxolinic  acid 
is  shown  in  this  study  to  be  a reasonably  effective  an- 
timicrobial agent  in  acute  and  chronic  urinary  tract  infec- 
tions. Patients  with  acute  and  recurrent  infections  had  a 
better  response  to  oxolinic  acid  than  did  patients  with 
chronic  infections.  The  results  of  this  study  and  of 
D'Alessio  et  aP  indicate  that  treatment  with  oxolinic  acid 
should  be  continued  for  at  least  2 weeks  and  possibly  4 
weeks  to  lessen  the  chances  of  recurrence  of  the  infection. 
The  treatment  regimen  used  in  this  study  was  convenient 
for  the  patient  since  it  was  a twice-a-day  dose,  and  there  was 
less  potential  for  skipping  doses  on  this  regimen.  There  was 
no  need  to  acidify  or  alkalinize  the  urine  since  the  antibac- 
terial activity  is  not  influenced  by  pH. 


Summary 

Thirty-five  patients,  most  more  than  50  years  old,  with 


Dr.  Lcunpe  is  an  internist  in  the  renal  clinic  at  York  Hospi- 
tal. The  full  text  of  his  paper  summarized  here,  hut  without 
Figure  One  shown  above,  appeared  in  the  July  1971  issue  of 
Pennsylvania  Medicine. 


acute  recurrent  or  chronic  symptomatic  urinary  tract  infec- 
tions and  with  confirmed  bacteriuria  (greater  than  10®  or- 
ganisms/ml) were  treated  with  oxolinic  acid  tablets.  Clinical 
improvement,  indicated  by  partial  or  complete  remission  of 
symptoms,  was  noted  in  29  (83  percent)  of  the  patients. 
Twenty-four  patients  (69  percent)  were  cleared  of  their 
original  urinary  pathogens  by  the  end  of  treatment.  Seven 
of  these  24  had  significant  superinfections  by  the  end  of 
treatment.  Following  therapy,  of  the  17  patients  who  were 
bacteriologically  reevaluated  for  3 months,  15  remained 
free  of  significant  bacteriuria.  Fourteen  patients  were 
followed  for  1 year,  and  12  remained  free  of  bacteriuria. 

Of  the  38  pretreatment  organisms.  27  (71  percent)  were 
eradicated.  Ten  of  the  36  initially  sensitive  organisms  devel- 
oped resistance  to  oxolinic  acid. 

Eleven  patients  had  side  effects;  3 of  these  discontinued 
medication  because  of  their  reactions.  There  were  no  labo- 
ratory abnormalities  noted  which  were  unequivocally  due 
to  oxolinic  acid  indicating  safety  from  organic  toxicity  in 
the  use  of  the  drug. 

The  rate  and  duration  of  cures  in  this  group  of  patients, 
many  of  whom  had  complicating  factors  or  were  previous 
treatment  failures  with  other  drugs,  was  encouraging.  For 
patients  infected  with  sensitive  organisms,  treatment  for  at 
least  four  weeks  with  oxolinic  acid  appears  worthy  of  fur- 
ther clinical  trial. 

REFERENCES 

1.  Turner,  F.J.;  Ringel,  S.M.;  Martin,  J.F.;  Storino,  P.H.;  Daly,  J.M.;  and 
Schwartz,  B.S.  Oxolinic  acid,  a new  synthetic  antimicrobial  agent.  I.  In  vitro 
and  in  vivo  activity.  Antimicrob.  Agents  Chemother.,  1967:  475-479,  1968. 

2.  Atlas,  E.;  Clark,  H.;  Silverbiatt,  F. ; and  Turck,  M.  Nalidixic  acid  and 
oxolinic  acid  in  the  treatment  of  chronic  bacteriuria.  Ann.  Intern.  Med.  70: 
713-721,  1969. 

3.  Ringel,  S.M.;  Turner,  F.J.;  Lindo,  F.L.;  Roemer,  S.;  Direnga,  B.A.;  and 
Schwartz,  B.S.  Oxolinic  acid,  a new  synthetic  antimicrobial  agent.  II.  Bac- 
tericidal rate  and  resistance  development.  Antimicrob.  Agents  Chemother., 
1967:  480-485,  1968. 

4.  D'Alessio,  D.J.;  Olexy,  V.M.;  and  Jackson,  G.G.  Oxolinic  acid  treatment 
of  urinary  tract  infections.  Antimicrob.  Agents  Chemother.,  1967:  490-496, 
1968. 


52 


PENNSYLVANIA  MEDICINE 


WPRMP  Project 

Reporting  Statistics  in  Coronary  Care  Units 

DAVID  E.  REED,  M.D.  and  RUTH  SCHEUER,  R.N. 

Pittsburgh 


The  Regional  Medical  Program 
was  created  in  October  1965  in 
order  to  establish  closer  links  between 
large  medical  centers  and  smaller  hos- 
pitals in  the  surrounding  communities. 
Regional  voluntary  cooperative  ar- 
rangements, designed  to  bring  isolated 
elements  into  an  integrated  health  care 
system,  would  be  accomplished  by 
closer  communication  between  the 
medical  community  and  the  medical 
center  and  lead  to  more  comprehen- 
sive health  care  delivery.^ 

In  1969,  the  Western  Pennsylvania 
Regional  Medical  Program  (WPRMP) 
identified  the  goal  of  spreading  mod- 
ern coronary  care  throughout  the 
region  as  its  highest  priority.^  As- 
sessing the  level  of  in-hospital 
coronary  care  was  the  first  step  in  de- 
termining methods  to  lower  the  death 
rate  from  acute  coronary  disease  in  the 
region. 

Although  patient  care  statistics  were 
being  collected  in  most  hospitals  with 
coronary  care  units,  these  data  were 
not  standardized  nor  systematically 
compiled.  Consequently,  little  was 
known  about  the  morbidity  and  mor- 
tality of  patients  cared  for  in  intensive 
coronary  care  units  in  Western  Penn- 
sylvania. This  communication  de- 
scribes one  method  developed  by  the 
Western  Pennsylvania  Regional  Medi- 
cal Program  to  assess  morbidity  and 
mortality  in  intensive  coronary  care 
units  throughout  this  region. 

Methodology 

In  February  1970  a monthly 
reporting  form  for  intensive  coronary 
care  units  was  introduced  to  hospitals 
in  the  region  whose  nurses  participated 
in  the  WPRMP  Coronary  Care  course 
at  the  University  of  Pittsburgh.  This 
form  (Table  I)  was  developed  to  es- 
tablish a uniform  system  by  which  sta- 
tistics from  various  coronary  care 


TABLE  I 

WESTERN  PENNSYLVANIA  REGIONAL  MEDICAL  PROGRAM 
CORONARY  CARE  UNIT  MORTALITY  AND  MORBIDITY  FORM 

A.  ADMISSIONS  - TOTAL  NO.  TO  C.C.U 

1.  NO.  WITH  CARDIAC  DISORDERS  II.  NO.  WITH  DEFINITE  MYOCARDIAL 

(Including  Definite  M.l.s)(a)  INFARCTIONS  (M.l.)  (b) 


B. DEATHS 


NO.  WITH  CARDIAC  DISORDERS 
(Including  Definite  M.I.s) 

TOTAL  DEATHS  IN  C.C.U.  

Primary  Cause  of  Death: 

Shock  

Ventricular  Fibrillation  

Failure  

Rupture  

Pulmonary  Embolism  


NO.  WITH  DEFINITE  M.I.s 


C.  DEATHS  IN  HOSPITAL  AFTER 
TRANSFER  FROM  C.C.U. 

NO.  WITH  CARDIAC  DISORDERS 
(Including  Definite  M.I.s) 

TOTAL  

Cause: 

Sudden  

Failure  

Cerebrovascular  Accident  

Other  


NO.  WITH  DEFINITE  M.I.s 


TOTAL 


D.  VENTRICULAR  FIBRILLATION 


NO.  WITH  CARDIAC  DISORDERS 
(Including  Definite  M.I.s) 


NO.  WITH  DEFINITE  M.I.s 


i.  ii.  iii.(g)  i- 

Total  No.(e)  Total  No.(f)  Survivors  Total  No. 
Patients  Patients  Patients 

Imm.  Sus.  Res. 


Total  No. 
Patients 
Imm.  Sus.  Res. 


iii. 

Survivors 


Types: 

1.  Primary(c) 

2.  Complicat- 
ing(d) 


E.  BLOCK 


NO.  WITH  CARDIAC  DISORDERS 
(Including  Definite  M.I.s) 

3° 

Fixed  2nd° 

Pacemaker  Inserted 


NO.  WITH  DEFINITE  M.I.s 


DEFINITIONS: 

(a.)  Cardiovascular  Disorder:  includes  all  patients  admitted  to  the  unit  with  suspected  or  proven  car- 
diac pathology. 

(b.)  Definite  Cardiovascular  Infarction:  must  be  proven  by  — 

1 . Appearance  of  Q waves  on  an  EKG 

2.  Post-Mortem  findings 

3.  Any  2 of  the  following:  a)  classic  clinical  picture  of  Myocardial  Infarction,  b)  character- 
istic enzyme  changes,  c)  specific  ST  & T changes  on  the  EKG 

(c.)  Primary  Ventricular  Fibrillation:  no  known  secondary  or  complicating  causation. 

(d.) Complicating  Ventricular  Fibrillation:  when  resulting  from  Shock/Fatigue,  Pacemaker  Induced, 
Drug  Induced  or  Agonal. 

(e.)  Column  i.:  represents  the  total  number  of  patients  experiencing  Ventricular  Fibrillation  (primary 
or  complicating). 

(f.)  Column  ii.:  represents  the  total  number  of  patients  in  whom  immediate  resuscitation  was  suc- 
cessful. Immediate  Successful  Resuscitation  is  defined  as  restoration  of  supra-ventricular 
rhythm. 

(g.)  Column  iii.;  represents  the  total  number  of  patients  who  survived  cardiac  resuscitation  and  are 
still  living  14  days  post-cardiac  resuscitation. 

(h.)  Pacemaker  Inserted:  includes  both  temporary  and  permanent  insertions. 
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Admissions  - Deaths  as  Reported  by  Twenty-eight 
Coronary  Care  Units* 


Category 

Admissions 

Total 

Number 

Deaths 

Total 

Number 

Percent 

Mortality 

Range 

Cardiovascular  Disorders 
(Including  Definite 
Myocardial  Infarctions) 

2397 

259 

10.8 

3.6% - 
41 .6% 

Definite  Myocardial 
Infarctions 

1154 

171 

14.8 

4.1%- 

80% 

Cardiovascular  Disorders 
(Excluding  Definite 
Myocardial  Infarctions) 

1243 

88 

7.0 

1.1  %- 
24.2% 

Table  III 

Deaths  Exclusive  of  Shock  and  Failure 


Category 

Total  Number 
Admissions 

Deaths 
(Excluding 
Shock 
& Failure) 

Percent 

Mortality 

Cardiovascular  Disorders 
(Including  Definite 

Myocardial  Infarctions) 

2397 

139 

5.7% 

Definite  Myocardial 

Infarctions 

1154 

98 

8.4% 

Cardiovascular  Disorders 
(Excluding  Definite 

Myocardial  Infarction) 

1243 

41 

3.2% 

Table  IV 
Cause  of  Death 


Category 

Total  No. 
Shock 

Total  No. 
Asystole 

Total  No. 
Ventricular 
Fibrillation 

Total  No. 
Failure 

Total  No. 
Rupture 

Total  No. 
Pulmonary 
Embolism 

Total  No. 
Other 

% 

% 

% 

% 

% 

% 

% 

Cardiovascular  Disorders 
(Including  Definite 

Myocardial  Infarctions) 

51 

19.6 

59 

22.7 

45 

17.3 

69 

26.6 

12 

4.6 

19 

7.3 

4 

1.5 

Definite  Myocardial 

Infarctions 

35 

20.4 

42 

24.5 

37 

21.6 

38 

22.2 

11 

6.4 

6 

3.5 

2 

1.1 

Cardiovascular  Disorders 
(Excluding  Definite 

Myocardial  Infarctions) 

16 

18.1 

17 

19.3 

8 

9.0 

31 

35.2 

1 

1.1 

13 

14.7 

2 

2.2 

Time  Period  — July  to  December,  1970 
Total  Number  of  Hospitals  — 28 

Total  Number  of  months  from  which  the  figures  in  Tables  I,  If  and  Ml  were  totaled  varies  according  to  the  time  the  form  was  initiated  in  each  hospital's  in- 
tensive coronary  care  unit.  Average  reporting  period  for  the  28  hospitals  - — 4 months. 
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units  could  be  reported,  pooled,  and 
compared.  Data  are  sent  monthly  to 
WPRMP  from  participating  units. 
Every  six  months  reports  are  returned 
to  each  hospital  summarizing  statistics 
from  the  hospital’s  own  unit  with  an 
analysis  of  cumulative  data  from  all 
participating  hospitals.  This  latter 
summary  does  not  identify  individual 
hospitals  or  units,  but  provides  a 
standard  by  which  a unit  may  assess  its 
results  in  comparison  with  the  rest  of 
the  region. 

Results 

An  analysis  of  the  statistics  from  the 
first  twenty-eight  hospitals  reporting 
from  July  to  December  1970  disclosed 
information  presented  in  Tables  II,  III, 
and  IV. 

The  overall  mortality  for  coronary 
disease,  as  reported  by  these  units,  ap- 
pears lower  than  the  national  average 
of  20  percent.  Patients  with 

proven  myocardial  infarctions  have 
the  highest  morta!ity*{Tab!e  11). 

Deaths  resulting  from  arrhythmias 
in  an  "ideal”  coronary  care  unit  can, 
and  should  be  preventable.  The  death 
rate  from  pump  failure  (shock  or  con- 
gestive failure)  is  not  significantly  af- 
fected by  modern  coronary  care.^ 
Therefore,  it  is  important  to  examine 
the  results  of  treatment  in  coronary 
care  units  after  “unavoidable”  deaths 
are  excluded.  Deaths  exclusive  of  cases 
reported  as  shock  or  failure  are  shown 
in  Table  II!.  They  represent  approxi- 
mately 50  percent  of  the  reported 


* Criteria  for  proven  myocardial  in- 
farctions are  given  in  Table  1. 


Dr.  Reed  is  an  assistant  professor  of 
medicine  at  the  University  of  Pitts- 
burgh Medical  School.  He  is  as- 
sociate director  for  medical  practice 
and  evaluation  of  the  Western  Penn- 
sylvania Regional  Medical  Program. 
Mrs.  Scheuer  is  assistant  to  the 
director  of  evaluation  of  WPRMP. 


deaths  and  indicate  that  preventable 
deaths  are  probably  still  occurring  in 
some  units. 

Table  IV  presents  figures  on  the 
reported  primary  cause  of  death  within 
these  units.  The  number  of  deaths 
reported  to  be  due  to  asystole  is  higher 
than  found  in  other  reports,^  and  sug- 
gests the  possibility  that  a preceding 
arrhythmia  may  have  gone  unreported 
or  undetected.  The  relatively  high  rate 
of  deaths  attributed  to  ventricular 
fibrillation  raises  the  possibility  that 
prevention  and  treatment  of  arr- 
hythmias, in  some  participating 
coronary  care  units,  is  not  yet  optimal. 


Conclusion 

A uniform  system  in  which  morbidi- 
ty and  mortality  statistics  collected 
from  twenty-eight  coronary  care  units 
in  the  Western  Pennsylvania  region 
has  been  described. 

Preliminary  data  from  hospitals  par- 
ticipating in  this  study  suggest  that 
preventable  arrhythmia  deaths  are  still 
occurring  in  many  units.  The  accuracy 
of  reporting  on  the  primary  cause  of 
death  however  may  not  be  optimal. 
Educational  programs  are  being 
directed  toward  these  areas. 

This  type  of  recordkeeping  and 


feedback  can  hasten  the  recognition  of 
specific  problems  and  their  early  cor- 
rection, resulting  in  improved  health 
care  delivery  to  patients  with  acute 
coronary  disease. 

An  intensive  effort  is  currently  un- 
derway to  gain  the  cooperation  of  all 
hospitals  in  the  region  who  have  a 
designated  intensive  coronary  care 
unit  to  join  the  study.  At  the  present 
time,  forty-six  of  the  eighty-four  acute 
bed  hospitals  with  coronary  care  units 
are  participating.  p 
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The  term,  desmoid  tumor,  has 
been  applied  to  a group  of  fibrous 
tissue  proliferations,  rather  than  true 
neoplasms,  which  are  locally  invasive 
and  which  arise  from  musculoapo- 
neurotic  structures,  tendons,  and  fas- 
ciae, in  almost  any  area  of  the  body. '’2 
A rather  superficial  distinction  is  made 
between  those  desmoids  which  occur 
in  the  anterior  sheath  of  the  rectus  ab- 
dominis muscle,  especially  in  parous 
women  (abdominal  desmoids),  and 
those  desmoids  which  occur  in  other 
regions  of  the  body  (extra-abdominal 
desmoids).  However,  the  distinction  is 
maintained  only  by  tradition,  since 
morphologically,  both  have  similar 
features  and  both  display  a degree  of 
aggressiveness  which  often  proves 
challenging  for  the  pathologist  to  diag- 


nose accurately  and  for  the  surgeon  to 
treat  adequately. jhis  report  encom- 
passes a brief  review  of  the  literature 
and  the  presentation  of  two  cases  of 
extra-abdominal  desmoids  seen  within 
the  past  two  years  at  Paoli  Memorial 
Hospital. 

Case  Reports 

l.A  Negro  woman,  age  25.  Mrs. 
S.  H.,  was  seen  in  March  1969  for  a re- 
current lesion  over  her  right  deltoid 
muscle.  The  lesion  was  previously 
biopsied  at  another  institution  and  was 
described  as  a foreign  body  reaction. 
The  lesion  was  re-biopsied  several 
months  later  at  Paoli  Memorial  Hospi- 
tal and  diagnosed  as  an  extra-ab- 
dominal desmoid.  Histological  confir- 
mation was  made  by  the  Armed  Forces 


Institute  of  Pathology,  and  two  weeks 
later  a subtotal  resection  of  the  deltoid 
muscle  was  performed  leaving  a few  an- 
terior and  posterior  muscle  bundles. 
Residual  tumor  was  found  in  the 
resected  specimen,  but  X-rays  over  the 
area  did  not  reveal  bone  involvement. 
In  December  of  1969.  a 1.0  cm  nodule 
was  noted  in  the  inferior  portion  of  the 
T-shaped  scar  and  was  resected.  This 
was  followed  by  radiation  therapy  for 
a period  of  four  weeks,  to  the  upper 
one-half  of  the  arm  and  shoulder.  With 
the  aid  of  physiotherapy,  the  patient 
developed  fair  motion  in  the  shoulder 
joint  and  as  of  January  1971.  was 
clinically  and  radiologically  free  of 
tumor. 

2.  E.  C.,  a white  6-year-old  boy,  was 
first  seen  for  a tumor  mass  over  the  left 


Figure  1.  Gross  photograph  from  one  of 
the  tumors  from  Case  2.  The  tumor 
measured  6.5  cm  in  greatest  diameter 
and  is  seen  after  it  had  been  sectioned 
in  half. 
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supraclavicular  area  at  another  institu- 
tion. At  surgery  on  June  23,  1966,  a 
large  tumor  intimately  bound  to  the 
carotid  sheath  was  found.  Histological 
diagnosis  of  an  extra-abdominal  des- 
moid was  made.  Regional  lymph  nodes 
were  negative  for  tumor.  Following 
removal  of  the  original  tumor,  recur- 
rent growths  were  removed  in  1967, 
1968,  1969,  and  1970.  Following  the 
April  1969  and  February  1970  surgery, 
radiation  therapy  was  given.  At  the 
time  of  his  last  visit  in  December  1 970, 
there  was  no  evidence  of  recurrence. 
Some  limitation  of  motion  of  the 
shoulder  joint  persisted. 

History 

The  credit  for  establishing  desmoids 
as  a pathologic  entity  should  be  given  to 
Bennet,  who  in  1849  reported  three 
cases.  Paget  in  1 856  recognized  the  dif- 
ficulties in  diagnosing  these  tumors  and 
their  aggressive  nature.*®  Prior  to 
World  War  II,  the  literature  is  ex- 
tremely sparse,  but  case  reports  have 
increased  considerably  in  the  past  two 
decades.  This  does  not  necessarily  in- 
dicate an  increased  incidence,  but 
more  likely,  the  fact  that  the  process  is 
being  recognized  more  frequently  as  a 
separate  entity. 

Age,  Sex,  and  Incidence: 

Judging  by  the  relative  frequency  of 


reports  in  the  literature  over  the  past 
two  decades,  one  would  assume  that 
extra-abdominal  desmoids  are  more 
common  than  once  were  thought.  They 
have  been  reported  arising  in  the  thigh, 
popliteal  space,  gluteus  maximus,  ad- 
ductor longus,  pectoralis  major,  ser- 
ratus  anterior  muscles,  and  retroperi- 
toneal region,  the  broad  ligament,  the 
breast,  the  pelvic  floor,  and  the  iliac 
fossa.  Their  anatomical  distribution  is 
as  follows:  27.7  percent  in  the  upper  ex- 
tremity, especially  in  and  about  the 
shoulder  girdle,  22.2  percent  in  the 
lower  extremity,  20.8  percent  in  the 
trunk,  11.1  percent  in  the  neck,  and 
18.0  percent  in  miscellaneous  sites. 
They  have  been  reported  in  an  age 
range  from  age  8 months  to  79  years, 
with  a peak  age  incidence  between  20 
and  40  years  of  age.  There  appears  to  be 
a higher  female  preponderance  partic- 
ularly among  Negro  women. 

Pathological  Features 

The  precise  criteria  for  the  diagnosis 
of  extra-abdominal  desmoids  were 
recently  reviewed  and  updated  in  a 
well-documented  clinicopathological 
study. ^ The  lesions  appear  grossly  cir- 
cumscribed and  are  found  within 
musculoaponeurotic  structures.  The 
long  axis  of  the  lesion  is  oriented  in 
the  direction  of  the  fibers  of  the 
muscle  bundles.  They  are  firm  and 


rubbery  and  on  section  are  gray-white 
and  often  trabeculated  (figure  1 ) with  a 
tendency  to  infiltrate  the  surrounding 
structures.  Microscopically  they  often 
superficially  resemble  a fibroma  (fig- 
ure 2)  in  which  bundles  of  striated 
muscle  are  seen  in  various  stages  of  at- 
rophy. Collagenous  fibers  are  arranged 
in  large,  interwoven,  and  sometimes 
fascicular  bundles.  Fibroblasts  are 
present  with  elongated,  nor- 
mochromatic  nuclei  dispersed  between 
collagen  fibers  (figure  3).  They  have  a 
sparse  vascular  supply  and  infiltrate 
muscle  and  connective  tissue,  but 
spare  vessels,  nerves,  and  joint  cap- 
sules. At  times  the  regenerating 
skeletal  muscle  fibers,  with  centrally 
placed  nuclei,  may  give  rise  to  the  false 
impression  of  tumor  giant  cells  (figure 
4). 

Differential  Diagnosis 

The  extra-abdominal  desmoid  ap- 
pears to  occupy  an  intermediate  posi- 
tion between  a fibroma,  microscop- 
ically. and  its  malignant  counterpart, 
the  low-grade  fibrosarcoma.  This 
is  precisely  why  these  entities  are  often 
overdiagnosed  as  low-grade  fibrosar- 
comas when  they  arise  in  abnormal 
locations.  They  must  be  distinguished 
from  other  pathologic  entities,  such  as; 

(1)  fibromas,  (2)  keloids,  (3)  palmar 
and  plantar  fibromatoses.  (4)  nodular 
pseudosarcomatous  fasciitis,  (5)  con- 
genital generalized  fibromatoses,  and 
(6)  generalized  fibrous  hamartomas  of 
infancy.  Pathologically  these  entities 
represent  a spectrum  of  proliferative 
fibrous  processes,  the  histologic  ap- 
pearance of  which  overlap  one 
another.  Therefore,  on  purely  histo- 
logic grounds,  without  taking  into  ac- 
count such  clinical  information  as  the 
age  of  the  patient  and  location  of  the 
lesion,  it  is  often  impossible  to  reach 
any  meaningful  diagnostic  and  prog- 
nostic conclusions.  An  accurate  patho- 
logic diagnosis  is  mandatory  if  the  pa- 
tient is  to  be  spared  unnecessary  and 
sometimes  mutilating  surgery. 

The  following  clinical  factors  should 
be  considered  in  establishing  a defini- 
tive diagnosis:  (1)  extra-abdominal 
desmoids  have  a protracted  course 
which  is  often  measured  in  decades; 

(2)  There  is  no  established  evidence 
that  trauma  initiates  the  pathologic 
process;  (3)  Hormonal  factors  which 


Figure  2.  Photomicrograph  of  tumor  from 
Case  1 showing  skeietal  muscle  atrophy. 
Elongated  and  interlacing  bundles  of 
fibrous  tissue  and  collagen  are  seen  in- 
timately surrounding  the  muscle  fibers. 
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Figure  3.  Photomicrograph  of  tumor  from 
Case  2 showing  similar  microscopic  fea- 
tures. Rather  prominent  skeletal  muscle 
bundles  are  seen  in  the  left  lower  and 
upper  portions  of  the  view  with  collagen 
and  fibroblasts  comprising  the  bulk  of 
the  adjacent  tissue. 


Figure  4.  High  power  photomicrograph 
of  skeletal  muscle  bundle  undergoing  at- 
rophy and  giving  a false  impression  of  a 
giant  r.eli. 


influence  the  growth  of  the  process 
have  been  discounted;  (4)  In  the  ma- 
jority of  cases,  the  process  presents  as 
a painless  tumor;  (5)  No  evidence  of 
metastases  or  malignant  transforma- 
tion occurred  in  the  reports  reviewed 
and  any  information  contrary  to  this 
should  immediately  make  one  suspect 
the  original  diagnosis;  and  (6)  The 
most  persistent  and  striking  finding  is 
their  tenacious  propensity  to  recur. 

Treatment 

The  extra-abdominal  desmoid 
presents  a true  challenge  to  the  surgeon 
since  it  blends,  imperceptibly  at  times, 
into  normal  tissues.  In  muscle  they  ac- 
tually form  aponeurotic  bundles  of  ma- 
ture collagen  which  appear  normal, 
other  than  the  fact  that  they  may  insert 
contradictory  to  the  muscles’  physio- 
logic pull  or  normal  anatomy  of  inser- 
tion. The  surgeon  must  resect  a 
mesenchymal  bloc  lateral  to  the  central 
core  of  gray,  granular,  tumor.  Any  sus- 
picion, no  matter  how  slight,  should  be 
treated  by  wide  extirpation,  gy 

allowing  nerves  and  vessels  to  remain, 
subsequent  myocutaneous  reconstruc- 
tion can  be  planned  after  sustained  ar- 
rest or  cure  of  tbe  disease  has  been  ef- 
fected. The  delay  time  of  recurrence 
makes  it  difficult  to  assess  the  value  of 
X-ray  treatment,  but  there  seems  to  be 
a sustained  arrest  following  its  use. 


especially  when  a major  joint  or  vital 
viscus  is  involved. 

Conclusions  and  Summary 

The  number  of  reports  of  extra-ab- 
dominal desmoids  has  increased  rather 
dramatically  in  the  past  two  decades. 
This  is  attributable,  not  to  an  increase 
in  incidence,  but  rather  to  the  recogni- 
tion of  the  fibrous  process  as  a distinct 
entity  resulting  from  more  accurate 
diagnosis.  Accurate  diagnosis  depends 
upon  both  the  microscopic  appearance 
and  the  clinical  presentation  of  the 
tumors.  The  history  should  encompass 
a history  of  chronicity,  age,  sex,  and 
anatomic  distribution.  Accurate  diag- 
nosis is  essential  in  order  to  spare  the 
patient  unnecessary  and  often  muti- 
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amounts  of  time  and  service  devoted 
by  Mrs.  Beth  Stine  in  acquiring  and 
cataloging  material  and  typing  the 
manuscript. 


lating  surgery  which  often  includes 
wide  ablation  of  soft  parts  and  sur- 
rounding, grossly  normal  tissue,  some- 
times including  the  removal  of  entire 
muscle  bundles.  This  rationale  results 
from  the  aggressive  nature  of  the 
lesions  and  their  proclivity  to 
recur.  □ 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASES 

Pittsburgh;  January  17  - February  7,  1972 
AMA  — Cardiac  Auscultation  and  Examination;  by 
Pitt;  at  Presbyterian-University  Hosp.;  2y2  hrs.  per 
day;  1 day  per  week;  4 weeks;  10  hrs  AAGP  credit 
requested;  fee  = $100.  Contact  William  M.  Cooper, 
M.D..  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Sayre;  June  28.  1971  — February  1.  1972 

Rotating  Specialty  Seminar/Cardiovascular  Dis- 
ease; at  Robert  Packer  Hosp.;  1 hr.  per  day;  1 day 
per  week;  17  weeks;  17  hrs.  AAGP  credit 
approved.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
D.M.E.,  Robert  Packer  Hosp.,  Guthrie  Square, 
Sayre  18840. 


DERMATOLOGY 

Sayre;  August  10.  1971 — June  6,  1972 
Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  6 weeks;  6 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D..  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square.  Sayre  18840. 


ENDOCRINOLOGY 
, Sayre;  July  20.  1971 — May  23,  1972 
• Rotating  Specialty  Seminar/Endocrinology;  at 
) Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAGP  credit  approved.  Con- 
i tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
’ Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27.  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
; 1 hr.  per  day;  1 day  per  week;  40  weeks;  40  hrs. 

AAGP  credit  approved.  Contact  Thomas  L. 
I Leaman,  M.D.,  Chrm.,  Dept,  of  Family  & Communi- 
; ty  Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 
• Philadelphia;  March  3 - April  7,  1972 

AMA  — Gastroenterology  Seminar  (Basic  Con- 
I cepts  in  the  Modern  Diagnosis  & Management);  at 
! Hahnemann;  3V2  hrs.  per  day;  1 day  per  week;  6 
' weeks;  21  hrs.  AAGP  credit  requested;  fee  = $60. 

' Contact  Frederick  K.  Heath.  M.D.,  Dir.,  Cont. 

Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
■ 19102. 


GENERAL  MEDICINE 

Abington  Memorial  Hospital;  January  20 — March 
21,  1972 

Endocrine  Problems  in  Family  Practice;  by 
Montgomery  County  Academy  of  Family  Practice; 
2y2  hrs.  ea.  day;  1 day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  = 30; 
fee  = $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001. 


Allentown  Hospital;  September  9,  1971  - June  8, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  1 day  ea. 
mo.;  3 hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  = none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Altoona  Hospital;  October  7,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  2 days  ea. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  Stale  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  Stale — Pennsylvania  Stale  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medicai  Coliege  of  Pennsylvania 


mo.;  2 hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  - May  18.  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
catien;  by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1 day  ea.  mo.;  3 hrs.  per  day;  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  - May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Chester;  September  7,  1971 — May  23.  1972 

AMA — Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D.. 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Coatesville  VA  Hospital;  September  23, 
1971_May  25,  1972 

The  Laboratory  and  the  Clinician;  1 hr.  a day;  1 
day  per  mo;  9 hrs.  AAGP  credit  requested.  Con- 
tact John  C.  Cottrell,  M.D..  Chief.  Laboratory  Serv- 
ices. Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  - April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  - April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
of  Monroe  County;  3 hrs.  per  day;  1 day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  - June  21, 
1972 


AMA — What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  11/2  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971 -May  12,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; at  St.  Vincent  Hospital:  by  Jefferson  and 
Penn  State;  3 hrs.  per  day;  1 day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


Gettysburg;  January  19  - April  19,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat- 
ing Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital:  October  20,  1971  - May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Harrisburg;  September  30,  1971  — January  20, 
1972 

Continuing  Education  Program  1971-1972;  at 
Community  General  Osteopathic  Hosp.;  8 Thurs.; 
21/2  hrs.  per  day:  fee  = $60  ($10  ea.  single  ses- 
sion); AAGP  and  ACGP  credit  requested.  Contact 
Charles  M.  Worrell,  D.O.,  D.M.E.,  Community  Gen. 
Osteopathic  Hosp.,  4300  Londonderry  Rd.,  Harris- 
burg 17109. 


Hazleton  State  General  Hospital;  September  1 - 
June  1 

AMA  (required  credit)  — A Program  of  Con- 
tinuing Medical  Education:  by  U.  of  Pa.;  T'/2  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson. 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Johnstown;  September  23,  1971  - March  9,  1972 
AMA  — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Memorial  Hosp.;  by  Jef- 
ferson and  Penn  State:  7 sessions;  2 hrs.  AAGP 
credit  approved  for  ea.  session.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
W'alnut  St.,  Philadelphia  19107. 


Lancaster  General  Hosp.;  September  7,  1971  - May 
30,  1972 

Continuing  Education  Program;  1 day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested:  fee 
= none.  Contact  John  H.  Esbenshade,  Jr.,  M.D., 
Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St..  Lancaster  17604. 


Lancaster  Osteopathic  Hospital:  September  23, 
1971  - May  25,  1972 

AMA  — Continuing  Education  Program;  by  Hah- 
nemann; 2 hrs.  per  day;  1 day  per  week;  17  weeks: 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath.  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  November  3.  1971  - May  2,  1972 

AMA  — A Continuing  Medical  Education  Pro- 
gram; by  Jefferson  and  Penn  State;  at  Quentin 
Riding  Academy;  1 day  every-other  mo.;  2 hrs.  per 
day;  8 hrs.  AAGP  credit  requested:  fee  = none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson.  1025  Walnut  St.,  Philadelphia 
19107. 
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Lewistown  Hospital;  February  9 - April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043. 


Lock  Haven  Hospital;  December  15,  1971  - April 
19,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  1 7043. 


Meadville;  September  1,  1971  - May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  1 , 1971  - May  3,  1972 
Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1 day  ea.  mo.;  2 hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  = none.  Con- 
tact John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  January  4 - May  16,  1972 

AMA  — Current  Topics  of  Interest  to  the  Family 
Physician;  at  Jefferson;  2 hrs.  per  day;  1 day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  = $150.  Contact  John  H.  Killough,  Ph.D., 
M.D..  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  - June  22,  1972 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea,  mo.  except  July;  1 hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  = 30;  fee 
= none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St..  Pitts- 
burgh 15201. 


Pittsburgh;  September  2.  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  = $50  for  ea.  10-week  series.  Con- 
tact Paul  W.  Dishart,  M.D.,  D.M.E..  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  October  17,  1971  - March  19,  1972 
AMA  — Workshops  in  Medicine;  at  Western 
Pennsylvania  Hospital;  6 AAGP  credit  hrs.  for  ea. 
course  — 6 in  series;  fee  = $20  ea.  course  (no 
fee  for  residents,  interns  and  medical  students), 
luncheon  included.  Contact  Postgraduate  Educa- 
tion Secretary,  House  Staff  Office,  Western  Penn- 
sylvania Hosp.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 


Pittsburgh;  October  21 , 1971  - June  1 , 1972 

Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1 day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  = $10  per  ses- 
sion ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall.  Pittsburgh  15213. 

Pittsburgh;  July  14,  1971  - June  23.  1972 

Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  fee  = none.  Contact  Paul 
W.  Dishart.  M.D.,  D.M.E. , St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  1 5201 . 


Pottsville  Hospital;  September  2.  1971  - June  1 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2 hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean.  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971  - May  23,  1972 

1971-1972  Continuing  Education  Program;  at  St. 
Joseph's  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 


1 hr.  ea.  day;  8 hrs.  AAGP  credit  approved.  Con- 
tact Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph's  Hosp.,  Reading  19610. 


St.  Marys;  October  24,  1971  - April  23,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  tee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt.  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening; 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo.;  9 months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath, 
M.D..  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971  - 
March  1.  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres.  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave., 
Somerset  1 5501 . 


Tunkhannock;  March  8 - May  10,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9 hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education).  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  - Febru- 
ary 23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper.  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro  - November  17,  1971  - April  19.  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd..  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971 

March  10,  1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3 hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  = none.  Contact  John  H. 
Killough.  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


York  Hospital;  September  16.  1971  - April  27,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  Thursday 
each  week;  3 hrs.  per  day;  AAGP  credit  approved; 
30  weeks;  fee  = $50  ($10  ea.  session).  Contact 


John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1971  - June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 

internaTmIdicine 

Philadelphia;  October  6,  1971  - May  31,  1972 
AMA  — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  ea.  day;  1 day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  — Hematology  & Medical  Oncology, 
October  6 to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol- 
ogy & General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102, 

MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen,  Hosp.,  145  N.  Sixth  St., 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  13,  1971  - May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


NEUROLOGY 

Sayre;  August  9,  1971  - March  21,  1972 

Rotating  Specialty  Seminar/Neurology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
weeks;  9 hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  VA  hrs.  per  day; 
1 day  per  week;  30  weeks;  min.  enrollment  8;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 1 9401 . 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Womens  Hosp.;  3V2  hrs.  per  day;  1 day  per 
week;  two  successive  Fridays;  7 hrs.  AAGP  credit 
requested;  fee  = $50.  Contact  Marvin  C.  Rulin, 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  1 5213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971— May  22,  1972 

S-Recent  Trends  on  Ophthalomology;  IVi  hrs. 
per  day;  1 day  per  mo.;  9 mos.  13  hrs.  total;  max, 
enrollment=  15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia;  September  27,  1971  - January  24, 
1972 

AMA  — Experimental  Design,  Statistics  and 
Fortran;  at  Hahnemann;  2 hrs.  per  day;  2 days  per 
week;  15  weeks;  58  hrs.  AAGP  credit  requested; 
fee  = $300.  Contact  Frederick  K.  Heath,  M.D.,  Dir. 
Cont.  Educ.,  Hahnemann,  230  N,  Broad  St., 
Philadelphia  19102. 


Philadelphia  General  Hospital;  September  29. 
1971  - May  31,  1972 

AMA  — Current  Concepts  in  Clinical  Phar- 
macology; by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1 day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 
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PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971— June  12,  1972 

S-Seminar  in  Psychiatry;  V/i  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=30;  fee=none.  Contact  William  H.  Mahood, 
M.D..  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001. 


Abington  Memorial  Hospital;  March  7 — May  9, 
1972 

S-Marital  Therapy;  2 hrs.  per  day;  1 day  per 
week;  10  weeks;  max.  enrollment=  20;  fee  = $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  19001. 


Danville;  September  8,  1971  - April  12,  1972 
AMA  — Psychiatry  and  Community  Mental 
Health;  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  5 weeks;  12  hrs.  AAGP  credit 
requested;  fee=$5.  Contact  Sydney  E.  Pulver, 
M.D..  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Easton  Hospital;  September  27.  1971  - June  26. 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 
nemann; V/i  hrs.  per  day;  1 day  per  mo.;  9 mos.; 
131/2  hrs.  AAGP  credit  requested;  fee=none.  Con- 
tact Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Harrisburg  Polyclinic  Hospital;  November  12,  1971 
- May  5,  1972 

AMA  — Continuing  Education  Program  in  Psy- 
chiatry for  the  Clinician;  1 hr.  ea.  day;  1 day  per 
week;  20  weeks;  20  hrs.  AAGP  credit  approved; 
fee— $5.  Contact  John  M.  Hume,  M.D.,  Chief, 
Dept,  of  Psychiatry,  Harrisburg  Polyclinic  Hosp., 
Harrisburg  17105. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12.  1972 

S — Intensive  Review  of  Psychiatry;  I'A  hrs. 
per  day;  1 day  per  week;  31  weeks;  min.  enroll- 
ment  = 8;  fee  = $100.  Contact  John  D.  Pruitt.  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists. 
Norristown  State  Hosp.,  Stanbridge  & Sterigere 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  January  7 - February 
18,  1972 

S — Management  of  Adolescent  Behavorial 
Disorders;  I'/j  hrs.  per  day;  1 day  per  week;  7 
weeks;  min.  enrollment  = 8,  fee  =$30.  Contact 
John  D.  Pruitt.  M.D.,  Dir.,  Program  for  Cont.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  & Sterigere  Sts.,  Norristown  State 
Hosp.,  Stanbridge  & Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital;  March  3 - May  19,  1972 
S — Family  Therapy  II;  11/2  hrs.  per  day;  1 day 
per  week;  10  weeks;  min.  enrollment  = 8; 
fee  = $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401. 


Norristown;  (dates  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  = $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1971  - June  6,  1972 
S/AMA  — Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  V/2  hrs.  ea.  day;  1 day 
ea.  mo.;  10  mos.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  October  6,  1971  - February  16.  1972 
AMA  — Psychiatric  Problems  of  Children;  by 
Hahnemann;  2 hrs.  per  day;  1 day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  = $75. 


Contact  Paul  Jay  Fink,  M.D.,  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  7,  1971  - February  17,  1972 
AMA  — Medical  Hypnosis;  at  The  Institute  of 
Pa.  Hosp.;  by  The  Institute,  PMS  and  PAGP;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  80  hrs.  AAGP 
credit  requested;  fee  = $150.  Contact  Sydney  E. 
Pulver,  M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  13,  1971  - May  17,  1972 
AMA  — Seminars  in  Psychotherapy:  Short-term, 
Crisis  & Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks  per  semi- 
nar; AAGP  credit  requested;  fee  = $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink. 
M.D.,  Dir.  of  Educ.  & Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  December  2,  1971  - April  20,  1972 
AMA  — New  Dimensions  in  Patient  Care;  by 
The  Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The 
Institute;  2 hrs,  per  day;  1 day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested;  fee=$100.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp.,  Ill  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  January  10  - March  13,  1972 

S/AMA  — Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  fee  = $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists.  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  January  10  - February  14,  1972 
S/AMA  — Psychopharmacology;  by  the  Institue 
of  Pa.  Hosp.  and  U.  of  Pa.;  V/2  hrs.  per  day;  1 day 
per  week;  6 weeks;  fee=$100.  Contact  Peter  B. 
Bloom.  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  - February  29,  1972 
S/AMA  — Treating  Today's  Adolescent:  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  V/2  hrs.  per 
day:  1 day  per  week;  8 weeks;  fee  = $100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  March  18  - May  27,  1972 
S/AMA  — Principles  and  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.  and  The  Institute;  2 hrs.  ea.  Saturday:  10 
weeks;  fee  = $100;  max.  enrollment=  1 5.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator  of  Cont. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N,  49th 
St.,  Philadelphia  19139. 


Philadelphia;  March  22  - May  24,  1972 
AMA  — Adolescence  and  the  Youth  Culture:  by 
Hahnemann;  2 hrs.  per  day;  1 day  per  week;  10 
weeks;  AAGP  credit  requested;  fee=$75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St..  Philadelphia  19102. 


Philadelphia;  March  22-May  24,  1972 

S/AMA  — Advanced  Marital  Therapy  — Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia:  2V2  hrs.  per  day;  1 day  per  week;  10 
weeks;  fee  = $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator.  Cont.  Educ.  for  Psychiatrists.  The  In- 
stitute of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971  — May  8,  1972 

Rotating  Specialty  Seminar/Psychiatry;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square.  Sayre  18840. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

February  7 - March  13.  1971;  Philadelphia  (repeat 
May  1 - June  23,  1972) 

PG/AMA  — Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ARTHRITIS  & RHEUMATISM 
Continuous;  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks;  fee  = $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (2  or  3 weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics;  Car- 
diac Care  Unit;  Electrophysiology;  Vector-Elec- 
trocardiography and  Cardiovascular  Phar- 
macology; Atherosclerosis  and  Lipid  Metabolism: 
Phono-Echo;  Clinical  Cardiology  and  Car- 
diovascular Surgery;  at  Hahnemann;  6,  7,  8,  or  9 
hrs.  per  day;  10  or  15  days;  fee  = $300  ea.  sub- 
section. Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


January  11,  1972;  Pittsburgh 

0/AMA  — An  Approach  to  the  Care  of  the 
Coronary  Patient;  by  Pitt;  at  Scaife  Hall;  4 hrs. 
AAGP  credit  requested;  fee  = $20.  Contact 

William  M.  Cooper,  M.D.,  Dir..  Div.  of  Cont.  Educ., 
Pitt.  1022-H  Scaife  Hall,  Pittsburgh  51213. 


March  13-15,  1972;  Philadelphia 

C/AMA  — Non-Invasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  = members  $70;  non- 
members $110.  Contact  Miss  Carole  Mintz,  Dept, 
of  Med.  Educ.,  American  Heart  Assoc.,  44  E.  23rd 
St.,  New  York,  N Y.  10010. 


March  16-17,  1972;  Philadelphia 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Emergency  Care  Research  in- 
stitute; by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7 hrs.  ea.  day;  fee=$40.  Con- 
tact Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 


March  21-22,  1972;  Pittsburgh  (repeat  starting 
June  6,  1972) 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7 hrs.  per  day;  2 days: 
fee  = $40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


March  13-15,  1972:  Philadelphia 

C/AMA  — Non-InvasIve  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa. ; fee  (for  Fellows)  — $60.  Con- 
tact Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri- 
can Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


April  10-21,  1972;  Philadelphia 

C/AMA  — Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah- 
nemann; 7 hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  = $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  — Bedside  Diagnosis  of  Heart  Disease: 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAGP  credit  requested:  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  Inhalation  Therapy:  Pulmonary 
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Physiology:  Respiratory  intensive  Care:  at  Hah- 
nemann: 7,  8.  or  9 hrs.  per  day:  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  1 9102. 


Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann,  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St,,  Philadelphia  19102. 


members  and  ACP  Latin  American  Fellows  = $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


March  14-25,  1972;  Allentown  Hospital 

M/AMA  — A Workshop  in  Resoiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2 weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


February  28-March  10,  1972;  Philadelphia 

PG  — Bronchoesophagology;  at  Temple;  $350 
fee:  planned  for  chest  physicians,  thoracic  sur- 
geons, anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


May  3-6,  1972;  Philadelphia 
C/AMA  — Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4 days:  25 
hrs.  AAGP  credit  approved;  fee  = $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


May  25-27,  1971 ; Pittsburgh 

AMA/C  — Critical  Care  (Acute)  Medicine;  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con- 
tinuing Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chicago,  III 
6061 1 . 


EMERGENCY  MEDICINE 

February  7-18,  1972;  Philadelphia  (repeat  May  2- 
13.  1972) 

PG/AMA  — Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8 hrs.  ea.  day;  10  days;  fee  = $400. 
Contact  Frederick  K.  Heath.  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


ENDOCRINOLOGY 
March  6-31.  1972:  Philadelphia 

PG/AMA  — Endocrinology  and  Metabolism  Tu- 
toriai  Courses:  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  = $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir..  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadeiphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O — Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6 hrs. 
AAGP  and  ACGP  credit  requested;  fee  = $10; 
min.  enrollment  = 20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  — Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  (s  $500;  programs 
available  in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry. Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac- 
tivities, M.C.P..  3300  Henry  Ave.,  Philadelphia. 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi- 
tals (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsubrgh  15213. 


May  4-6,  1972;  St.  Davids 

C — Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2y2  days;  15  hrs. 
AAGP  credit  approved;  fee  = $35.  Contact 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 


HEMATOLOGY 
March  27-29.  1972;  Erie 

C — Annual  Meeting,  Pa,  Association  of  Blood 
Banks;  at  Gannon  College;  16  hrs.  scientific  and 
administrative  program  (noon  Monday,  to  noon 
Wednesday);  fee  = members  (M.D.  or  Ph,D.)  $5. 
(technologists)  $3:  non-members  $15  and  $6.  Con- 
tact Richard  B.  Eisenberg,  M.D.,  P.O.  Box  184, 
Erie  61512. 


INTERNAL  MEDICINE 
January  20,  1972;  Pittsburgh 

0/AMA  — Symposium  on  Breast  Cancer;  by  Pitt, 
American  Cancer  Society  and  Western  Pa.  RMP; 
at  Scaife  Hall;  8 hrs.  AAGP  credit  requested;  fee 
= $20.  Confact  William  M.  Cooper,  M.D.,  Dir.,  Div, 
of  Cont,  Educ.,  Pitt.  1022-H  Scaife  Hall,  Pittsburgh 
51213. 


March  20-24,  1972;  Philadelphia 

C/AMA  — Specifically  Treatable  Diseases 
(Emphasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn- 
sylvania Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  = $80,  non-members  = $125,  candidate 


MALIGNANT  DISEASE 

February  7 - March  3,  1972;  Philadelphia  (repeat 
April  3-28,  1972) 

PG/AMA  — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee  = $400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N,  Broad 
St.,  Philadelphia  19102. 


NEPHROLOGY 

June  5-7,  1972;  Philadelphia 

C/AMA  — Nephrology  for  the  Practicing  Physi- 
cian; by  Hahnemann:  at  Holiday  Inn;  7 hrs,  ea. 
day;  3 days:  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
Educ.,  Hahnemann.  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA — Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
fee=$250);  Neuropathology;  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
fee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D..  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St,,  Philadelphia  19102. 


PEDIATRICS 
April  13,  1972;  Hershey 

O — Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershey;  7 
hrs.  AAGP  credit  requested;  min.  enroli- 
ment=100,  fee  = $15.  Contact  PMS  (Matern. 
Health).  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 

C — Twenty-first  Pediatric  Postgraduate  Semi- 
nar; by  Temple:  at  St.  Christopher's  Hosp.  for 
Children;  6 hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  John  B.  Bertram, 
M.D.,  St.  Christopher's  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


RADIOLOGY 
Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8 hrs.  per  day;  5 days  per  week;  3 weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann.  230  N.  Broad  St..  Philadelphia 
19102. 


SURGERY 

January  23-29,  1972;  Pittsburgh 

C — Concepts  of  Soft  Tissue  Surgery;  at  Mercy 
Hospital;  by  Amer.  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.;  fee  = $400  (special 
rates  for  residents  and  military  personnel).  Con- 
tact John  T.  Dickinson.  M.D.,  D.Sc.,  G-2  M.D. 
Bldg.,  1501  Locust  St.,  Pittsburgh  15219. 
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PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


classified 


PHYSICIANS  WANTED 

Wanted  — - Family  physicians,  inter- 
nist, pediatrician,  and  orthopedist  for 
solo  but  medically  congenial  practice 
in  128  bed  JCAH  accredited  hospital 
in  well-located  southern  Indiana  city. 
Contact:  Maury  Gray,  administrator, 
Dunn  Memorial  Hospital,  Bedford,  In- 
diana 47421. 

General  or  Family  Practitioners 
needed  — to  locate  in  Northeastern 
Pa.  Excellent  opportunity  to  join  a 
five-man  group  practicing  comprehen- 
sive medicine.  Located  in  Endless 
Mountains,  hunting,  fishing,  boating 
and  skiing.  Three  hours  from  metro- 
politan areas.  Affiliated  with  private 
hospital,  fully  accredited,  and  modern 
extended  care  facility.  Contact  Eudora 
S.  Bennett,  R.N'.,  Administrator, 
Montrose  General  Hospital,  Montrose, 
Pa.  1 8801 . Telephone  collect:  l-(7!7)- 
278-3801. 

Family  Physician  — Join  two 
diplomates  of  Family  Practice,  25  miles 
from  hospitals  in  Harrisburg  (as- 
sociated with  Hershey  and  Hahnemann 
Medical  Colleges),  Lewistown,  and 
Carlisle.  All  hospital  admissions 
referred.  Starting  salary  $25,000,  full 
partnership  in  one  year.  W.H.  Magill, 
M.D.,  and  J.O.  Rumbaugh,  Jr.,  M.D., 
Newport,  Pa.  17074. 

Internist.  Opportunity  to  practice  in 
suburban  Philadelphia.  Guarantee  with 
option  to  join  association.  Pennsyl- 
vania license  or  equivalent  required. 
Write  Department  600,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

Internist.  Philadelphia  area.  Seeks  full 
or  part  time  association  leading,  at  the 
time  of  retirement,  in  six  or  seven 
years,  to  full  ownership  in  corpora- 
tion practice  with  excellent  plans  and 
fringe  benefits.  Write  Department  601, 
Pennsylvania  Medicine,  20  Erford 
Road,  Lemoyne,  Pa.  17043. 

Position  open  for  Psychiatrist-Execu- 
tive Director  of  established  psychiatric 
clinic  which  contracts  for  two  Base 


Service  Units  of  MH/MR  Program. 
Board  eligible  or  certified.  Three  years 
of  psychiatric  residence  or  two  years  of 
genera!  psychiatry  and  one  year  of  child 
psychiatry.  Some  experience  in  clinical 
work  preferred.  Pennsylvania  license 
required.  Salary  open  depending  on  ex- 
perience and  qualifications.  Private 
practice  permitted  outside  of  clinic. 
Contact  C.  McSparren,  Jr.,  M.D., 
Lancaster  Guidance  Clinic,  630  Janet 
Ave.,  Lancaster,  Pa. 

Locum  Tenens:  Try  Family  Practice 
for  one  year!  Further  association  pos- 
sible. Start  summer  1972.  Bucks 
County,  near  Philadelphia.  No  OB.  Sal- 
ary or  percentage.  Write:  P.O.  Box  675, 
Levittown,  Pa.  19058. 

Psychiatrist— -to  be  Assistant  Superin- 
tendent of  Dixrnont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500  bed  hospi- 
tal. Requires  Pennsylvania  license, 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixrnont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412)761-1780. 

P§ychlatrists  or  MD’§  with  experience 
in  mental  hospitals.  Full  and  part  time 
positions  available  in  modern  900-bed 


NP  center.  Starting  per  annum  salary 
range  (depending  on  qualifications) 
from  $17,761  to  $27,483  with 
scheduled  periodic  increments.  Ex- 
cellent fringe  benefits  available  include 
life  insurance,  health  insurance,  liberal 
retirement  program,  vacation,  sick 
leave  and  leave  to  attend  professional 
meetings.  Full  and  unrestricted  license 
from  any  state  acceptable.  Moving 
costs  (travel  and  transportation)  may 
be  supported  for  full-time  appointees. 
Non-discrimination  in  employment. 
WHY  NOT  CONSIDER  A CAREER 
WITH  THE  VETERANS  ADMINIS- 
TRATION? Contact  Chief  of  Staff, 
VA  Hospital,  Leech  Farm  Road,  Pitts- 
burgh, Pa.  15206;  or  telephone  (412) 
363-4900  Ext.  231. 

Medical  Officer-—  VA  Regional  Of- 
fice, Pittsburgh,  Pa.  Needed  for  ap- 
pointment as  medical  member  of  rat- 
ing board  determining  eligibility  in 
regard  to  claims  for  service-connected 
death  or  disabilities.  Entrance  salary: 
$19,549  w'ith  increments  through 
$24,048.  Excellent  fringe  benefits. 
Contact  Mr.  John  Hricik,  Personnel 
Officer,  VA  Regional  Office,  602  Fed- 
eral Building,  Pittsburgh,  Pa.  15222. 

Full-time  Accident  Ward  Physicians 
Wanted:  for  Delaware  County  Memori- 
al Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  Administrator.  Tele- 
phone: (215)  259-3800. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  ot  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUiVIBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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Physicians  needed  in  family  oriented 
community  in  Eastern  Pennsylvania. 
Town  6,500;  rural  drawing  area 
25,000  population.  Good  schools  and 
recreational  facilities.  V2  hour  to 
urban  center  of  300,000.  In  foothills  of 
Pocono  Mountains  and  very  near 
State/Federal  recreation  areas,  offering 
camping,  hunting,  fishing,  boating  and 
skiing.  Long-established  accredited, 
80-bed,  open  staff  hospital  in  two  year 
new  building  housing  medical,  sur- 
gical, obstetrical-gynecology,  nursery, 
pediatrics,  intensive  care  and  emer- 
gency room.  Specialty  services 
directed  by  either  Board  certified  or 
Board  eligible  physicians.  Office  space 
in  hospital  if  desired.  Assurance  of  an 
income  during  establishment  of  prac- 
tice will  be  considered.  Address  inqui- 
ries to  Miss  Barbara  Spadt,  Adminis- 
trator, The  Palmerton  Hospital,  135 
Lafayette  Avenue,  Palmerton,  Penna. 
18071. 

General  Practitioners  needed  due  to 
doctor’s  retirement.  Beautiful,  un- 
crowded Northcentra!  Pennsylvania 


Community.  Hospital  nearby.  Oppor- 
tunity for  two  or  more  physicians. 
Reply  Box  602.  Pennsylvania  Medi- 
cine. 20  Erford  Rd..  Lemoyne,  Pa. 
17043. 

INSTRUMENTS  WANTED 

Obstetrical  Forceps — Old,  Antique, 
Odd.  Not  Elliott  or  Simpson  types. 
Contact:  Edgar  Habeck,  M.D.,  5631 
West  Lincoln  Ave.,  West  Allis  19, 
Wise.  53219. 

FOR  SALE 

For  Sale — General  Practice  including 
8 room  house  with  attached  4 room  of- 
fice. Doctor  leaving  practice  of  18 
years  because  of  health.  Replacement 
needed.  Contact:  Robert  P.  Gerhart, 
M.D.,  763  Grove  Avenue,  South- 
ampton, Pa.  18966.  Telephone:  (215) 
357-0733. 

Physician’s  Office.  Furnished  or  unfur- 
nished. Six  rooms,  suitable  for  family 
practice  or  other  specialty.  Located  in 


beautiful  centra!  Pennsylvania.  Write 
Box  598,  Pennsylvania  Medicine,  20 
Erford  Rd.,  Lemoyne,  Pa.  17043. 
Present  owner  plans  to  retire. 

Radiologic  office  available  for  lease 
and  sale  or  lease  rental  purchase  ar- 
rangement. Fully  equipped  with 
300Ma,  125Kv,  diagnostic  fluoro- 

scopic unit  with  90  second  X-Omat. 
Free  space  present.  Beautifully  ap- 
pointed. Located  in  Northeastern 
Philadelphia.  Write  Box  599.  Pennsyl- 
vania Medicine.  20  Erford  Rd.. 
Lemoyne.  Pa.  17043. 

FOR  RENT 

Ridgway,  Pa.  Office  of  the  late  Dr. 
W.A.W.  Switzer,  G.P.,  Conveniently 
arranged  on  ground  floor.  Excellent 
location.  Elk  County  population 
37,770.  Immediate  occupancy.  Write 
or  call.  Mrs.  W.A.W.  Switzer, 
Ridgway,  Pa.  Telephone:  (814)  773- 
5113. 


UPO-NICM 

RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  o.  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  # TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 

ALSO  PROVIDES  CONCOMITANT 

administration  of  the  listed  vitamins. 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASe 


NOT  TIMED 

LIPO-NICIN^/IOOmg, 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  . . 25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000. 


NOT  TIMED 

UPO-NICrN®/250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg. 

Niacinamide  75  mg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCI  (B-1)  . . 25  mg. 

Riboflavin  (6-2)  2 mg. 

Pyridoxine  HCI  (B-6)..  10  mg. 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500,  1000. 


QRADUAL  RELEASE 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN®/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  300  mg. 

Vitamin  C (Ascorbic  Acid).  150  mg. 
Vita.  B1  (Thiamine  HCI)..  25  mg. 
Vitamin  B2  (Riboflavin)  . . 2 mg. 

Pyridoxine  HC!  (B-6)  ....  10  mg. 
DOSE:  1 to  2 capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a special  ba^se  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  itching,  In  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D..  JAMA,  Aug.  6.  1960,  Vol.  173,  No.  14,  P.  1563. 


Write  for  Literature  and  Samples 

The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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Pennsylvania  Medical  Society 

Officials  for  the  Year  1971-1972 


Officers 


PRESIDENT 


PRESIDENT-ELECT 


IMMEDIATE  PAST  PRESIDENT 


George  P.  Rosemond,  M.D. 
3401  N.  Broad  St. 
Philadelphia  19140 


Park  M.  Horton,  M.D. 
215  Church  St. 
New  Milford  18834 


William  A.  Limberger,  M.D. 
Lenape  and  Birmingham  Rds. 
Westchester  19380 


FIRST  VICE-PRESIDENT  SECOND  VICE-PRESIDENT  THIRD  VICE-PRESIDENT 


FOURTH  VICE-PRESIDENT 


Charles  K.  Rose,  Jr.,  M.D. 
Oakhurst  Manor,  R.D.  1 
Center  Valley  18034 


Charles  A.  Bikle,  M.D. 

19  N.  Fifth  Ave. 
Chambersburg  17201 


Edward  T.  Lis,  M.D. 
1 776  S.  Queen  St. 
York  1 7403 


Carmela  F.  deRivas,  M.D. 

700  Joseph  Drive 
Wayne  19087 


SECRETARY 

Raymond  C.  Grandon,  M.D. 

131  State  St. 
Harrisburg  17101 


TREASURER  AND 
EXECUTIVE  DIRECTOR 

John  F.  Rineman 

20  Erford  Rd. 
Lemoyne  17043 


SPEAKER 

HOUSE  OF  DELEGATES 

William  Y.  Rial,  M.D. 

1 1 1 Dartmouth  Ave. 
Swarthmore  19081 


VICE-SPEAKER 
HOUSE  OF  DELEGATES 

John  B.  Lovette,  M.D. 
353  Market  St. 
Johnstown  15901 


Judicial  Council 

William  F.  Brennan,  M.D.  Lewis  T.  Buckman,  M.D.,  Chairman 

1900  William  Penn  Highway,  Pittsburgh  15221  26  W.  River  St.,  Wilkes-Barre  18702 

Term  expires  1974  Term  expires  1974 

M.  Louise  Gloeckner,  M.D.  John  B.  Montgomery,  M.D.  Russell  B.  Roth,  M.D.,  Vice-Chairman 

1 10  E.  Fourth  Ave.,  Conshohocken  19428  1930  Chestnut  St.,  Philadelphia  1 9103  225  W.  Twenty-Fifth  St.,  Erie  16502 

Term  expires  1975  Term  expires  1973  Term  expires  1972 

Address  inquiries  to  office  of  Council  Secretary,  Raymond  C.  Grandon,  M.D.,  20  Erford  Rd.,  Lemoyne  17043 


Board  of  Trustees  and  Councilors 

David  S.  Masland,  M.D.,  Chairman 
Robert  S.  Sanford,  M.D.,  Vice-Chairman 


First  District — A.  Reynolds  Crane,  M.D.,  Pennsylvania 
Hospital,  Philadelphia  19107.  Term  expires  1974. 
Philadelphia  County. 

Second  District — LeRoy  A.  Gehris,  M.D.,  808  N.  Third 
St.,  Reading  19601.  Term  expires  1976.  Berks,  Bucks, 
Chester,  Delaware,  Lehigh  and  Montgomery  Counties. 

Third  District — Ralph  K.  Shields,  M.D.,  35  E.  Elizabeth 
Ave.,  Bethlehem  18018.  Term  expires  1975.  Carbon, 
Lackawanna,  Monroe,  Northampton,  Pike  and  Wayne 
Counties. 

Fourth  District — George  A.  Rowland,  M.D.,  101  State 
St.,  Millville  17846.  Term  expires  1973.  Columbia,  Mon- 
tour, Northumberland,  Schuylkill  and  Snyder  Counties. 

Fifth  District — David  S.  Masland,  M.D.,  313  S.  Hanover 
St.,  Carlisle  17013.  Term  expires  1973.  Adams,  Cum- 
berland, Dauphin,  Franklin,  Fulton,  Lancaster,  Lebanon, 
Perry  and  York  Counties. 

Sixth  District — H.  Thompson  Dale,  M.D.,  138  W. 
College  Ave.,  State  College  16801.  Term  expires  1974. 


Blair,  Centre,  Clearfield,  Huntingdon,  Juniata  and  Mifflin 
Counties. 

Seventh  District — Robert  S.  Sanford,  M.D.,  12  N.  Main 
St.,  Mansfield  16933.  Term  expires  1972.  Cameron, 
Clinton,  Elk,  Lycoming,  Potter,  Tioga  and  Union  Counties. 

Eighth  District — David  J.  Keck,  M.D.,  7 E.  Main  St., 
Fairview  16415.  Term  expires  1976.  Crawford,  Erie, 
Forest,  Mercer,  McKean  and  Warren  Counties. 

Ninth  District — Cyrus  B.  Slease,  M.D.,  183  S.  Jefferson 
St.,  Kittanning  16201.  Term  expires  1975.  Armstrong,  But- 
ler, Clarion,  Indiana,  Jefferson  and  Venango  Counties. 

Tenth  District — William  J.  Kelly,  M.D.,  721  Jenkins 
Bldg.,  Pittsburgh  15222.  Term  expires  1972.  Allegheny, 
Beaver,  Lawrence  and  Westmoreland  Counties. 

Eleventh  District — William  C.  Ryan,  M.D.,  W.  Fairview 
St.,  Somerset  15501.  Term  expires  1976.  Bedford,  Cambria, 
Fayette,  Greene,  Somerset  and  Washington  Counties. 

Twelfth  District — Orlo  G.  McCoy,  M.D.,  Box  195, 
Canton  17724.  Term  expires  1972.  Bradford,  Luzerne, 
Sullivan,  Susquehanna  and  Wyoming  Counties. 
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District  Censors 

(All  Are  Medical  Doctors) 


Adams — ^James  H.  Allison 
A llegheny — Robert  A.  Schein 
Armstrong — Arthur  R.  Wilson 
Beaver — Herman  Bush 
Bedford — William  E.  Palin 
Berks — Eugene  Mendelsohn 
Blair — ^John  W.  Hurst 
Bradford — Willis  A.  Redding 
Bucks — Stanley  F.  Peters 
Butler — Robert  C.  McCorry 
Cambria — Warren  F.  White 
Carbon — blames  Farr 
Centre — H.  Richard  Ishler 
Chester — Grant  W.  Bamberger 
Clarion — Theodore  R.  Koenig 
Clearfield — Fred  Pease 
Clinton — George  J.  Treires 
Columbia — ^James  F.  Youngkin 
Crawford — Robert  L.  Kirkpatrick 
Cumberland — Hans  S.  Roe 


Dauphin — Nathan  Sussman 
Delaware — ^Richard  H.  Flandreau 
Elk-Cameron  — James  L.  Hackett,  Sr. 
Erie — Robert  L.  Loeb 
Eayette — Harold  L.  Wilt 
Eranklin — Albert  W.  Freeman 
Greene — William  H.  Bartholomew 
Huntingdon — Thomas  Mainzer 
Indiana — Harold  L.  Edison 
Jefferson — Franklin  S.  Bizousky 
Lackawanna — ^Joseph  J.  O’Brien 
Lancaster — Charles  H.  Kurtz 
Lawrence — Gerald  H.  Weiner 
Lebanon — C.  Ray  Bell,  Jr. 

Lehigh — Frederick  R.  Bausch,  Jr. 
Luzerne — Donald  F.  Closterman 
Lycoming — Wilfred  W.  Wilcox 
McKean — Ralph  E.  Hockenberry 
Mercer — Robert  E.  Sass 
Mifflin-Juniata — ^John  R.W.  Hunter,  Jr. 


Monroe — Claus  G.  Jordan 
Montgomery — Rudolph  K.  Glocker 
Montour — Isaac  L.  Messmore 
Northampton — Walter  J.  Filipek 
Northumberland — Nicholas  Spock 
Perry — Frank  A.  Belmont 
Philadelphia — Charles  M.  Thompson 
Potter — Herman  C.  Mosch 
Schuylkill — ^Joseph  T.  Marconis 
Somerset — Alexander  Solosko 
Susquehanna — Raymond  C.  Davis 
Tioga — Ivan  T.  Brechbill 
Union — John  S.  Purnell,  Sr. 

Venango — Frank  Esparraguera 
Warren — Donald  J.  Furman 
Washington — Herbert  J.  Levin 
Wayne-Pike — Howard  R.  Patton 
Westmoreland — Leslie  S.  Pierce 
Wyoming — John  S.  Rinehimer,  Jr. 
York — William  C.  Langston 


Administrative  Staff 

Headquarters  Office 
20  Erford  Rd.,  Lemoyne  17043 
Telephone:  (717)  238-1635 

John  F.  Rineman,  Executive  Director,  Aide  to  President 
and  President-Elect 

COUNCIL  ON  EDUCATION  AND  SCIENCE 

LeRoy  C.  Erickson,  Director  of  Educational  Activities 
Kenneth  B.  Jones,  Staff  Assistant 
Terry  R.  Lenker,  Staff  Assistant 
Velma  L.  McMaster,  Staff  Assistant 

COUNCIL  ON  GOVERNMENTAL  RELATIONS 
Robert  H.  Craig,  Jr.,  Director  of  Governmental  Relations 

COUNCIL  ON  MEDICAL  SERVICE 

Ronald  M.  Bachman,  Acting  Director  of  Economic  Affairs 
Donald  N.  McCoy,  Staff  A ssistant 

COUNCIL  ON  PUBLIC  SERVICE 

Dane  S.  Wert,  Director  of  Communications 
L.  Riegel  Haas,  Staff  Assistant 
James  P.  O’Leary,  Staff  A ssistant 
Mary  L.  Uehlein,  Managing  Editor, 

Pennsylvania  Medicine 

MEDICAL  CARE  APPRAISAL  PROJECT 

Larry  R.  Fosselman,  Project  Director 

J.  Harvey  Gossard,  Assistant  to  Project  Director 

Paul  P.  Rogers,  Director  of  Systems  Design  and  Planning 

EDUCATIONAL  AND  SCIENTIFIC  TRUST 
Alex  H.  Stewart,  Executive  Director 


GENERAL  ADMINISTRATION 

David  H.  Small,  Director  of  Administration,  Aide  to 
Chairman  of  the  Board 
William  N.  Graff,  Administrative  Assistant 
Robert  L.  Lamb,  Assistant  Secretary,  Aide  to  Speaker  of 
House 

OPERATING  SERVICES 

Charles  G.  Appleby,  Jr.,  Business  Manager 
M.  Robert  Sterner,  Assistant  to  Business  Manager 

Official  Publication 

Pennsylvania  Medicine 

Office  of  Publication,  20  Erford  Rd.,  Lemoyne  17043. 
David  A.  Smith,  M.D.,  Medical  Editor;  Mary  L. 
Uehlein,  Managing  Editor. 

Legal  Counsel 

Pepper,  Hamilton  & Scheetz,  2001  The  Fidelity  Bldg., 
Philadelphia  19109,  C.  Grove  McCown,  Esq.,  and  James 
P.  Morrison,  Esq. 

Educational  ond  Scientific  Trust 

James  Z.  Appel,  M.D.,  Chairman 
305  N.  Duke  St.,  Lancaster  17602 
Park  M.  Horton,  MJ>. 

215  Church  St.,  New  Milford  18834 
Pascal  F.  Lucchesi,  M.D. 

601  E.  Gorgas  Ln.,  Philadelphia  19119 
Thomas  W.  McCreary,  M.D. 

500  Pinney  St.,  Rochester  15074 
Russell  E.  Roth,  M.D. 

225  W.  Twenty-Fifth  St.,  Erie  16502 

Executive  Director  — Alex  H.  Stewart 
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Delegates  and  Alternates  to 
American  Medical  Association 

DELEGATES  WHOSE  TERMS  EXPIRE  1972 

William  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 
Park  M.  Horton,  M.D.,  Chairman 
215  Church  St.,  New  Milford  18834 
Edmund  L.  Housel,  M.D.,  Secretary 

255  S.  Seventeenth  St.,  Philadelphia  19103 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
William  Y.  Rial,  M.D. 

1 1 1 Dartmouth  Ave.,  Swarthmore  19081 
William  B.  West,  M.D. 

904  Mifflin  St.,  Huntingdon  16652 


DELEGATES  WHOSE  TERMS  EXPIRE  1973 

Paul  S.  Friedman,  M.D. 

1422  Chestnut  St.,  Philadelphia  19102 
John  B.  Lovette,  M.D. 

353  Market  St.,  Johnstown  15901 
Matthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  E.,  21 1 N.  Whitfield  St.,  Pittsburgh 
15206 

Malcolm  W.  Miller,  M.D.,  Vice  Chairman 

412  Lankenau  Medical  Bldg.,  Philadelphia  19151 
Russell  B.  Roth,  M.D. 

225  W.  Twenty-Fifth  St.,  Erie  16502 


ALTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE 

1972 

R.  William  Alexander,  M.D. 

542  Elm  St.,  Reading  19601 
Jerome  Chamovitz,  M JJ. 

17  Beaver  Rd.,  Sewickley  15143 
Leo  C.  Eddinger,  M.D. 

951  N.  Fourth  St.,  Allentown  18102 
Raymond  C.  Grandon,  MX). 

131  State  St.,  Harrisburg  17101 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
R.  Robert  Tyson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 

ALTERNATE  DELEGATES  WHOSE  TERMS  EXPIRE 

1973 

Robert  F.  Beckley,  M.D. 

341  Susquehanna  Ave.,  Lock  Haven  17745 

Wilbur  E.  Flannery,  M.D. 

24  E.  Grant  St.,  New  Castle  16101 
John  Helwig,  Jr.,  M.D. 

E.  Penn  and  Wistar  Sts.,  Philadelphia  19144 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 
David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 


Standing  Committees, 

Board  of  Trustees 

EXECUTIVE 

David  S.  Masland,  M.D.,  Chairman 
3 1 3 S.  Hanover  St.,  Carlisle  17013 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Park  M.  Horton,  M.D. 

215  Church  St.,  New  Milford  18834 
William  A.  Limberger,  M.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
George  P.  Rosemond,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 
Cyrus  B.  Slease,  M.D. 

183  S.  Jefferson  St.,  Kittanning  1620! 

Staff  Assignment — ^John  F.  Rineman 

FINANCE 

A.  Reynolds  Crane,  M.D.,  Chairman 

Pennsylvania  Hospital,  Philadelphia  19107 
H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 
William  J.  Kelly,  M.D. 

721  Jenkins  Bldg.,  Pittsburgh  15222 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
Ralph  K.  Shields,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — David  H.  Small 

PUBLICATION 

H.  Thompson  Dale,  M.D.,  Chairman 

1 38  W.  College  Ave.,  State  College  1 680 1 
LeRoy  A.  Gehris,  M.D. 

808  N.  Third  St.,  Reading  19601 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D. 

W.  FairviewSt.,  Somerset  15501 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 
Staff  Assignment — Mary  L.  Uehlein 

Special  Committees,  Board  of  Trustees 

BENJAMIN  RUSH  AWARDS 

Cyrus  B.  Slease,  M.D.,  Chairman 

183  S.  Jefferson  St.,  Kittanning  16201 
David  J.  Keck,  MX). 

7 E.  Main  St.,  Fairview  16415 
Orlo  G.  McCoy,  M.D. 

P.O.  Box  195,  Canton  17724 
Ralph  K.  Shields,  MX). 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — L.  Riegel  Haas 
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DISTINGUISHED  SERVICE  AWARD 

George  E.  Farrar,  Jr.,  M.D.,  Chairman 
528  Scott  Rd.,  Gladwyne  19035 
William  A.  Barrett,  M.D. 

3708  Fifth  Ave.,  Pittsburgh  15213 
William  A.  Limberger,  IVI.D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
Staff  Assignment — Dane  S.  Wert 

INTERSPECIALTY  COMMITTEE 

Robert  S.  Pressman,  M.D.,  Chairman 
Leonard  F.  Bush,  M.D.,  Vice  Chairman 

(Following  each  specialty  represented,  the  delegate 
is  listed  first,  the  alternate  second.) 

Anesthesiology — Leonard  Bachman,  M.D.,  1740  Bain- 
bridge  St.,  Philadelphia  19146;  Louis  J.  Hampton,  M.D., 
300  Highland  Ave.,  Hanover  17331. 

Colon,  Rectal  Surgery — Guy  L.  Kratzer,  M.D.,  1447 
Hamilton  St.,  Allentown  18102;  Henry  C.  Schneider, 
IVI.D.,  4801  Penn  St.,  Philadelphia  19124. 

Dermatology — Herbert  Goldschmidt,  M.D.,  1 Decker  Sq., 
Bala-Cynwyd  19004;  Robert  F.  Dickey,  M.D.,  Geisinger 
Medical  Center,  Danville  17821. 

General  Practice — Thomas  L.  Leaman,  MJ).,  Hershey 
Medical  Center,  500  University  Dr.,  Hershey  17033; 
John  J.  Hanlon,  M J>.,  400  W.  Main  St.,  Mechanicsburg 
17055. 

Internal  Medicine — Robert  S.  Pressman,  MJ).,  170  W. 
Olney  Ave.,  Philadelphia  19120;  Alexander  M.  Minno, 
M.D,,  3500  Fifth  Ave.,  Pittsburgh  15213. 

Neurosurgery — Stuart  N.  Rowe,  M.D.,  302  Iroquois  Bldg., 

3600  Forbes  Ave.,  Pittsburgh  15213;  Axel  K.  Olsen, 
M.D.,  1700  B.  F.  Pkwy.  - 2307,  Philadelphia  19103. 

Obstetrics.  Gynecology — Russell  deAlvarez,  M.D.,  3401  N. 
Broad  St.,  Dept.  OBG,  Philadelphia  19140;  Rupert  H. 
Friday,  M.D.,  1501  Locust  St.,  Rm.  401,  Pittsburgh 
15219, 

Ophthalmology — H.  Ford  Clark,  MJ>.,  814  Washington 
St.,  Huntingdon  16652;  William  K.  Grove,  M.D.,  426  W. 
Market  St.,  York  17404. 

Otolaryngology — David  A.  Cope,  M.D.,  210  S.  Sixth  Ave., 
W.  Reading  19602;  Eugene  B.  Rex,  M.D.,  214  Lankenau 
Medical  Bldg.,  Philadelphia  19151. 

Orthopaedics — Robert  H.  Cram,  M.D.,  49  Hampden  Rd., 
Upper  Darby  19082;  Willard  H.  Love,  Jr.,  MJ>.,  2800 
Green  St.,  Harrisburg  17110. 

Clinical  Pathology — Robert  C.  Lyons,  MJ>.,  1759  Helen 
Dr.,  Pittsburgh  15216;  John  W.  Eiman,  M.D.,  Abington 
Memorial  Hospital,  Abington  19001. 

Pediatrics — David  M.  Besselman,  M.D.,  4601  Devonshire 
Rd.,  Harrisburg  17109;  James  E.  Jones,  M.D.,  2800 
Green  St.,  Harrisburg  17110. 

Physical  Medicine.  Rehabilitation — Dominic  A.  Donio, 
M.D.,  528  Washington  St.,  Allentown  18102;  John  S. 
Tennant,  M.D.,  Harrisburg  Polyclinic  Hospital,  Harris- 
burg 17105. 

Psychiatry — Frederick  L.  Weniger,  M.D.,  Western  Psychia- 
tric Institute,  Pittsburgh  15213;  Rex  A.  Pittenger,  M.D., 

3601  Fifth  Ave.,  Pittsburgh  15213. 


Radiology — Theodore  A.  Tristan,  MJD.,  Polyclinic  Hospi- 
tal, Harrisburg  17105;  C.  Jules  Rominger,  M.D., 
Misericordia  Hospital,  Radiology  Dept.,  Philadelphia 
19143. 

Surgery — Leonard  F.  Bush,  M.D.,  Geisinger  Medical 
Center,  Danville  17821;  Brooke  Roberts,  M.D.,  3400 
Spruce  St.,  Philadelphia  19104. 

Thoracic  Surgery — ^Joseph  C.  Donnelly,  Jr.,  MJ>.,  305 
Lankenau  Medical  Bldg.,  Philadelphia  19151;  Moreye 
Nusbaum,  M.D.,  Graduate  Hospital,  University  of  Penn- 
sylvania, Philadelphia  19146. 

Urology — Robert  H.  Clymer,  M.D.,  301  S.  Seventh  Ave., 
West  Reading  19602;  Russell  E.  Allyn,  M.D.,  803  N. 
Second  St.,  Harrisburg  17102. 

Staff  Assignment — Robert  L.  Lamb 

LIAISON  WITH  HOSPITAL  ASSOCIATION  OF 
PENNSYLVANIA 

George  P.  Rosemond,  M.D.,  Chairman 
340!  N.  Broad  St.,  Philadelphia  19140 
William  Y.  Rial,  M.D. 

1 1 1 Dartmouth  Ave.,  Swarthmore  19081 
John  L.  Steigerwait,  M.D. 

1509  Montgomery  Ave.,  Rosemont  19010 
Staff  Assignment — Donald  N.  McCoy 

LIBRARY  AND  ARCHIVES 

George  A.  Rowland,  M.D.,  Chairman 
101  State  St.,  Millville  17846 
Harold  O.  Closson,  M.D. 

7 W.  Broadway,  Gettysburg  17325 
James  R.  Johnston,  M.D. 

59  S.  Pitt  St.,  Carlisle  17013 
Staff  Assignment — Charles  G.  Appleby,  Jr. 

OFFICERS’  CONFERENCE 

Orlo  G.  McCoy,  M.D.,  Chairman 
P.O.  Box  195,  Canton  17724 
John  H.  Boal,  Jr.,  M.D. 

385  Second  St.,  Beaver  15009 
David  S.  Cristol,  M J>. 

255  S.  Seventeenth  St.,  Philadelphia  19103 
David  W.  Kline,  M J5. 

Medical  Center  Clinic,  Greenville  16125 
Claude  E.  Nichols,  M.D. 

1727  N.  Sixth  St.,  Harrisburg  17102 

Ex  Officio 

George  P.  Rosemond,  M.D.  (President) 

3401  N.  Broad  St.,  Philadelphia  19140 
David  J.  Keck,  M.D.  (Board  Representative) 

7 E.  Main  St.,  Fairview  16415 
Staff  Assignment — ^James  P.  O’Leary 

SUSQUEHANNA  VALLEY  REGIONAL  MEDICAL 
PROGRAM 

John  H.  Harris,  Sr,,  M J).,  Chairman 

3101-A  N.  Second  St.,  Harrisburg  17102 
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H.  Thompson  Dale,  M.D. 

138  W.  College  Ave.,  State  College  16801 
Raymond  C.  Grandon,  M J). 

131  State  St.,  Harrisburg  17101 
George  T.  Harrell,  Jr.,  M.D. 

Milton  S.  Hershey  Medical  Center,  P.O.  Box  Y,  Hershey 
17033 

David  S.  Masland,  M.D. 

313  S.  Hanover  St.,  Carlisle  17013 
Orlo  G.  McCoy,  MJD. 

P.O.  Box  195,  Canton  17724 
George  A.  Rowland,  M.D. 

101  State  St.,  Millville  17846 
William  C.  Ryan,  M.D. 

W.  Fairview  St.,  Somerset  15501 
Robert  S.  Sanford,  M.D. 

12  N.  Main  St.,  Mansfield  16933 

Ex  Officio 

George  P.  Rosemond,  M.D.  (President) 

3401  N.  Broad  St.,  Philadelphia  19140 
J.  Finton  Speller,  M.D.  (Secretary  of  Health) 

802  Health  and  Welfare  Bldg.,  Harrisburg  17102 
Staff  Assignment — ^John  F.  Rineman 

Standing  Committees,  State  Society 

ADVISORY  TO  WOMAN’S  AUXILIARY 

J.  Thomas  Millington,  M.D.,  Chairman 

242  Westover  Dr.,  New  Cumberland  I 7070 
William  R.A.  Bohen,  M.D. 

318  S.  Franklin  St.,  Wilkes-Barre  18702 
Elizabeth  M.  Cleland,  MJO. 

106  S.  Fraley  St.,  Kane  16735 
William  A.  Limberger,  M,D. 

Lenape  and  Birmingham  Rds.,  West  Chester  19380 
Donald  R.  Pohl,  M.D. 

353  Market  St.,  Johnstown  15901 
Staff  Assignment — Arlene  C.  Oyler 

AID  TO  EDUCATION 

Robert  S.  Sanford,  M J).,  Chairman 

1 2 N.  Main  St.,  Mansfield  1 6933 

Manuel  A.  Bergnes,  M.D. 

1735  W.  Main  St.,  Norristown  19401 
William  F.  Brennan,  M.D. 

1900  William  Penn  Highway,  Pittsburgh  15221 

Staff  Assignment — Alex  H.  Stewart 

CONSTITUTION  AND  BY-LAWS 

R.  Robert  Tyson,  M.D.,  Chairman 
3401  N.  Broad  St.,  Philadelphia  19140 
H.  Robert  Davis,  Jr.,  M.D. 

1 1 2 Fourth  St.,  Boiling  Springs  1 7007 
William  F.  Donaldson,  Jr.,  M.D. 

1 28  N.  Craig  St.,  Pittsburgh  15213 
Vincent  Ricciutti,  M.D. 

Sharon  Medical  Clinic,  912  State  St.,  Sharon  16146 

Bienvenido  V.  Simuangco,  M.D. 

91  Pearl  St.,  Port  Allegany  16743 


Ex  Officio 

Raymond  C.  Grandon,  MJD.  (Secretary) 

131  State  St.,  Harrisburg  17101 
William  Y.  Rial,  M.D.  (Speaker,  House  of  Delegates) 

1 1 1 Dartmouth  Ave.,  Swarthmore  19081 
John  B.  Lovette,  M.D.  (Vice-Speaker,  House  of  Delegates) 

353  Market  St.,  Johnstown  15901 
John  F.  Rineman  (Executive  Director) 

20  Erford  Rd.,  Lemoyne  17043 
C.  Grove  McCown,  Esq.  (Legal  Counsel) 

Pepper,  Hamilton  & Scheetz,  2001  The  Fidelity  Bldg., 
Philadelphia  19109 
Staff  Assignment — Robert  L.  Lamb 

DISCIPLINE 

John  T.  McGeehan,  M.D.,  Chairman 

Andrew  Kaul  Memorial  Hospital,  St.  Marys  15857 
James  H.  Allison,  M.D. 

508  S.  Washington  St.,  Gettysburg  1 7325 
Herman  Bush,  M.D. 

354  College  Ave.,  Beaver  15009 
John  F.  Hartman,  Jr.,  M.D. 

508  Colorado  Dr.,  Erie  1 6505 
Theodore  H.  Mendell,  M.D. 

2023  Spruce  St.,  Philadelphia  19103 
Ethan  L.  Trexler,  M.D. 

15  S.  Franklin  St.,  Fleetwood  19522 
Staff  Assignment — Robert  L.  Lamb 

MEDICAL  BENEVOLENCE 

Herman  A.  Fischer,  Jr.,  M.D.,  Chairman 
25  W.  Ross  St.,  Wilkes-Barre  1 8702 
A.  Reynolds  Crane,  M.D. 

Pennsylvania  Hospital,  Philadelphia  19107 
Raymond  C.  Grandon,  M.D. 

1 3 1 State  St.,  Harrisburg  17101 
William  B.  West,  M.D. 

904  Mifflin  St,,  Huntingdon  16652 
Staff  Assignment — Robert  L.  Lamb 

NOMINATE  DELEGATES  AND  ALTERNATES 
TO  THE  AMA 

Fred  C.  Brady,  M.D.,  Chairman  (Term  expires  1973) 

1501  Locust  St.,  Pittsburgh  15219 
Donald  E.  Harrop,  M.D.  (Term  expires  1974) 

750  S.  Main  St.,  Phoenixville  19460 
Edgar  W.  Meiser,  M.D.  (Term  expires  1972) 

428  N.  Duke  St.,  Lancaster  17602 
John  B.  Montgomery,  M.D.  (Term  expires  1972) 

1930  Chestnut  St.,  Philadelphia  19103 
John  L.  Steigerwalt,  M.D.  (Term  expires  1 973) 

1509  Montgomery  Ave.,  Rosemont  19010 
Staff  Assignment — John  F.  Rineman 

OBJECTIVES 

(List  unavailable  at  the  time  of  printing.) 

RELATIONSHIPS  WITH  ALLIED 
PROFESSIONS 

Malcolm  W.  Miller,  M.D.,  Chairman 

412  Lankenau  Medical  Bldg.,  Philadelphia  19151 
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Jerome  Chamovitz,  M.D. 

17  Beaver  Rd..  Sewickley  15143 

Barry  D.  Lang,  M.D. 

701  Summit  Ave.,  Apt.  D-14,  Philadelphia  19128 
Charles  L.  Leedham,  M.D. 

Pennsylvania  Dept,  of  Health,  P.O.  Box  90, 
Harrisburg  17120 
Joseph  M.  Stowell,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Staff  Assignment — Robert  H.  Craig,  Jr. 


Special  Committees,  State  Society 

LAY  ADVISORY  COMMITTEE  ON 
HEALTH  CARE 

George  L.  Cullen 

Strawbridge  and  Clothier,  801  Market  St., 
Philadelphia  19105 
Patrick  M.  Greene 

Pennsylvania  AFL-CIO,  101  Pine  St., 

Harrisburg  17101 
Miss  Rebecca  E.  Gross 

"The  Express,”  Lock  Haven  17745 
The  Hon.  Charles  F.  Mebus 

214  Maple  Ave.,  Wyncote  19095 
John  T.  Ryan 

Mine  Safety  Appliances  Co.,  201  N.  Braddock  Ave., 
Pittsburgh  15208 
The  Hon.  J.  Quint  Salmon 
Court  House,  Beaver  1 5009 
Mrs.  John  M.  Spatz 

105  Audbert  Dr.,  Pittsburgh  15236 
Charles  H.  Watts,  II,  Ph.D.,  Litt.D.,  L.L.D. 

Bucknell  University,  Lewisburg  17837 
Leonard  N.  Wolf,  Ph.D. 

University  of  Scranton,  1 132  Grand  View  St., 
Scranton  18510 
Everett  F.  Zurn 

Zurn  Industries,  Inc.,  2214  W.  Eighth  St.,  Erie  16505 
(One  Vacancy) 

Staff  Assignment — Dane  S.  Wert 

GENERAL  PRACTICE 

Harriet  M.  Harry,  M.D.,  Chairman 
P.O.  Box  617,  State  College  16801 
Winfield  B.  Carson,  Jr.,  M.D. 

3361  Bethel  Church  Rd.,  Pittsburgh  15241 
H.  Robert  Davis,  Jr.,  M.D. 

1 12  Fourth  St.,  Boiling  Springs  17007 
Robert  G.  Hale,  M.D. 

4004  Fairway  Rd.,  Lafayette  Hill  19444 
David  W.  Kistler,  M.D. 

171  Stanton  St.,  Wilkes-Barre  18702 
O.K.  Stephenson,  M.D. 

E.  Main  St.,  New  Bloomfield  17068 
M.  Lorenzo  Walker,  M.D. 

5703  W.  Girard  Ave.,  Philadelphia  19131 
Staff  Assignment — LeRoy  C.  Erickson 
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MEDICINE  AND  RELIGION 

Robert  S.  Sanford,  M.D.,  Chairman 
12  N.  Main  St.,  Mansfield  16933 
Gordon  D.  Bell,  M.D. 

841  Wyoming  Ave.,  Kingston  18704 
Clinton  R.  Coulter,  M.D. 

Box  354,  Parker  16049 
J.  Mostyn  Davis,  M.D. 

301  E.  Sunbury  St.,  Shamokin  17872 
Wilbur  E.  Flannery,  M.D. 

24  E.  Grant  St.,  New  Castle  16101 
Donald  C.  Geist,  M.D. 

510  Cynwyd  Cir.,  Bala-Cynwyd  19004 
George  R.  Greenwood,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Thomas  M.  Hart,  M.D. 

1001  S.  George  St.,  York  17405 
George  R.  Matthews,  M.D. 

Reading  Hospital,  Reading  19601 
Charles  W.  Rohrbeck,  M.D. 

251  Easterly  Pkwy.,  State  College  16801 
Harold  L.  Wilt,  M.D. 

207  Union  Station  Bldg.,  Brownsville  15417 
(One  Vacancy) 

Consultants 

The  Rev.  Donald  E.  Adams 

P.O.  Box  2557,  Harrisburg  17105 
The  Rev.  Richard  B.  McCune 

Director  of  Pastoral  Counselling,  Harrisburg  Hospital, 

S.  Front  St.,  Harrisburg  17101 
The  Rev.  John  K.  Stoner 

Twentieth  and  Chestnut  Sts.,  Harrisburg  17104 
Rabbi  Jeffrey  A.  Wohlberg 

Front  and  Wisconisco  Sts.,  Harrisburg  17110 
Staff  Assignment — Terry  R.  Lenker 

STUDY  RELATIONS  BETWEEN  MEDICINE 
AND  OSTEOPATHY 

William  A.  Sodeman,  M.D.,  Chairman 
Suite  620,  1 16  S.  Seventh  St., 

Philadelphia  19106 
Harry  W.  Bashline,  M.D. 

Pine  and  Center  Sts.,  Grove  City  16127 
Luscian  W.  DiLeo,  M.D. 

1 136  Linden  St.,  Allentown  18102 
Raymond  C.  Grandon,  M.D. 

131  State  St.,  Harrisburg  17101 
Jerome  J.  Rubin,  M.D. 

1332  Devereaux  Ave.,  Philadelphia  19111 
(One  Vacancy) 

Ex  Officio 

George  P.  Rosemond,  M.D.  (President) 

3401  N.  Broad  St.,  Philadelphia  19140 
Park  M.  Horton,  M.D.  (President-Elect) 

215  Church  St.,  New  Milford  18834 
David  S.  Masland,  M.D.  (Chairman,  Board  of  Trustees) 

313  S.  Hanover  St.,  Carlisle  17013 

Consultants 

A.  Reynolds  Crane,  M.D. 

PENNSYLVANIA  MEDICINE' 


Pennsylvania  Hospital,  Philadelphia  19107  Russell  B.  Roth,  M.D. 

Richard  A.  Kern,  M.D.  225  W.  Twenty-Fifth  St.,  Erie  16502 

Room  102,  3401  N.  Broad  St.,  Philadelphia  19140  Staff  Assignment — Robert  H.  Craig,  Jr. 

Administrative  Councils 

Council  on  Education  and  Science  JakeFong,M.D. 


James  A.  Collins,  Jr.,  M.D.,  Chairman 
Geisinger  Medical  Center,  Danville  17821 
Jerome  Chamovitz,  M.D.,  Vice-Chairman 
17  Beaver  Rd.,  Sewickley  15143 
J.  Reed  Babcock,  M.D. 

421  N.  Allegheny  St.,  Bellefonte  16823 
William  F.  Bouzarth,  M.D. 

Front  and  Lehigh  Ave.,  Philadelphia  19125 
William  C.  Grasley,  M.D. 

938  S.  Sparks  St.,  State  College  16801 
John  H.  Killough,  M.D. 

1025  Walnut  St.,  Philadelphia  19107 
Roland  A.  Loeb,  M.D. 

435  W.  Chestnut  St.,  Lancaster  17603 
Wilbert  G.  Lundgren,  M.D. 

Deposit  National  Bank  Bldg.,  DuBois  15801 
Frank  M.  Mateer,  M.D. 

West  Penn  Hospital,  Pittsburgh  15224 
John  H.  Moyer,  III,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 
Paul  J.  Poinsard,  M.D. 

2123  Delancey  St.,  Philadelphia  19103 
Alexander  Randall,  IV,  M.D. 

1 174  Highland  Ave.,  Abington  19001 
James  A.  Raub,  M.D. 

501  Howard  Ave.,  Altoona  16601 
Joseph  J.  Schwerha,  M.D, 

6306  Jack  St.,  Finleyville  1 5332 
David  M.  Shearer,  M.D. 

Box  57.  R.D.  2.  Seven  Valleys  17360 
Bernard  Sigel,  M.D. 

The  Medical  College  of  Pennsylvania,  Philadelphia 
19129 

Nathan  Sussman,  M.D. 

805  N.  Second  St.,  Harrisburg  17102 
Samuel  G.  Watterson,  M.D. 

R.D.  2,  Boswell  15531 
Ex  Officio 

Charles  A.  Bikle,  M.D.  (Second  Vice-President) 

19  N.  Fifth  Ave.,  Chambersburg  17201 
Ralph  K.  Shields,  M.D.  (Board  Representative) 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Staff  Assignment — LeRoy  C.  Erickson 

COMMISSION  ON  EMERGENCY  MEDICAL 
SERVICES 

William  F.  Bouzarth,  M.D.,  Chairman 
Episcopal  Hospital.  Philadelphia  19125 
Fred  C.  Brady,  M.D. 

1501  Locust  St.,  Pittsburgh  15219 
William  E.  DeMuth,  Jr.,  M.D. 

17  S.  West  St.,  Carlisle  17013 


35  Fairway  Dr.,  Greensburg  15601 
John  Howard,  M.D. 

230  N.  Broad  St.,  Philadelphia  19102 
Frank  H.  Ridgley,  M.D. 

41 5 N.  Franklin  St.,  West  Chester  19380 
Robert  E.  Sass,  M.D. 

912  E.  State  St.,  Sharon  16146 
John  H.  Shugert,  M.D. 

262  Connecticut  Ave.,  Rochester  15074 
Grant  Underwood,  M.D. 

416  Wilson  Ave.,  Washington  15301 
Consultants 

Gerald  Esposito 

P.O.  Box  237,  Indiana  15701 
Francis  C.  Jackson,  M.D. 

Veterans  Administration,  Washington,  D.C.  20420 
John  E.  Rowland 

P.O.  Box  90,  Pennsylvania  Dept,  of  Health,  Harrisburg 
17120 

Peter  Safar,  M.D. 

Presbyterian-University  Hospital,  Pittsburgh  15213 
Staff  Assignment — Kenneth  B.  Jones 

COMMISSION  ON  ENVIRONMENTAL  HEALTH 

Joseph  J.  Schwerha,  M.D.,  Chairman 
6306  Jack  St.,  Finleyville  15332 
Whittier  C.  Atkinson,  M.D. 

824  E.  Chestnut  St.,  Coatesville  19320 
William  H.  Frank,  M.D. 

16  Akers  St.,  Johnstown  15905 
Edward  T.  Geller,  M.D. 

1027  N.  Nineteenth  St.,  Allentown  18104 
Willard  Y.  Grubb,  M.D. 

123  N.  Reading  Ave.,  Boyertown  19512 
Colin  L.  Kamperman,  M.D. 

247  Elmtree  Rd.,  New  Kensington  1 5068 
James  T.  McClowry,  M.D. 

3 1 5 North  St.,  Springdale  15144 
Lewis  D.  Polk,  M.D. 

500  S.  Broad  St.,  Philadelphia  19146 
Charles  G.  Watson,  M.D. 

230  N.  Craig  St.,  Pittsburgh  15213 
Staff  Assignment — Kenneth  B.  Jones 

COMMISSION  ON  GERIATRICS 

Nathan  Sussman,  M.D.,  Chairman 
805  N.  Second  St.,  Harrisburg  17102 
Victor  S.  Bantley,  M.D. 

715  Oak  St.,  Johnstown  15902 
Ralph  S.  Blasiole,  M.D. 

506  W.  Main  St.,  Monongahela  1 5063 
Edward  R.  Deverson,  M.D. 

J.J.  Kane  Hospital,  Pittsburgh  15216 
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Andrew  J.  Parker,  M.D. 

36  Chestnut  St..  Lewistown  17044 
Morton  Ward,  M.D. 

2950  Disston  St.,  Philadelphia  19149 
George  R.  Wentzel,  M.D. 

370  Market  St.,  Sunbury  17801 
Raymond  Wing,  M.D. 

Fairview  Ave.  and  Twenty-First  St.,  Easton  18042 
(One  Vacancy) 

Staff  Assignment — Terry  R.  Lenker 

COMMISSION  ON  MATERNAL  AND 
CHILD  HEALTH 

Alexander  Randall,  IV,  M.D.,  Chairman 
1 174  Highland  Ave.,  Abington  19001 
Andrew  F.  Balkany,  M.D. 

660  Boas  St.,  Harrisburg  17102 
Charles  W.  Burmeister,  M.D. 

Plumsteadville  18948 
John  F.  Drumheller,  M.D. 

161 1 Peach  St.,  Erie  16501 
Jack  Lee  Fairweather,  M.D. 

22  S.  Fifth  St.,  Lewisburg  17837 
Henry  H.  Fetternian,  M.D. 

501  N.  Seventeenth  St.,  Allentown  18104 
Harrison  F.  Harbach,  M.D. 

525  W.  Middle  St.,  Gettysburg  17325 
Scott  Barr  Lewis,  M.D. 

R.D.  1 , West  Chester  1 9380 
Karl  F.  Rugart,  M.D. 

81 1 Spruce  St.,  Philadelphia  19107 
Staff  Assignment — Terry  R.  Lenker 

COMMISSION  ON  MENTAL  HEALTH/MENTAL 
RETARDATION 

Paul  J.  Poinsard,  M.D.,  Chairman 

2123  Delancey  St.,  Philadelphia  19103 
Carmela  F.  deRivas,  M.D. 

700  Joseph  Dr.,  Wayne  19087 
Frederick  B.  Glaser,  M.D. 

321  Bala  Ave.,  Bala-Cynwyd  19004 
Samuel  B.  Hadden,  M.D. 

135  S.  Nineteenth  St.,  Philadelphia  19103 
Claude  E.  Nichols,  M.D. 

1727  N.  Sixth  St.,  Harrisburg  17102 
Rex  A.  Pittenger,  M.D. 

3601  Fifth  Ave.,  Pittsburgh  15213 
Robert  J.  Shoemaker,  M.D. 

121  University  PI.,  Pittsburgh  15213 
Harry  C.  Stamey,  M.D. 

130  W.  Market  St.,  Danville  17821 
Joseph  O.  Strite,  M.D. 

1 18  Cumberland  Ave.,  Shippensburg  17257 
Staff  Assignment — Terry  R.  Lenker 

COMMISSION  ON  SCHOOL  HEALTH 

William  C.  Grasley,  M.D.,  Chairman 
938  S.  Sparks  St.,  State  College  1 6801 
Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
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H.  Robert  Gasull,  Jr.,  M.D. 

263  W.  South  St.,  Carlisle  17013 
Isaac  L.  Messmore,  M.D. 

Geisinger  Medical  Center,  Danville  17821 
David  G.  Moyer,  M.D. 

701  W.  Main  St.,  Lansdale  19446 
Gordon  D.  Myers,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 
Richard  J.  Patterson,  M.D. 

232  State  St.,  Harrisburg  17101 
Charles  E.  Schlager,  M.D. 

810  Bonneview  Rd.,  York  17402 
Theodore  L.  Yarboro,  M.D. 

779  E.  State  St.,  Sharon  16146 
Staff  Assignment — Kenneth  B.  Jones 

Council  on  Governmental  Relations 

Edgar  W.  Meiser,  M.D.,  Chairman 
428  N.  Duke  St..  Lancaster  17602 
Charles  J.H.  Kraft,  M.D.,  Vice-Chairman 
Meshoppen  18630 
Leonard  Bachman,  M.D. 

1740  Bainbridge  St.,  Philadelphia  19146 
William  C.  Beck,  M.D. 

Guthrie  Clinic,  Sayre  18840 
Robert  J.  Beitel,  M.D. 

1026  Hamilton  St.,  Allentown  18101 
Robert  J.  Carroll,  M.D. 

4725  McKnight  Rd.,  Pittsburgh  15237 
Anthony  J.  Cummings,  M.D. 

1421  Pittston  Ave.,  Scranton  18505 
Donald  E.  Harrop,  M.D. 

750  S.  Main  St.,  Phoenixville  19460 
J.  Preston  Hoyle,  M.D.  j 

226  S.  Third  St.,  Lewisburg  1 7837  i 

Philip  E.  Ingaglio,  M.D.  | 

1838  S.  Broad  St.,  Philadelphia  19145 
Michael  P.  Levis,  M.D. 

4725  McKnight  Rd.,  Pittsburgh  15237  ' 

Fred  J.  Phillips,  M.D.  ' 

239  S.  Eleventh  St.,  Quakertown  1 895 1 
James  M.  Smith,  M.D. 

Carlisle  Hospital,  Carlisle  17013 

Ex  Officio  I 

Charles  K.  Rose,  Jr.,  M.D.  (First  Vice-President) 

Oakhurst  Manor,  R.D.  1,  Center  Valley  18034  i 

David  J.  Keck,  M.D.  (Board  Representative) 

7 E.  Main  St.,  Fairview  1 641 5 1 

Staff  Assignment — Robert  H.  Craig,  Jr. 

COMMISSION  ON  FORENSIC  MEDICINE 

Donald  E.  Harrop,  M.D.,  Chairman  ' 

750  S.  Main  St.,  Phoenixville  19460  i 

Marvin  E.  Aronson,  M.D.  J 

Medical  Examiner’s  Office,  Thirteenth  and  Wood  Sts.,j 
Philadelphia  19107  ! 

Thomas  W.  Bonekemper,  M.D.  , 

Sunbrook  Apt.  Black  River,  Bethlehem  18015 

PENNSYLVANIA  MEDICINE* 


Alan  L.  Dorian,  M.D. 

1308  DeKalb  St.,  Norristown  19401 
Robert  J.  Gill,  M.D. 

801  Spruce  St.,  Philadelphia  19107 
Robert  E.  Hobbs,  M.D. 

Pottsville  Hospital,  Pottsville  17901 
W.  Ralston  McGee,  M.D. 

30  Delaware  Ave.,  Uniontown  15401 
Cyril  H.  Wecht,  M.D. 

1417  Frick  Bldg.,  Pittsburgh  15219 
Staff  Assignment — Robert  H.  Craig,  Jr. 

Council  on  Medical  Service 

D.  Ernest  Witt,  M.D.,  Chairman 

Fifth  and  Park  Sts.,  Bloomsburg  17815 
John  Helwig,  Jr.,  M.D.,  Vice-Chairman 

E.  Penn  and  E.  Wistar  Sts.,  Philadelphia  19144 
Allen  H.  Holt,  M.D. 

32  Jefferson  Ave.,  Sharon  16146 
Robert  H.  Rough,  M.D. 

Red  Oak  Dr.,  R.D.  4,  Danville  17821 
Matthew  Marshall,  Jr.,  M.D. 

21 1 N.  Whitfield  St.,  Pittsburgh  15206 
George  R.  Moffitt,  Jr.,  M.D. 

Harrisburg  Hospital,  Harrisburg  17101 
William  G.  Ridgway,  M.D. 

1 15  N.  Ninth  St.,  Akron  17501 
Robert  A.  Schein,  M.D. 

5257  Greenridge  Dr.,  Pittsburgh  15236 
Arthur  H.  Silvers,  M.D. 

2342  Providence  Ave.,  Chester  19013 
Daniel  S.  Snow,  M.D. 

602  W.  Ninth  St.,  Erie  16502 
John  L.  Steigerwalt,  M.D. 

1509  Montgomery  Ave.,  Rosemont  19010 
R.  Robert  Tyson,  M.D. 

3401  N.  Broad  St.,  Philadelphia  19140 
Ralph  M.  Weaver,  M.D. 

1323  N.  Main  St.,  Butler  16001 
Ex  Officio 

Carmela  F.  deRivas,  M.D.  (Fourth  Vice-President) 

700  Joseph  Dr.,  Wayne  19087 
OrloG.  McCoy,  M.D.  (Board  Representative) 

P.O.  Box  195,  Canton  17724 

Consultants 

Harry  V.  Armitage,  M.D. 

225  E.  Twenty-Fourth  St.,  Chester  19013 

William  F.  Donaldson,  Jr.,  M.D. 

128  N.  Craig  St.,  Pittsburgh  15213 
Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
Matthew  Marshall,  Jr.,  M.D. 

570  Medical  Center  E.,  21 1 N.  Whitfield  St.,  Pittsburgh 
15206 

Staff  Assignment — Ronald  M.  Bachman 

COMMISSION  ON  COMPREHENSIVE  HEALTH 
PLANNING 

Arthur  H.  Silvers,  M.D.,  Chairman 
2342  Providence  Ave.,  Chester  19013 


James  Z.  Appel,  M.D. 

305  N.  Duke  St.,  Lancaster  17602 
George  J.  D’Angelo,  M.D. 

1611  Peach  St.,  Erie  16501 
William  R.  Davison,  M.D. 

1111  Franklin  St.,  Johnstown  1 5905 
Ralph  H.  DeOrsay,  M.D. 

1241  Lindale  Ave.,  Drexel  Hill  19026 
John  A.  Hampsey,  M.D. 

35  E.  Elizabeth  Ave.,  Bethlehem  18018 
Louis  J.  Hampton,  M.D. 

300  Highland  Ave.,  Hanover  17331 
William  Pearlman,  M.D. 

71  W.  River  St.,  Wilkes-Barre  18702 
James  A.  Rock,  M.D. 

320  Main  St.,  Johnstown  1 5901 
Staff  Assignment — Donald  N.  McCoy 

COMMISSION  ON  HOSPITAL  RELATIONS 

John  L.  Steigerwalt,  M.D.,  Chairman 

1 509  Montgomery  Ave.,  Rosemont  19010 
James  A.  Batts,  Jr.,  M.D. 

433  W.  Johnson  St.,  Philadelphia  19144 
Robert  E.  Brant,  M.D. 

710  Main  St.,  Phoenixville  19460 
James  C.  McElree,  M.D. 

98  Clinton  St.,  Greenville  16125 
(One  Vacancy) 

Staff  Assignment — Donald  N.  McCoy 

COMMISSION  ON  PROFESSIONAL  LIABILITY 
INSURANCE 

R.  Robert  Tyson,  M.D.,  Chairman 

3401  N.  Broad  St..  Philadelphia  19140 
Gerald  L.  Andriole,  M.D. 

low.  Broad  St.,  Hazleton  18201 
John  J.  Danyo,  M.D. 

Upland  Rd.,  York  17403 
John  Helwig,  Jr.,  M.D. 

Germantown  Disp.  and  Hospital,  E.  Penn  and  Wister 
Sts.,  Philadelphia  19144 
Earle  L.  Keeter,  M.D. 

405  W.  Market  St.,  Pottsville  17901 
David  H.  Kohl,  M.D. 

154  S.  Jefferson  St.,  Kittanning  16201 
Richard  C.  Lyons,  M.D. 

210  W.  Sixth  St.,  Erie  16501 
Walter  W.  Nagle,  M.D. 

1237  Providence  Rd.,  Rosetree,  Media  19063 
John  Pirris,  M.D. 

416  Wilson  Ave.,  Washington  15301 

Ralph  J.  Stalter,  M.D. 

1039  Brookline  Blvd.,  Pittsburgh  15226 
Charles  A.  Waltman,  M.D. 

2007  Washington  Blvd.,  Easton  18042 
Paul  H.  Wengrovitz,  M.D. 

251  Easterly  Pkwy.,  State  College  16801 
(One  Vacancy) 

Staff  Assignment — Ronald  M.  Bachman 
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COMMITTEE  ON  MEDICAL  CARE  APPRAISAL 
PROJECT  AND  MEDICAL  CARE  FOUNDATION 

Matthew  Marshall,  Jr.,  M.D.,  Chairman 
21  1 N.  Whitfield  St.,  Pittsburgh  15206 

John  Helwig,  Jr.,  M.D. 

Germantown  Dispensary  and  Hospital,  E.  Penn  and 
Wister  Sts.,  Philadelphia  19144 
George  R.  Moffitt,  Jr.,  M.D. 

Harrisburg  Hospital,  S.  Front  St.,  Harrisburg  17101 
William  G.  Ridgway,  M.D. 

1 15  N.  Ninth  St.,  Akron  17501 
Robert  A.  Schein,  M.D. 

5257  Greenridge  Dr.,  Pittsburgh  15236 

Ex  Officio 

D.  Ernest  Witt,  M.D. 

Fifth  and  Park  Sts.,  Bloomsburg  17815 
Consultants 

Robert  P.  Dutlinger,  M.D. 

414  N.  Second  St.,  Harrisburg  17101 
Robert  B.  Edmiston,  M.D. 

3301  Schoolhouse  Ln.,  Harrisburg  17109 
Staff  Assignment — Larry  R.  Fosselman 


381  Chestnut  St.,  Meadville  16335 
William  F.  Beyer,  M.D. 

E.  Marshall  St.,  West  Chester  19380 
Stanley  N.  Cohen,  M.D. 

255  S.  Seventeenth  St.,  Philadelphia  19103 
John  C.  Cwik,  M.D. 

1086  Franklin  St.,  Johnstown  15905 
H.  Robert  Davis,  M.D. 

1 1 2 Fourth  St.,  Boiling  Springs  1 7007 
Leo  C.  Eddinger,  M.D. 

951  N.  Fourth  St.,  Allentown  18102 
Conrad  A.  Etzei,  M.D. 

422  E.  Twenty-Second  St.,  Chester  19013 
Joseph  T.  Ichter,  M.D. 

621  Sandy  Ridge  Rd.,  Doylestown  18901 
Earle  L.  Keeter,  M.D. 

405  W.  Market  St.,  Pottsville  17901 
Paul  H.  Ripple,  M.D. 

558  N.  Duke  St.,  Lancaster  17602 
Ulysses  E.  Watson,  M.D. 

Roosevelt  Blvd.  and  Adams  Ave.,  Philadelphia  19124 
Ralph  C.  Wilde,  M.D. 

3500  Fifth  Ave.,  Pittsburgh  15213 


Council  on  Public  Service 

Kenneth  L.  Cooper,  M.D.,  Chairman 
230  Dunbar  Rd.,  Williamsport  17701 
Robert  N.  Moyers,  M.D.,  Vice-Chairman 


Ex  Officio 

Edward  T.  Lis,  M.D.  (Third  Vice-President) 
1776  S.  Queen  St.,  York  17403 
LeRoy  A.  Gehris,  M.D.  (Board  Representative) 
808  N.  Third  St.,  Reading  19601 
Staff  Assignment — Dane  S.  Wert 
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I mportant  Note:  This  drug  is  not  a simple  analgesic. 

I lo  not  administer  casually.  Carefully  evaluate  patients 
efore  starting  treatment  and  keep  them  under  close 
upervision.  Obtain  a detailed  history,  and  complete 
hysical  and  laboratory  examination  (complete 
emogram,  urinalysis,  etc.)  before  prescribing  and  at 
equent  intervals  thereafter.  Carefully  select  patients, 

I ivoiding  those  responsive  to  routine  measures,  con- 
aindicated  patients  or  those  who  cannot  be  observed 
equently.  Warn  patients  not  to  exceed  recommended 
osage.  Short-term  relief  of  severe  symptoms  with 
le  smallest  possible  dosage  is  the  goal  of  therapy, 
osage  should  be  taken  with  meals  or  a full  glass  of 
lilk.  Patients  should  discontinue  the  drug  and  report 
nmediately  any  sign  of:  fever,  sore  throat,  oral 
isions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
pigastric  pain,  symptoms  of  anemia,  black  or  tarry 
:ools  or  other  evidence  of  intestinal  ulceration  or 
, pmorrhage,  skin  reactions,  significant  weight  gain  or 
dema.  A one-week  trial  period  is  adequate.  Discon- 
nue  in  the  absence  of  a favorable  response.  Restrict 
®3*ment  periods  to  one  week  in  patients  over  sixty. 
wicatlons:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
leumatoid  spondylitis. 

ontraindications:  Children  14  years  or  less;  senile 
•Jtients;  history  or  symptoms  of  G.l.  inflammation  or 
ceration  including  severe,  recurrent  or  persistent 
rspepsia;  history  or  presence  of  drug  allergy;  blood 
|/scrasias;  renal,  hepatic  or  cardiac  dysfunction; 
'pertension;  thyroid  disease;  systemic  edema; 

^ omatitis  and  salivary  gland  enlargement  due  to  the 

Jup;  polymyalgia  rheumatica  and  temporal  arteritis; 
itients  receiving  other  potent  chemotherapeutic 
tients,  or  long-term  anticoagulant  therapy. 
larnings:  Age,  weight,  dosage,  duration  of  therapy, 
;istence  of  concomitant  diseases,  and  concurrent 
l)tent  chemotherapy  affect  incidence  of  toxic  reac- 
|j,)ns.  Carefully  instruct  and  observe  the  individual 
•tient,  especially  the  aging  (forty  years  and  over) 

■10  have  increased  susceptibility  to  the  toxicity  of  the 
j ug.  Use  lowest  effective  dosage.  Weigh  initially 
predictable  benefits  against  potential  risk  of  severe, 
[ en  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-8Q0-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


TA.83S6  -9 


I 

I 


Two  minutes  in  the  penalty  box  for  the  offender 
and  possibly  months  of  painful  skeletal  muscle 
spasm  for  the  victim. 

For  the  skeletal  muscle  spasm  of  back  sprains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm  / pain/ 

spasm.  The  resultant  relief  of 
skeletal  muscle  spasm  may  per- 
mit greater  mobilization  of  the 
affected  muscles  and  may  help 
the  patient  resume  usual  activi- 
ties sooner  than  otherwise 
possible. 

Paraspinal  muscle  mass  frequently  vulnerable 
to  this  type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows : 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal ; adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated : Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/ or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication ; abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions : If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed ; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred  speech,  trem.or,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  /_  \ Roche  Laboratories 

blood  counts  and  liver  function  tests  \ ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 

advisable  during  long-term  therapy.  \ / Nutiey.  N.J.  07110 


VAUIIM(diaiep<»n) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 


400 mg: 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC 

c^'^^dAica/ ,^^A€i^/maceiMDCi&.  ^/i'nce  /S'S^ 


P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


AUIN  HIS  HEAD:  ALLIN'ORNADE^. 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent — 
(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant  - 
( phenylpropanol- 
amine HCl— 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine 
( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HENEEDS 
MAKE  HIM  FOR  PROLONGED 
MISERABLE  REUEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications;  Upper  respiratory  congestion  and  hypersecretion 
associated  with:  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever."  etc  ). 
Contraindications;  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings;  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions;  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions;  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied;  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


mm  SPANSULE 


® 


Each  capsule  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  REUEFFORCOLD  SYMPTOMS 


OR-203 


Mylanta 

24  millior^ours 

a day. 


Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulqer  pain. 


\ 


Mylanta 

#LIOUI  D/TAB  LET:% 

aluminum  and  magnesium  tiydfoxides  plus  simethicone  '• 

Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 

(Stuai^ 
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FEBRUARY  1972 


GOVERNOR  APPOINTS  HEALTH  DIRECTOR  Governor  Milton  J.  Shapp  has 

appointed  Leonard  Bachman, 

M.D.,  Philadelphia  anesthesiologist,  his  director  of  health  services. 
He  will  act  as  the  governor’s  personal  representative  in  all  health 
matters,  and  head  the  Health  Services  Task  Force  and  the  Task  Force 
on  Emergency  Medical  Services. 


SUPREME  COURT  HEARS  ABORTION  ARGUMENTS  The  State  Supreme  Court 

for  the  first  time  heard 

arguments  in  a case  which  would  test  the  constitutionality  of 
Pennsylvania’s  abortion  law.  The  court  reserved  judgment  on  the 
Centre  County  case,  pending  for  over  two  years,  and  took  it  and 
the  abortion  conviction  of  an  Allegheny  County  physician,  under 
advisement.  Governor  Shapp  meanwhile  announced  the  appointment  of 
twenty-four  women  to  the  Pennsylvania  Abortion  Law  Commission. 

Mary  T.  Stack,  Philadelphia,  commission  staff  director,  will  serve 
as  liaison  officer  between  the  commission  and  the  governor’s  office. 
Co-chairmen  are  Dr.  Emily  Mudd,  of  Haverford,  and  Mrs.  Rita  Burke, 
of  Carbondale.  A number  of  women  physicians  are  commission  members. 


LICENSURE  BOARD  APPOINTMENTS  MADE  Governor  Shapp  has  appointed 

William  J.  Kelly,  M.D.,  Pitts - 

^ burgh,  member  of  the  PMS  Board  of  Trustees  for  the  Tenth  Councilor 
District,  and  Richard  C.  Lyons,  M.D.,  Erie  urologist,  to  the  Board 
of  Medical  Education  and  Licensure.  Wot  reappointed  was  John  F. 

: Hartman,  M.D.,  of  Erie,  whose  term  expired  December  31*  Er.  Hart- 
man had  served  as  board  chairman.  All  three  physicians  had  State 
Society  endorsement.  There  remains  one  vacancy  on  the  board. 

OFFICERS  TO  MEET  The  1972  Officers’  Conference,  combined  with  a 

meeting  of  the  Pennsylvania  Medical  Political 
! Action  Committee,  has  been  scheduled  for  April  26  and  27  at  the 
'Penn  Harris  Motor  Inn,  Lemoyne.  County  medical  societies  will 
i receive  details  shortly. 

VD  INFORMATION  AVAILABLE  A new  brochure  on  VD,  prepared  to  in- 
form the  public  about  the  diseases, 
the  incidence  in  Pennsylvania,  how  a cure  is  effected,  and  where 
ito  go  for  treatment,  has  been  produced  by  Capital  Blue  Cross,  in 
'cooperation  with  the  Pennsylvania  Department  of  Health.  Copies 
; are  available  from  the  Communications  Department  of  Capital  Blue 
!1  Cross,  100  Pine  St.,  Harrisburg  I7IOI. 

Ih.R.  1 IN  SENATE  HEARINGS  The  Senate  Finance  Committee  has  be- 
I gun  hearings  on  H.R.  1,  the  Social 

(Security  amendments  of  1971 • The  hearings  are  expected  to  continue 
I into  February.  In  his  opening  remarks  Senator  Russell  B.  Long 
( (D.  La.)  said,  "In  my  opinion  protection  against  the  cost  of  catas- 
' trophic  illness,  coupled  with  the  extension  of  medicare  to  the  dis- 
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abled  as  H.R.  1 provides ^ along  with  improvements  in  medicaid  would 
meet  the  most  pressing  shortcomings  of  our  federal  health  care 
system. " 

AMA  CALLS  FOR  EQUITY  In  a statement  submitted  to  the  Committee 

on  the  Health  Services  Industry  of  the 
Price  Commission,  the  AMA  said  physicians  are  being  discriminated 
against  by  Phase  II  controls  limiting  fee  increases  to  2^  percent 
and  then  only  when  justified  by  costs.  The  statement,  made  during 
two  days  of  hearings,  said,  "It  is  not  too  late  to  eliminate  the  in- 
equities that  now  exist."  Detailed  explanation  of  the  limitations 
on  fee  Increases  appears  on  page  28  of  this  issue. 

HOUSE  REJECTS  REPAYMENT  AMENDMENTS  The  House  of  Representatives 

voted  to  reject  Senate  amend- 
ments to  medical  school  subsidy  bills  requiring  repayment  by  the 
student  who  does  not  practice  in  the  Commonwealth  after  graduation. 

The  Senate  nonconcurred  so  the  bills  will  go  to  conference  committee. 
See  page  12  of  this  issue  and  page  15  of  the  January  issue  for  details 

MALPRACTICE  PROGRAM  WINS  MOUNTING  INTEREST  The  PMS-sponsored  Pro- 
fessional Liability 

Insurance  Program  has  attracted  widespread  membership  interest  and 
participation  according  to  spokesmen  for  Parker  and  Co.  of  Pennsyl- 
vania, administrator  of  the  program.  At  year’s  end,  just  seven 
months  after  the  program  became  effective,  approximately  1,100  PMS 
members--10  percent  of  those  considered  eiiglble--had  already  trans- 
ferred their  individual  malpractice  insurance  coverage  to  Argonaut, 
the  program's  exclusive  carrier.  Parker  spokesman  reported  an  addi- 
tional 700  completed  applications  for  coverage  are  in  various  stages 
of  processing.  A letter  has  gone  to  all  members  from  PMS  President 
George  P.  Rosemond,  M.D.,  explaining  the  program  and  urging  members 
to  investigate  it.  Members  who  have  not  received  an  application  may 
obtain  one  by  using  the  coupon  provided  in  the  advertisement  facing 
this  page. 

MH/MR  law  revisions  urged  a report  calling  for  sweeping  changes 

in  the  Mental  Health/Mental  Retardation 
Act  of  1966  has  been  submitted  to  Welfare  Secretary  Helene  Wohlgemuth 
by  a special  ad  hoc  task  force  after  eighteen  months  of  study.  Two 
major  proposals  call  for  the  creation  of  an  independent  government 
agency  to  maintain  a constant  review  of  persons  receiving  care  and 
the  establishment  of  an  office  of  public  guardian  to  provide  aid  for 
those  mentally  incapable  of  handling  their  own  affairs.  Jack  A. 
Wolford,  M.D.,  of  Western  Pennsylvania  Psychiatric  Institute,  Pitts- 
burgh, headed  the  task  force  of  the  state  Advisory  Committee  for 
Mental  Health  and  Mental  Retardation.  Dr.  Wolford  is  a past  presi- 
dent of  the  Pennsylvania  Psychiatric  Society.  i 

PHYSICIANS,  FAMILIES  TO  HEAR  ANSWERS  "What  you  always  wanted  to 

know  about  doctoring  but  were 

afraid  to  ask!"  is  the  theme  of  a conference  planned  by  the  Pennsylva- 
nia Steering  Committee  for  Continuing  Education  in  Psychiatry  and  co- 
sponsored by  PMS.  There  will  be  five  workshops  for  physicians  on  prac- 
tice-related problems,  a workshop  on  the  problems  spouses  of  physicianE 
face,  and  a rap  session  for  teen-age  offspring  of  physicians.  The  con- 
ference is  to  be  held  March  4 at  the  William  Penn  Hotel,  Pittsburgh. 
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PENNSYLVANIA  MEDICINE 


rrs  NO  SECRET... 

that  the  Penns^ivania  Medical 
Society’s  professional  liahility  insurance 
program  is  off  to  a flying  start... 


with  YOU  aboard,  its  success  will  be  assured! 


The  Pennsylvania  Medical  Society 
is  gratified  and  encouraged  by  the  ex- 
traordinary success  to  date  of  the  So- 
ciety-sponsored Professional  Liability 
Insurance  Program  which  went  into  ef- 
fect June  1,  1971.  The  unfavorable  in- 
surance market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi- 
vidual malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design- 
ed to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu- 
nity to  participate  in  all  important  pol- 
icy-making, administration  and  loss 
prevention  aspects  vital  to  the  Pro- 
gram’s success. 

The  program  is  being  underwrit- 
ten by  the  Argonaut  Insurance  Com- 
pany, a well  established,  “A+AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
& Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro- 
gram are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 


Parker  & Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis- 
trict committees. 

4.  No  member’s  application  will  be  de- 
clined except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre- 
gate limit  of  $300,000  with  excess 


limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res- 
idents and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil- 
ity insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur- 
ance coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover- 
age on  a long  term  basis.  However,  a 
broad  based,  high  degree  of  member- 
ship involvement  is  essential  to  make 
this  program  a success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro- 
gram when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

I 1 

I Mail  to:  ' 

I Parker  & Co.,  Inc.  of  Pennsylvania  i 

1 1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103  | 

I Attention:  Mr.  A.  John  Smither,  Vice  President  | 

I Name 

* Office  Address. I 

I Telephone  No | 

' Medical  Specialty..^ ■ 

I Date  your  professional  liability  insurance  expires 

■ Present  Carrier ' 

■ I am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  ! 

• Program.  Please  send  me  an  application.  □ j 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


When  ym  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticida!  and  teratogenic  effects  of  doses  of  1.000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed;  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Ibday  you 
haveyourown. 

If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 

Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
I for  physical  examination  and  definitive  evaluation.  After  a month, 

1 examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
I obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
; maintaining  standard  diet  regulation.  Uncooperative  patients 
, should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
1 be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
. to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
! tute  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
1 diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

j If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 

I cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 

I I disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
' adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 

; mides,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
' been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you  ! 
first  prescribed  it.  j | 

You  also  know  the  importance  of  I 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re  i 
familiar  \\  ith,  and  probably  have  confidence  in.j  ; j 

And  that  may  be  the  best  | 

recommendation  Orinase  can  have.  n 
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PMS  Board  moves  to  establish  study  panel 


The  Board  of  Trustees  of  the  State 
Society  has  taken  action  to  initiate  the 
formation  of  a “blue  ribbon  panel”  to 
formulate  specific  proposals  for  orderly 
and  equitable  state  subsidization  of 
Pennsylvania’s  medical  schools  and  the 
use  of  their  resources  in  solving  medical 
manpower  problems  in  the  Common- 
wealth. 

The  Society  would  invite  represent- 
atives of  the  medical  school  deans,  the 
Pennsylvania  Osteopathic  Medical  As- 
sociation, medical  schools,  the  gover- 
nor, interested  legislators,  and  appro- 
priate departments  of  state  government 
to  meet  with  representatives  of  the  State 
Society  to  form  such  a panel. 

The  action  was  taken  in  the  face  of 
moves  in  the  Legislature  which  are  ex- 
pected to  cause  further  delay  in  delivery 
of  funds  which  were  expected  from  the 
state  by  the  schools  J une  30,  1971. 

Referrals  to  Panel 

The  Board  referred  to  the  panel  for 
consideration  a proposal  of  J.  Finton 
Speller,  M.D.,  secretary  of  health,  en- 
titled “A  Program  to  Deliver  Compre- 
hensive Health  Services  to  Medically 
Deprived  Areas  of  Pennsylvania  Rural 
and  Urban.”  The  Board  also  referred  to 
the  panel  a portion  of  the  report  of  Ex- 
ecutive Director  John  F.  Rineman  con- 
cerning formation  of  health  care  teams 
for  areas  of  the  Commonwealth  with 
health  manpower  shortages. 


Governmental  Relations  to  investigate 
the  possibility  of  the  Pennsylvania 
Health  Council  assuming  the  responsi- 
bility of  a public  education  campaign 
on  quackery  in  the  health  field.  The 
referral  and  several  other  actions  on 
referrals  by  the  1971  Annual  Session 
are  reported  on  page  52  of  this  issue. 

The  proposed  change  in  name  of  the 
Committee  on  General  Practice  to  the 
Committee  on  Family  Medicine  was 
approved  by  the  Board,  which  author- 
ized a budget  for  1972  for  the  com- 
mittee of  $500. 

MECO  Supported 

The  Medical  Education  Community 
Orientation  (MECO)  program  of  the 
Student  American  Medical  Association 
(SAM A)  was  voted  a grant  of  up  to 
$500  to  implement  its  program  in  the 
eastern  part  of  the  state.  The  program  is 
being  funded  in  Western  Pennsylvania 
by  the  Allegheny  County  Medical  Soci- 
ety and  the  department  of  family  medi- 
cine at  the  University  of  Pittsburgh 
School  of  Medicine. 

In  1971  MECO  placed  seventy 
students  in  preceptorship  programs 
working  with  physicians  and  in  com- 
munity hospitals.  The  Trustees  directed 
the  Council  on  Education  and  Science 
to  assist  MECO  in  seeking  additional 


funds  from  county  medical  societies 
and  the  Hospital  Association  of  Penn- 
sylvania. 

The  Board  also  took  the  following 
actions: 

• Approved  guidelines  for  accred- 
iting continuing  education  programs  in 
community  hospitals,  if  the  criteria 
meet  AMA  standards; 

• Determined  that  the  Society 
should  seek  a meeting  with  the  gover- 
nor and  the  secretary  of  welfare  to  in- 
vestigate the  possibility  of  having  Blue 
Cross  and  Blue  Shield  underwrite  the 
Medical  Assistance  program; 

• Approved  a working  draft  of 
enabling  legislation  for  medical  care 
foundations  for  introduction  in  the 
Legislature; 

• Revised  Society  policy  advocating 
voluntary  health  facility  planning  to 
one  of  support  for  regulatory  legisla- 
tion which  would  support  a state-ad- 
ministered “certificate  of  need”  pro- 
gram responsible  for  evaluating  pro- 
posed hospital  and  health  facility  con- 
struction; and 

• Assigned  to  the  Finance  Com- 
mittee the  responsibility  for  recom- 
mending to  the  Board  of  Trustees  spe- 
cific programs  for  future  Society  activ- 
ities and  priorities. 


Antigens  available  from  Commonwealth 


Other  Actions  Taken 

In  further  action  the  Board  author- 
ized a total  contribution  to  the  Hershey 
Medical  Center  Library  of  $5,000  in 
1972,  to  be  made  in  two  equal 
payments,  one  now  and  the  other  at  the 
end  of  six  months. 

The  Trustees  moved  to  support  H.B. 
1810,  now  before  the  Legislature, 
which  would  provide  liability  immuni- 
ty for  professionals  participating  in 
peer  review  activities,  including  medi- 
cal audit,  hospitalization  utilization, 
tissue  and  credentials  committees  and 
county  society  and  State  Society  review 
activities. 

The  Board  instructed  the  Council  on 


The  cost  of  antigens  used  to  immu- 
nize children  against  childhood  com- 
municable diseases  and  tetanus  should 
not  be  the  barrier  which  stops  any  child 
from  receiving  this  protection,  said  J. 
Finton  Speller,  M.D.,  Secretary  of 
Health,  in  announcing  the  availability 
of  antigens  from  health  departments. 

Many  physicians  are  not  aware  that 
they  may  requisition  vaccines  pur- 
chased with  state  funds,  (D.P.T.,  Te- 
anus  Toxoid  and  Tetanus  Diphtheria) 
for  their  use  in  immunizing  children  of 
families  on  assistance  or  medically  in- 
digent families  in  their  own  practices. 
In  addition,  antigens  purchased  with 
federal  funds,  (Rubella,  Measles, 
Measles  and  Rubella  combined  and 


Trivalent  Oral  Polio)  may  be  used  to 
immunize  any  child  from  one  to  twelve. 

All  requests  for  vaccine  should  be 
submitted  to  local  state  health  centers; 
to  county  health  departments  by 
physicians  who  practice  in  Allegheny, 
Bucks,  Chester,  Erie,  and  Philadelphia 
counties,  or  to  the  Bi-City  Health 
Bureau  for  those  physicians  in  Allen- 
town and  Bethlehem. 

“Although  we  have  protected  most 
of  our  children,  recent  experience  has 
proved  that  until  we  reach  the  pockets 
of  unimmunized  children  scattered 
throughout  many  areas,  we  cannot  be 
satisfied  with  our  efforts  to  prevent 
those  diseases  for  which  we  have  an  ef- 
fective antigen,”  Dr.  Speller  said. 
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Trustees  plan  membership  campaign 


David  S.  Masland,  M.D.,  chairman 
of  the  Pennsylvania  Medical  Society’s 
Board  of  Trustees  and  Councilors,  has 
announced  the  details  of  a campaign  to 
be  led  by  the  Trustees  and  Councilors 
to  recruit  nonmember  physicians  at  the 
county  society  level.  His  plan  came  in 
response  to  an  action  by  the  1971 
House  of  Delegates  calling  for  the  Trus- 
tees to  play  a more  active  role  in  mem- 
bership recruitment. 

Dr.  Masland’s  announcement  came 
at  the  January  Board  meeting.  He  noted 
the  importance  of  full  representation  of 
all  physicians  eligible  for  membership 
within  each  individual  district.  He  fur- 
ther said  that  a good  recruitment  effort 
will  create  a greater  awareness  and  un- 
derstanding of  the  Society’s  mem- 
bership benefits  and  objectives  among 
current  members  as  well. 

The  campaign,  as  outlined  by  Dr. 
Masland,  calls  for  Trustees  to  urge 
county  societies  within  their  respective 
districts  to  give  the  recruitment  effort 

State  council  approves 
five  grant  requests 

The  State  Advisory  Council  for 
Comprehensive  Health  Planning  of  the 
Pennsylvania  Department  of  Health 
has  approved  applications  of  five 
regional  comprehensive  health  plan- 
ning agencies.  The  applications  will 
now  be  forwarded  to  the  federal  gov- 
ernment for  approval  and  funding. 

Western  Pennsylvania  Comprehen- 
sive Health  Planning  Agency,  Inc.,  has 
requested  $375,000  to  conduct  its  third 
year  of  planning. 

Applying  for  first  year  operational 
grants  are:  The  Central  Pennsylvania 
Health  Council,  $21,270;  The  Health 
and  Hospital  Planning  Council  of 
Northeastern  Pennsylvania,  $82,537; 
The  East  Central  Pennsylvania  Area- 
wide Committee  for  Regional  Medical 
Programs  and  Comprehensive  Health 
Planning,  $44,068;  and  The  Compre- 
hensive Health  Planning  Council  of 
Northwestern  Pennsylvania,  Inc., 
$91,405. 

The  Council  is  also  developing  a 
state  health  plan,  mandated  by  the  Part- 
nership for  Health  Act,  the  same  act 
which  established  comprehensive 
health  planning. 


high  priority.  Trustees  will  provide 
each  county  with  a computer  printout 
indicating  all  non-member  physicians 
who  live  or  practice  in  that  particular 
county.  The  Councilors  plan  constant 


Martin  Wollmann,  M.D.,  has  been 
appointed  executive  director  of  the 
Greater  Delaware  Valley  Regional 
Medical  Program  (GDVRMP)  ac- 
cording to  a Joint  announcement  by 
William  F.  Kellow,  M.D.,  chairman  of 
the  Board  of  Directors  and  Leonard  N. 
Wolf,  M.D.,  chairman  of  the  organiza- 
tion’s Regional  Advisory  Group.  He 
succeeds  George  R.  Clammer,  M.D., 
who  has  retired. 

Dr.  Wollmann  interned  at  the  Uni- 
versity of  Colorado  Medical  Center, 
took  his  residency  in  internal  medicine 
at  the  Presbyterian  Medical  Center  in 
Denver,  and  was  director  of  health 
service  at  the  University  of  Wyoming. 
He  Joined  GDVRMP  as  deputy  execu- 
tive director  in  1969. 

Paul  Kotin,  M.D.,  vice-president  of 
Temple  University  Health  Sciences 
Center  and  dean  of  the  university’s 
School  of  Medicine,  has  been  named  to 
the  GDVRMP  Board  of  Directors  and 
to  the  Regional  Advisory  Group. 


review  and  follow-up  of  the  county 
societies’  progress  through  visits  and 
follow-up  telephone  calls  to  key  of- 
ficers. Results  will  be  reviewed  at  the 
Board  of  Trustees  meeting  in  August. 


Others  named  to  the  Regional  Advi- 
sory Group  are:  Norman  L.  Cannon, 
M.D.,  vice-president  for  medical  af- 
fairs, Wilmington  Medical  Center, 
elected  member-at-large;  J.P.  Kelley, 
director  of  the  Philadelphia  VA  Hospi- 
tal, elected  ex-officio  member;  and 
George  McCarthy,  M.D.,  Crozer- 
Chester  Medical  Center,  named  repre- 
sentative of  the  West  Metropolitan 
Areawide  Committee. 

Henry  V.  Walkowiak,  director  of  the 
Office  of  Comprehensive  Health  Plan- 
ning (CHP),  was  named  CHP  Agency 
representative. 

An  application  for  funds  to  cover  a 
three  year  period  beginning  April  1, 
1972,  has  been  submitted  to  Regional 
Medical  Programs  Service  by  the 
Greater  Delaware  Valley  Regional 
Medical  Program  (GDVRMP). 

The  application  includes  a request 
for  funds  to  support  five  new  operation- 
al projects  plus  funds  to  continue  fif- 
teen projects  currently  underway. 


A GRANT  of  $25,000  from  ths  Gulf  Oil  Foundation  was  presented  to  Temple  Uni- 
versity to  help  renovate  the  university’s  school  of  medicine.  It  is  the  largest  cor- 
porate gift  received  so  far  in  the  million  dollar  campaign  for  renovation  of 
research  and  classroom  areas.  Shown  above  at  the  presentation  are,  left  to  right, 
Drs.  Paul  Kotin,  Temple  vice-president  for  health  sciences  and  dean  of  the  medi- 
cal school;  Paul  R.  Anderson,  university  president;  John  D.  McMaster,  1951 
Temple  graduate  and  physician  on  the  Gulf  staff;  and  John  F.  Hogan,  eastern 
regional  medical  director  for  Gulf  Oil  Corporation.  Temple  is  one  of  the  fifteen 
largest  medical  schools  in  the  country,  with  an  enrollment  of  600.  More  than  2,000 
of  the  school’s  graduates  are  practicing  in  Pennsylvania. 

Delaware  Valley  RMP  announces 
Dr.  Wollman  new  director 
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PaMPAC  district  representatives  reelected 


The  PMS  Board  of  Trustees  has  re- 
elected the  district  incumbent  repre- 
sentatives from  a list  of  nominees  sub- 
mitted by  the  Pennsylvania  Medical 
Political  Action  Committee. 

From  the  First  through  the  Twelfth 
Councilor  Districts  respectively,  they 
are:  Paul  S.  Friedman,  M.D.,  of 
Philadelphia;  R.  William  Alexander, 
M.D.,  of  Reading;  Richard  L.  Huber, 
M.D.,  of  Scranton;  Benjamin  Sch- 
neider, M.D.,  of  Danville;  R.  Edward 

Insurance  Department 
rejects  rate  increase 

The  State  Insurance  Department  has 
rejected  a Blue  Shield  request  for  a rate 
increase  in  its  "65-Special  Agreement", 
which  covers  more  than  half  a million 
subscribers  with  supplementary  medi- 
cal insurance  beyond  medicare. 

Medicare  now  pays  80  percent  of  a 
patient's  doctor  bills.  The  "65-Special 
Agreement  pays  the  additional  20  per- 
cent. Blue  Shield  had  requested  a rate 
increase  from  $2.25  to  $3.00  per 
month. 

Departments  divided  at 
Medical  College  of  Pa. 

The  departments  of  psychiatry  and 
neurology'  at  Medical  College  of  Penn- 
sylvania, Philadelphia,  have  been 
divided  into  two  independent  entities 
according  to  an  announcement  from 
Bernard  Sigel,  M.D.,  dean  and  acting 
president  of  the  college.  Leo  Madow, 
M.D.,  has  retained  the  chairmanship  of 
the  department  of  psychiatry. 

Associate  Professor  Rosalie  Burns, 
M.D.,  has  been  named  acting  chairman 
of  the  new  department  of  neurology. 
She  previously  served  as  head  of  the 
neurology'  section  and  director  of  the 
neurology  clinics.  She  is  a consultant  to 
the  Pathway  School  for  Children  with 
Learning  Disorders  in  Jeffersonville 
and  is  a consultant  at  the  VA  Hospital 
and  at  the  Eastern  Pennsylvania  Psy- 
chiatric Institute. 

Dr.  Burns  has  announced  that  a new 
three-year  residency  program  in  neu- 
rology has  been  approved  by  the  Amer- 
ican Medical  Association  and  is  now 
operational. 


Steele,  M.D.,  of  Harrisburg;  William  B. 
West,  M.D.,  of  Huntingdon;  Robert  F. 
Beckley,  M.D.,  of  Lock  Haven; 
William  D.  Lamberton,  M.D.,  of  Erie; 
Ralph  M.  Weaver,  M.D.,  of  Butler; 
Robert  J.  Carroll,  M.D.,  of  Pittsburgh; 
John  B.  Lovette,  M.D.,  of  Johnstown; 


and  Stanley  M.  Stapinski,  M.D.,  of 
Glen  Lyon. 

The  PaMPAC  Board  will  select  five 
additional  members-at-large  and  has 
scheduled  a reorganization  meeting. 
Dr.  West  is  the  current  PaM  PAC  board 
chairman. 


ON  A RECENT  VISIT  of  the  Berks  County  Junior  Medical  League  to  the  University 
of  Pennsylvania  School  of  Medicine  are,  left  to  right,  the  group's  advisor,  William 
Lord,  M.D.,  Reading;  Alfred  Qellhorn,  M.D.,  dean  of  the  medical  school;  Jeffrey  E. 
Green,  league  president,  a senior  at  Reading  High  School;  and  Kenneth  Miller, 
vice-president.  Mount  Penn  Senior  High  School  student,  shown  in  front  of  the 
medical  school.  Thirty-three  other  area  high  school  students  accompanied  them 
on  the  tour  designed  for  students  aspiring  to  careers  in  medicine  and  other  health 
professions. 


Health  Department  regulation  makes 
lead  poisoning  reportable  disease 


The  following  regulation  was 
published  in  the  Pennsylvania  Bulletin 
on  November  10,  1971  and  is  effective 
as  of  that  date. 

"2.  Reportable  Diseases. 

C.  Non-communicable  Diseases 
and  Conditions. 

3.  Childhood  Lead  Poisoning. 

Lead  Poisoning,  as  evidenced  by 
a blood  lead  level  of  80  micro- 
grams%  or  higher  shall  be  reported 
to  the  local  health  authority. 

Possible  Lead  Poisoning,  as 
evidenced  by  a blood  lead  level  of  40 
micrograms%  to  79  micrograms% 
shall  be  reported  to  the  local  health 
authority.” 

"D.  Non-communicable  Diseases 

2.  Childhood  Lead  Poisoning. 

Any  person  who  is  in  charge  of  a 


laboratory  in  which  a laboratory  ex- 
amination for  blood  lead  by  any' 
technique  yields  a result  of  80 
micrograms%  or  higher  shall  report 
this  finding  as  Lead  Poisoning. 

Laboratory  examinations  for 
blood  lead  by  any  technique  which 
yield  a result  of  40  micrograms%  to 
79  micrograms%  shall  be  reported 
as  Possible  Lead  Poisoning. 

These  reports  shall  be  submitted 
as  indicated  in  3,  A.  3.  (1 )." 

All  reports  shall  be  directed  to  the 
County  Health  Department,  or  the 
State  Health  Center  in  the  county  if  a 
county  health  department  does  not^ 
exist.  The  case  report  form  (HCD34-1J 
Rev.  1/68)  used  for  other  reportable 
diseases  shall  be  used. 
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Dr.  Wilde  installed  at  ACMS  dinner 


Ralph  C.  Wilde,  M.D.,  Pittsburgh 
surgeon  and  member  of  the  Pennsyl- 
vania Medical  Society  Council  on 
Public  Service,  was  installed  as  pres- 
ident of  the  Allegheny  County  Medical 
Society  at  the  organization’s  annual 
dinner  recently. 

Keynote  speaker  was  Carl  A. 
Hoffman,  M.D.,  president-elect  of  the 
American  Medical  Association.  Other 
officers  elected  were:  Ralph  J.  Stalter, 
M.D.,  president-elect;  David  W.  Clare, 
M.D.,  first  vice-president;  Joseph  V. 
Caliguiri,  M.D.,  secretary;  and  Mar- 
shall M.  Johnson,  Jr.,  M.D.,  treasurer. 

Special  guests  included  ten  local 
physicians  honored  by  PMS  for  fifty 
years’  service  in  the  practice  of  medi- 
cine. Awards  were  presented  to  Drs. 
Robert  J.  Billings,  Joseph  B.  Bloom, 
Joseph  H.  Carroll,  Herbert  Franken- 
stein, Louis  L.  Friedman,  Max  R. 
Goldman,  Alice  S.  Gularski,  Grace  K. 
Martin,  R.  Charles  Nucci,  and  Morris 
B.  Weber. 


The  Pennsylvania  Chapter  of  the 
.American  College  of  Emergency 
Physicians  held  a workshop  in  Harris- 
I burg  recently  and  elected  the  following 
I officers:  Volney  Patton,  M.D.,  Bethel, 
Park,  president;  Jake  Fong,  M.D., 
Greensburg,  vice-president;  Jessie 
Weigel,  M.D.,  Pittsburgh,  treasurer; 
and  Betty  Peirsol,  M.D.,  Turtle  Creek, 
secretary. 

' The  chairman  of  the  Education  and 
^Scientific  Assembly  Committee, 

HAP  has  new  executive 

i James  R.  Neely  has  been  named  ex- 
.scutive  vice-president  of  the  Hospital 
Association  of  Pennsylvania,  suc- 
ceeding John  F.  Worman,  who  has  re- 
tired. 

’ Mr.  Neely  has  served  with  the  South 
I Carolina  Hospital  Association  and  with 
; he  American  Hospital  Association 
k AHA)  in  Chicago  in  several  capacities. 
■iiVlost  recently  he  was  associate  director 
I'jjf  AHA  and  chairman  of  the  manage- 
;nent  council. 


The  Frederick  M.  Jacob  Physicians 
Merit  Award  was  presented  jointly  to 
William  B.  McKenna,  M.D.,  and 
George  H.  Fetterman,  M.D.  William 


ir  iMitl 


DR.  WILDE 


Weisser,  M.D.,  and  Peter  Safar,  M.D. 
Jointly  received  the  society’s  Founda- 
tion award  for  their  efforts  in 
improving  emergency  services. 


Gordon  Myers,  M.D.,  announced  that 
a scientific  assembly  covering  cardiac 
and  surgical  emergencies  as  seen  by  the 
emergency  department  physician  will 
be  held  May  5 a'nd  6 at  the  Holiday  Inn 
Town  in  Harrisburg. 

Applications  for  admission  to  the 
state  chapter  may  be  obtained  from  the 
Pennsylvania  Chapter  of  ACEP,  P.O. 
Box  152,  Bethel  Park,  Pennsylvania. 
All  physicians  engaged  in  emergency 
care  are  urged  to  inquire  regarding  ac- 
tive membership. 


A prepaid  dental  care  plan  is  being 
offered  for  the  first  time  by  Pennsyl- 
vania Blue  Shield,  according  to  an  an- 
nouncement from  Robert  E.  Rine- 
himer,  president. 

Designed  for  employee  groups  of  1 00 
or  more,  the  basic  policy  will  cover  oral 
examinations,  x-rays  of  the  teeth, 
fluoride  application  for  subscribers 
under  age  10,  cleaning,  scaling  and 


Three  awards  to  laymen  were 
presented  for  contributions  to  the  ad- 
vancement of  the  community’s  health 
by  James  R.  Dornenburg,  M.D.,  the  so- 
ciety’s awards  chairman.  The  annual 
Harold  B.  Gardner  award  went  to  Mr. 
Nathaniel  Murray,  founder  and  project 
director  of  the  Sickle  Cell  Society  of 
Allegheny  County. 

The  individual  Benjamin  Rush 
award  was  presented  to  Mrs.  Dorothy 
Dorr,  chairman  of  the  crafts  workshop 
at  St.  Margaret  Memorial  Hospital. 
The  organization  award  given  in  honor 
of  Benjamin  Rush,  M.D.,  was  awarded 
to  the  Reach  to  Recovery  Program  of 
the  Allegheny  County  unit  of  the 
American  Cancer  Society  for  their 
work  with  mastectomy  patients. 

Accepting  the  gavel  as  President  of 
the  County  Medical  Society  from  his 
predecessor,  Fred  C.  Brady,  M.D.,  Dr. 
Wilde  pledged  the  organization’s  sup- 
port to  the  Pennsylvania  Medical  Care 
Foundation  and  asked  his  fellow 
members  to  concern  themselves  partic- 
ularly with  such  problems  as  distribu- 
tion and  availability  of  medical  care  in 
the  inner  cities,  pre-paid  health  pro- 
grams, the  rising  cost  of  hospitalization, 
the  financing  of  post-graduate  medical 
education,  expansion  of  medical 
schools,  and  national  health  insurance. 

In  his  address  to  the  audience  of 
some  300  physicians  and  their  guests. 
Dr.  Hoffman  warned  that  the  number 
of  medical  malpractice  claims  has  risen 
to  crisis  proportions,  increasing  at  a 
rate  of  10  per  cent  over  the  past  five 
years  and  causing  physicians  to  practice 
"defensive  medicine”  in  order  to  pro- 
tect themselves  against  possible  litiga- 
tion. 


polishing  of  teeth,  repair  of  dentures, 
fillings  and  simple  extractions.  In  addi- 
tion, supplemental  coverage  will  be 
available  for  complex  oral  surgery,  ar- 
tificial teeth,  treatment  of  gum  disease, 
and  orthodontics. 

More  than  3,600  Pennsylvania  den- 
tists are  expected  to  participate,  ac- 
cepting Blue  Shield’s  payment  for  cov- 
ered services  as  payment  in  full. 


Pennsylvania  emergency  physicians 
organize,  plan  learning  session 


Blue  Shield  offers  dental  care  plan 


■EBRUARY  1972 
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Amphetamine  production  quotas  ordered  cut 


The  Justice  Department  has  pro- 
posed production  quotas  to  cut  by  40 
percent  the  amount  of  amphetamine 
and  methamphetamine  manufactured 
by  U.S.  drug  companies  in  1 972. 

Attorney  General  John  N.  Mitchell 
said  the  Bureau  of  Narcotics  and  Dan- 
gerous Drugs  (BNDD)  proposed  to 
limit  production  of  amphetamine  5,870 
kilograms  and  methamphetamine  to 
2,782  kilograms — an  approximate  40 
percent  cut  from  1 97 1 production  and  a 
70  percent  cut  from  what  was  requested 
by  drug  companies. 

Mitchell  said  9,356  kilograms  of 
amphetamine  and  4,926  kilograms  of 
methamphetamine  will  be  produced 
this  year.  The  drugs  are  used  to  treat 
narcolepsy,  a form  of  sleeping  sickness, 
and  hyperkinesis,  a form  of  hyperac- 
tivity found  in  children.  They  also  have 
been  used  widely  for  treatment  of  over- 
weight, although  such  use  is  question- 
able. 

BNDD  has  estimated  that  large 
amounts  of  the  legally  produced  drugs 
have  been  diverted  into  the  illicit  drug 
traffic. 

The  40  percent  production  cut  was 
recommended  by  the  Department  of 
Health,  Education,  and  Welfare.  The 
proposed  quota  is  the  first  time  the  gov- 
ernment has  used  this  authority  under 
the  1970  Drug  Abuse  Prevention  and 


'65-Speciar  subscribers 
benefit  in  central  Pa. 

Increased  medicare  hospital  insur- 
ance costs  recently  announced  by  the 
Social  Security  Administration  will  be 
covered  at  no  additional  cost  to  the 
nearly  100,000  subscribers  of  the  Blue 
Cross  ■■65-Speciar’  program  in  central 
Pennsylvania.  The  announcement  was 
made  by  Richard  D.  Rife,  president  of 
Capitol  Blue  Cross. 

Cost  increases  announced  for  1972 
include:  an  increase  from  $60  to  $68  in 
the  in-hospital  deductible;  an  increase 
from  $15  to  $17  per  day  in  the  co-in- 
surance for  the  6 1st  through  90th  day 
of  hospitalization;  and  an  increase  from 
$30  to  $34  per  day  in  the  co-insurance 
for  the  30-day  ‘ lifetime  reserve.” 


Control  Act.  Manufacturers  had  30 
days  to  contest  the  action  before  it  took 
effect. 

Legal  use  of  amphetamines  could  be 
curtailed  as  the  result  of  a current  Food 
and  Drug  Administration  evaluation 
study  of  their  effectiveness  as  a weight- 


reducing  drug.  The  study  will  take  two 
to  six  months,  but  the  FDA  already  has 
ordered  the  amphetamine  manufac- 
turers to  submit  additional  proof  of  ef- 
fectiveness because  of  critical  conclu- 
sions by  the  National  Academy  of 
Sciences. 


Committee  on  handicapped  child 
urges  use  of  services  directory 


The  Committee  on  the  Handicapped 
Child  of  the  Pennsylvania  Chapter, 
American  Academy  of  Pediatrics,  is 
urging  all  physicians  in  the  Common- 
wealth to  obtain  a copy  of  the  directory 
of  services  for  handicapped  children 
through  which  they  can  receive  appro- 
priate diagnosis  and  treatment.  The  di- 
rectory is  available  through  the  Depart- 
ment of  Health. 

Perry  Grossman,  M.D.,  Sellersville, 
committee  chairman,  said:  ■■The  com- 
mittee. . .is  concerned  that  handicapped 
children  through  the  state  receive  ap- 
propriate diagnostic  and  treatment 
services.  A source  of  such  services  is  the 
Pennsylvania  Department  of  Health. 

■ The  Division  of  Maternal  and  Child 
Health  of  the  Pennsylvania  Department 
of  Health  provides  many  services  to 
handicapped  children.  Diagnostic  serv- 
ices are  available  to  all  children  of  the 


A CERTIFICATE  OF  SPECIAL  REC- 
OGNITION to  the  Luzerne  Chapter  for 
sustaining  100  percent  membership 
was  awarded  at  the  American  Associ- 
ation of  Medical  Assistant’s  annual 
convention  in  Atlanta,  Ga.  It  is  shown 
above  by  Josephine  Zbysheski, 
Plains,  and  Agnes  Smith,  Wilkes- 
Barre,  president  of  the  Pennsylvania 
Chapter,  A AM  A. 


Commonwealth  and  treatment  services 
are  available  to  those  children  whose 
parents  are  unable  to  afford  private 
care.  Information  about  these  services 
can  be  obtained  by  writing  to:  Division 
of  Maternal  and  Child  Health,  Pennsyl- 
vania Department  of  Health,  Box  90,. 
Harrisburg,  Pa.  1 7l 20.  Telephone  7 1 7- 
787-7436.”  Ij 

I 

Jeff  team  uses  probe  in  i 
infant  heart  surgery 

Thomas  Jefferson  University  Hospi-i 
tal  has  announced  the  successful  use  of 
a probe  by  Drs.  Louis  F.  Plzak,  Jr.,  and 
C.S.  Rangarathnam  to  determine  the; 
safety  of  open  heart  surgery  on  infants. 

The  muscle  surface  PH  probe,  in-', 
serted  into  a muscle  incision,  is  usee 
during  the  period  of  hypothermy  to  de  j 
termine  whether  a child  under  thirtj 
pounds  will  survive  a 45-60  minuttj 
period  of  cardiac  arrest  during  surgery! 

The  procedure  eliminates  problem: 
previously  encountered  with  the  use  o, 
the  heart-lung  machine  in  infant  sur 
gery.  Its  purpose  is  to  warn  of  dangerj 
permitting  drugs  to  be  administered  t( 
improve  circulation  to  body  tissues  o 
cessation  of  the  surgical  procedure. 

Operations  on  a fourteen  pound  bo; 
with  cyanotic  heart  disease  and  on  . 
twenty-two  pound  girl  with  a hole  ii’l 
her  ventricular  septum  have  been  sue 
cessful.  Dr.  Plzak  said,  ■■We  plan  to  usi ! 
this  technique  of  hypothermia  to  coi;  j 
rect  all  operable  congenita!  hear  I 
defects  at  an  early  age...  This  methoj 
makes  surgery  on  infants  infinitefi 
safer  and  enables  us  to  correct  defect 
in  the  newborn  period  rather  tha 
doing  temporary  surgery  with  the  ris 
of  having  to  operate  again  later  in  life.^ 
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Real  Estate  acquisition 
opportunities  with  immediate 
tax  write-offs,  leverage,  and 
a strong  cash  return 


Suppose  for  the  moment  that  your  income  taxes  for  1972  will  total  $50,000. 

Assume  further  you  are  interested  in  reducing  this  tax  liability  by  a very  substantial  amount.  We 
can  make  available  to  you  maximum  tax  shelter  and  immediate  write-offs  through  well-structured 
real  estate  purchases. 

Our  real  estate  investment  firm,  Properties  Diversified,  Inc.,  specializes  in  the  purchasing, 
packaging  and  management  of  income  producing  properties  with  special  emphasis  upon  apart- 
ment complexes. 

Our  knowledge  of  tax  aspects,  leverage  and  purchasing  expertise  will  be  meaningful  to  you. 

We  are  constantly  reviewing  real  estate  offerings  in  which  you  could  become  a limited  partner  in- 
vestor . . . and  we  invite  your  inquiry  into  the  mechanics  of  your  joining  with  our  firm  in  the 
purchase  of  these  viable,  long  term,  tax  sheltered  investments. 

This  ad  will  be  of  particular  significance  to  you  if  you  have  either  substantial  gains  or  large 
amounts  of  ordinary  income  which  must  be  offset  in  order  to  substantially  reduce  income  taxes. 


I PROPERTIES  DIVERSIFIED,  INC. 

I 3207  North  Front  Street 
I Harrisburg,  Pa.  17110 

I I would  be  interested  in  hearing  from  you  with  regard  to  a specific  investment  property. 
Name  

I Address  

I 

j City  — State Zip  

I 

I Phone  
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T4  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 


THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE  ? 
SYNTHROID  PATIENT.  " 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’;  | 

(2)  since  SYNTHROID  contains  onl| 
T4,  the  potential  for  metabolic  ^ 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 

PREPARATION,  ' 

CAUTIOUS 

OBSERVATION  OF  THE  , 
PATIENT  DURING  THE ; 
BEGINNING  OF 
THERAPY  WILL  ALERT ' 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occurs] 
are  related  to  excessive  dosage.  ^ 
Caution  should  be  exercised  in 
administering  the  drug  to  patients^ 
with  cardiovascular  disease.  Read^ 
the  accompanying  prescribing  j 
information  for  additional  data  or’ 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtipose 


Smooth 


...to  tffyroMrepiacemeiittiierapiy^ 


I 


^TIENTS  CAN  BE 
^CCESSFULLY 
(MAINTAINED  ON  A 
UG  CONTAINING 
ROXINE  ALONE. 


IS^G 

W" 


rtiyroxine  (T4)  is,  as  you  know, 
major  circulating  hormone 
duced  by  the  thyroid  gland, 
is  also  produced,  in  smaller 
^nts,  and  is  active  at  the 
lular  level.  For  years  it  has  been 
siivorking  hypothesis  among 
sndDcrinologists  that  T4  is 
Moverted  by  the  body  to  T3.  In 
0 this  process,  called 
iodmation,”  was  demonstrated 
>y  Braverman,  Ingbar,  and  Sterling*. 

does  convert  to  T3,  though  the 
)recise  quantities  are  still  being 
itudied. 

The  conversion  has  been 
llnically  demonstrated  during  the 
idministration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
lormalized  on  SYNTHROID  alone, 
the  presence  of  T3  in  these 
i|tients  has  been  clearly  shown. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID® 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64, 1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


Synthrour 

l^ium  levothyiiOKin^ 


THE  FACTS  ARE 
PLEAR  AND  HERE 
S OUR  OFFER. 

•ACTS: 

Jynthetic  thyroid  drugs  are  an 
mprovement  over  animal  gland 
^ products.  Patients,  even  athyrotic 
, can  be  completely 
‘ Maintained  on  SYNTHROID  (T4) 
^lione.  Thyroid  function  tests  are 
I asy  to  interpret  since  they  are 
I redictably  elevated  when  the 
latient  adheres  to  SYNTHROID. 

ail  synthetic  thyroid  drugs, 
IyntHROID  is  the  most 
iconomical  to  the  patient. 


OFFER: 

Free  TAB-MINDER  medication  j 

dispensers  to  start  or  convert  all  | 

your  hypothyroid  patients  to  fi 

SYNTHROID.  Free  information  to  [ 

physicians  on  role  of  thyroid  j 

function  tests  in  a new  booklet  [ 

titled:  “Guideposts  to  Thyroid  | 

Therapy.”  Ask  us.  [ 

[ 

Name  I 

I 

Address  I 


City  State  Zip 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for  | 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc-  , 
tions  where  rapid  replacement  of  the  hormone  is  re- 
quired.The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of  If 
overdosage  appear,  discontinue  medication  for  2-6  I! 
days,  then  resume  at  a lower  dosage  level.  In  patients  if 
with  diabetes  mellitus,  careful  observations  should  be  |f 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds's  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  corrected  » 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with  l{ 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio-  n 
vascular  disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani-  | 
tested.  Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and  11 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  || 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age  followed  by  a more  gradual  adjustment  upward  ' 
will  result  in  a more  accurate  indication  of  the  pa-  | 
tient’s  dosage  requirements  without  the  appearance  f 
of  side  effects.  j 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  t 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva-  j 
lent  to  approximately  one  grain  thyroid,  U.S.P.  Admin-  i 
ister  SYNTHROID  tablets  as  a single  daily  dose,  li 
preferably  after  breakfast.  In  hypothyroidism  without  || 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily,  : 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua-  ; 
tion  should  be  made  monthly  and  FBI  measurements  I 
about  every  90  days.  Final  maintenance  dosage  will  [ 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx-  ij 
edema,  starting  dose  should  be  0.025  mg.  daily.  The  I 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  li 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (O.l-l.O  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  mi.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 


epvice 


idtinction 


man 


Professional  Protection  Exclusive 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  .Wilson,  Jr.,  and  S.  B.  Elston,  J 
Suite  126-BC,  The  Benson,  Jenkintown  19046  T< 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingro 
1074  Greentree  Rood,  Pittsburgh  15220  Ti 


ALSO  AVAILABLS  FOB  THE  TREATMENT  OF 


due  to  androgenic  deficiency  in  the  American  matt. 


DESCRIPTION:  Methyltestosterone  is  17/:-Hydroxy-17-Methylandrost-4  en 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental. ‘and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Android 

Methyltestosterone  N.R-5  mg. 

Android  1 10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy,  in  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBl  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastn 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention  • Priapism  • Vinli 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  i-s  suggested  as  an 
average  daily  dosage  guide. 

Average  Daily  Dosage 
Tablets 


10  to  40  mg. 

10  to  40  mg. 
30  mg. 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


INDICATION 
In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


Write  for  Literature  arid  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  California  90057 
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V yW  paregoric 
much  like  b 


generations  my  family  has  insisted  on  Donnagel  -PG/'  says  active  yoimg  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 

without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
Atropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg 
equivalent  to  paregoric  6 ml.)  (Warning;  may  be  habit  forming);  Sodium  benzoate  (preservative), 
30.0  mg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
diarrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
accompanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
unpleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
to  promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
demulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
belladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel'PG 

Donnagel  with  paregoric  equivalent 
^ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Caimers  to  help  ciear  the 
iower  respiratory  tract.  Aii  contain 
glyceryi  guaiacoiate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  "flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacoiate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 


Each  5 cc.  contains: 

Glyceryl  guaiacoiate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


With  the 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacoiate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacoiate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  "coughs  on  the  go” 

Cough  Caimers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacoiate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 
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Select  the  Robitussin® 

‘Clear-Tract”  Formulation  That  Treats  Your  Patient’s  individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

robitussin  A-C® 

•> 

ROBITUSSIN-DM® 

m 

m 

m 

ROBITUSSIN-PE® 

m 

m 

COUGH  CALMERS® 

o 

m 

m 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 


Nonprescription  drugs  to  be  evaluated 


The  Food  and  Drug  Administration 
has  announced  a three-year  program  to 
evaluate  the  safety  and  effectiveness  of 
hundreds  of  thousands  of  nonprescrip- 
tion drugs. 

The  agency  said  its  concern  was  illus- 
trated by  a recent  review  of  420  over- 
the-counter  drugs  by  the  National 
Academy  of  Sciences  which  concluded 
that  only  about  one-fourth  are  effec- 
tive. 

The  new  program  is  similar  to  a 1 966 
review,  recently  completed,  of  2,752  in- 
dividual prescription  drugs.  Almost  15 
percent  failed  to  live  up  to  claims  and 
35  percent  were  found  to  be  only  pos- 
sibly effective. 

“Because  self-medication  is  essential 
to  the  nation’s  health  care  system,  it  is 
imperative  that  the  over-the-counter 
drugs  be  safe  and  effective  and  have 
fully  informative  labeling,”  said  FDA 
Commissioner  Charles  C.  Edwards. 

Rather  than  tackle  each  of  the 
100,000  to  500,000  nonprescription 
drugs  one  at  a time,  and  tie  up  court 
dockets  and  the  FDA’s  staff  for  years, 
he  said,  the  FDA  will  utilize  expert 
panels  to  evaluate  ingredients,  dosages, 
and  conditions  for  use  for  at  least  26 
basic  classes  of  over-the-counter  prod- 
ucts. 

The  classes  include  antacids,  laxa- 
tives, antiperspirants,  sunburn  prod- 
ucts, vitamin-mineral  products,  dan- 
druff products,  mouthwashes,  anal- 
gesics, sedatives,  stimulants,  antihis- 
tamines, cold  remedies,  contraceptives, 
and  menstrual  products. 

The  panels  will  compose  standards 

U.S.  Savings  Bonds  sales 
rise  in  Pennsylvania  and 

Sales  of  U.S.  Savings  Bonds  continue 
to  rise  in  Pennsylvania,  Charles  S. 
Krumrine,  state  chairman  of  the 
Treasury  Department’s  savings  bond 
division,  has  announced. 

Pennsylvanians  purchased 
$43,316,000  worth  of  E Bonds  and 
$2,167,000  worth  of  H Bonds  in 
November.  Cumulative  purchases  for 
1971 — ^January  through  November — 
have  reached  $493,445,000,  which  is 
1 12.8  percent  of  the  1971  goal. 

Nationwide,  total  January- 


on  active  ingredients,  labeling, 
warnings,  and  directions  for  use.  Each 
over-the-counter  product  would  have 
to  meet  the  standards,  be  reformulated, 
gain  approval  as  a new  drug  or  be  taken 
off  the  market. 

The  first  panel  is  expected  to  be  or- 
ganized by  March  1 to  review  antacids. 

Valve  disease  study 
project  of  institute 

The  National  Heart  and  Lung  Insti- 
tute is  conducting  a study  of  operative 
treatment  of  patients  with  valvular 
disease  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Mary- 
land. 

Physicians  are  requested  to  refer  pa- 
tients with  valvular  heart  disease  to  the 
Clinical  Center  for  a complete  diag- 
nostic evaluation  (including  cardiac 
catheterization).  Surgery  will  be  per- 
formed if  indicated  without  charge  for 
any  of  these  services. 

The  Cardiology  and  Surgical 
Branches  of  the  National  Heart  and 
Lung  Institute  are  conducting  an  in- 
depth  study  designed  to  identify  clinical 
and  hemodynamic  indices  that  would 
reliably  indicate  operative  prognosis 
and  allow  identification  of  the  patient 
with  irreversible  myocardial  changes. 

Physicians  wishing  to  refer  patients 
should  send  case  summaries  to  Stephen 
E.  Epstein,  M.D.,  Clinical  Center, 
Room  7B-15,  National  Institutes  of 
Health,  Bethesda,  Maryland  20014. 
The  telephone  number  is  (301)  496- 
5817. 

continue 

nation 

November  sales  of  over  five  billion 
dollars  already  exceed  sales  for  1970 
and  are  greater  than  any  year  since 
1956. 

The  Treasury  Department  has  issued 
a new  regulation  permitting  exchanges 
of  Freedom  Shares  for  Series  H Savings 
Bonds.  Owners  of  the  shares  may 
exchange  them,  either  alone  or  in  com- 
bination with  Series  E Bonds,  for  Series 
H Bonds  without  regard  to  the  $5,000 
annual  limitation  on  Series  H Bond 
holdings. 


with  a proposed  standard  expected  I 
around  the  end  of  July,  the  FDA  said. 

‘“The  FDA,”  said  Edwards,  "is  con- 
cerned that  many  present  formulations 
do  not  have  the  claimed  effectiveness, 
have  inadequate  instructions  for  effec- 
tive use  by  the  consumer,  or  are 
promoted  in  deceptive  and  indefensible 
ways.” 

The  FDA  hopes  that  by  proposing 
standards  through  rules,  rather  than 
court  action,  it  can  sidestep  grandfather 
clauses  in  the  1938  Food,  Drug  and 
Cosmetic  Act  and  the  1 962  amendment 
exempting  older  products  from  new-  ' 
drug  requirements. 

"The  date  of  entry  into  the  market 
has  no  bearing  whatever  on  the  safety 
and  effectiveness  of  the  drug  and  the 
truthfulness  and  adequacy  of  its 
labeling,”  the  FDA  said.  , 

"It  would  be  unreasonable  and  unjust 
to  permit  grandfather  drugs  to  remain 
on  the  market  unchanged  while  com- 
petitive items  must  be  reformulated 
and/or  relabeled  or  removed  from  the 
market.” 

Temple  researchers  ' 

attend  act  signing  ' 

As  President  Nixon  signed  the  new 
National  Cancer  Act,  three  Temple 
University  cancer  researchers  were 
among  the  several  hundred  signature 
witnesses. 

From  the  Fels  Research  Institute  of 
Temple’s  School  of  Medicine,  Drs.  Em- 
manuel Farber,  head  of  a research 
team,  and  Sidney  Weinhouse,  director 
of  the  Institute,  were  present.  Eugene 
Van  Scott,  M.D.,  associate  director  of 
the  university’s  Skin  and  Cancer  Hospi- 
tal, also  attended. 

The  act  authorizes  the  spending  of 
$1.6  billion  over  the  next  three  years 
with  the  primary  goal  of  finding  drugs 
that  are  effective  against  slow-growing 
tumors.  Under  the  new  law  the  Na- 
tional Cancer  Institute  will  have  partial 
autonomy,  but  will  remain  in  the  Na- 
tional Institutes  of  Health,  a compro- 
mise between  creating  a wholly  inde- 
pendent cancer  authority  and  re- 
maining totally  under  the  National  In- 
stitutes. 
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Alcohol  program  in  Welfare  Department  hands 


Governor  M ilton  J . Shapp  has  desig- 
nated the  Department  of  Public  Wel- 
fare as  the  single  state  agency  respon- 
sible for  the  administration  and  devel- 
opment of  the  alcoholism  plan  in  Penn- 
sylvania. 

The  Commonwealth  has  received  a 
confirmation  of  the  receipt  of  that  ap- 
pointment from  Elliot  L.  Richardson, 
Secretary  of  Health,  Education,  and 
Welfare,  on  behalf  of  the  National  In- 
stitute on  Alcohol  Abuse  and  Al- 
coholism. Pennsylvania  stands  to  gain 
nearly  $1.5  million  in  new  federal  funds 
from  the  program. 

"The  Department  will  have  the 
prime  responsibility  for  surveying  the 
nature  and  extent  of  the  alcohol 
problem  and  coordinating  the  state's 
treatment  and  rehabilitation  programs 
as  set  forth  by  law  under  the 
Comprehensive  Alcohol  Abuse  and  Al- 
coholism Prevention,  Treatment  and 
Rehabilitation  Act  of  1971,”  Shapp 
said. 

The  act  authorizes  appropriations  of 
$50,000,000  through  June  1973  for 

Home  dialysis  system 
developed  at  Jeff 

A new  system  of  home  dialysis  for 
victims  of  kidney  failure  has  been  de- 
veloped by  Norman  Lasker,  M.D.,  of 
Thomas  Jefferson  University  Hospital. 

Much  less  complex  than  hemodia- 
lysis, the  technique  is  simple  enough 
that  the  patient  can  be  trained  to  use  the 
machine  at  home  without  medical  assis- 
tance at  one-fifth  the  cost  of  the  con- 
ventional method. 

Dr.  Lasker  describes  the  technique  as 
a form  of  peritonea!  dialysis.  Blood  is 
purified  by  the  circulation  of  a liquid 
agent  through  the  abdominal  cavity.  A 
permanent  catheter  is  implanted  in  the 
abdomen  and  the  patient  attaches  an 
automatic  fluid  cycler  using  a ready- 
made dialysis  solution.  The  process  can 
be  completed  while  the  patient  is 
asleep. 

At  present,  the  machines  are  being 
hand  assembled  by  Norman  Jarrell,  a 
chemical  engineer  at  Jefferson  Medical 
College.  The  program  is  being  funded 
by  a grant  from  the  National  Institutes 
of  Health. 


grants  to  states  to  assist  them  in  plan- 
ning, coordinating,  and  evaluating  pro- 
jects for  the  development  of  more  effec- 
tive programs. 

The  Commonwealth’s  alcoholism 
treatment  programs  are  directed 
through  the  County  Mental  Health  and 
Mental  Retardation  Programs  of  the 
Department  of  Public  Welfare,  as  man- 
dated by  the  Pennsylvania  Mental 
Health  and  Mental  Retardation  Act  of 
1966. 

Miss  Marian  Wettrick,  special  assist- 
ant to  the  commissioner  of  mental 


A new  program  to  screen  and 
counsel  sickle  cell  anemia  victims  and 
carriers,  and  sufferers  from  G6PD  en- 
zyme deficiency  has  been  started  at 
Temple  University  Health  Sciences 
Center  under  the  direction  of  Herbert 
Waxman,  M.D.,  deputy  chairman  of 
the  Department  of  Medicine. 

Partial  financing  for  the  program 
will  come  from  a $12,000  grant  from 
the  Greater  Delaware  Valley  Regional 
Medical  Program. 

In  an  effort  to  increase  the  effec- 
tiveness of  the  program,  it  is  planned  to 


health  for  alcoholism  and  addiction 
programs,  noted  that  inclusion  of  al- 
coholism treatment  programs  is 
required  for  state  approval  of  County 
Mental  Health  and  Mental  Retardation 
plans  for  the  coming  year. 

"The  additional  funding  will  aid  in 
expanding  acute  care  and  follow-up 
services  involving  a wide  sector  of  care 
providers,  including  social  welfare, 
legal,  educational,  religious  and  volun- 
tary agencies,  as  well  as  business,  in- 
dustry and  community  agencies,”  she 
said. 


train  non-medical  persons  from  the 
black  community  in  the  genetics  and 
the  medical  and  social  problems  in- 
volved as  a consequence  of  these  blood 
defects. 

A member  of  the  hematology  staff 
will  review  each  day’s  emergency 
department  patient  care  forms  to 
survey  the  quality  of  care  being  given 
patients  with  sickle  cell  disease  and  to 
acquire  data  that  may  allow  detection 
of  symptoms,  currently  unrecognized, 
that  are  associated  with  sickle  cell  trait 
or  G6PD  deficiency. 


HE  ULTIMATE  GIFT... 


PROMOTION  OF  the  Humanity  Gifts  Registry  was  featured  in  the  Pennsylvania 
Medical  Society’s  1972  farm  show  exhibit  along  with  a display  on  the  importance 
of  immunization.  Shown  above  are  two  members  of  the  Dauphin  County  Medical 
Society  Auxiliary,  Mrs.  Hugh  M.  Crumay,  president,  and  Mrs.  Willard  H.  Love, 
speaking  to  a farm  show  visitor  on  the  merits  of  donating  body  and  body  parts 
through  the  Humanity  Gifts  Center  currently  administered  by  the  State  Society. 
Members  of  the  Dauphin  County  Medical  Society  Auxiliary  annually  assist  PMS 
staff  in  manning  the  farm  show  exhibit. 


Temple  plans  sickle  cell  screening 


FEBRUARY  1972 
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Dr.  Sussman  reports  on  conference  on  aging 


Nathan  Sussman,  M.D.,  of  Harris- 
burg, chairman  of  the  PMS  Commis- 
sion on  Geriatrics,  was  a delegate  from 
Pennsylvania  to  the  White  House  Con- 
ference on  the  Aging,  appointed  by 
Governor  Milton  J.  Shapp  at  the  rec- 
ommendation of  the  State  Society. 

Dr.  Sussman  reported  that  fourteen 
specific  section  reports  were  completed 
at  the  conference,  and  that  over  400 
physicians,  nurses  and  members  of 
allied  health  professions  attended  the 
sessions  on  physical  and  mental  health. 

In  reporting  the  conclusions  on  phys- 
ical and  mental  health.  Dr.  Sussman 
said,  “Each  physician  in  Pennsylvania 
should  commit  himself  to  pursue  some 
facet  of  health  care  for  the  aged  as  an 
individual  in  his  local  area,  as  a 
member  of  a collective  body  on  the 
county  society  level,  and  as  a partici- 
pant in  the  comprehensive  effort  that 
can  be  mobilized  on  the  State  Society 
level.  If  this  is  not  done,”  he  added, 
“then  the  entire  effort  and  time  devoted 
to  the  preparation  and  completion  of 
the  conference  may  be  classified  as  an 
exercise  in  futility.” 

He  added,  “The  delegates  to  the 
physical  and  mental  health  section  of 
the  conference  asserted  that  the  nation 
must  guarantee  to  all  its  older  people 
health  care  as  a basic  right  and  a quality 
of  life  consistent  with  that  which  the  na- 
tion should  assure  to  this  group  who 
have  made  invaluable  contributions  to 
its  development.  In  order  to  assure  that 
quality  of  life,  a basic  requirement  is 
the  availability  of  a comprehensive 
system  of  appropriate  health  care. 

A comprehensive  system  of  appro- 
priate health  care  requires  that  the  full 
spectrum  of  presently  known  services 
be  readily  accessible.  These  must  be  of 
high  quality  and  be  delivered  in  the  ap- 
propriate setting  and  at  the  appropriate 
time  with  concern  for  the  dignity  and 
choice  of  the  individual  and  within  a 
framework  which  guarantees  coordina- 
tion among  the  various  levels  of  care, 
continuity  of  care  over  time,  and  the  ef- 
ficiency and  effectiveness  which  will  as- 
sure supportable  costs. 

"To  be  comprehensive  and  sys- 
tematic this  health  care  must  provide: 
1.  Assessment  of  health;  2.  Education 


to  preserve  health;  3.  Appropriate 
preventive  and  outreach  services;  4.  All 
physical,  mental,  social  and  supportive 
services  necessary  to  maintain  or  re- 
store health;  5.  Rehabilitation;  and  6. 
Maintenance  and  long-term  care  when 
disability  occurs.” 

Dr.  Sussman’s  remarks  reflected  the 
conclusions  of  the  section  on  physical 


‘Each  physician  in  Penn- 
sylvania should  commit 
himself  to  pursue  some 
facet  of  health  care  for 
the  aged. ..if  not,  the  con- 
ference may  be  clas- 
sified an  exercise  in  futil- 
ity.’ 


mental  health.  He  reported  the  follow- 
ing policy  proposals  reflect  the 
conclusions  of  the  section: 

Health  care  for  the  aging  must  be 
provided  as  an  integral  part  of  a coor- 
dinated system  that  provides  compre- 
hensive health  services  to  the  total  pop- 
ulation; but  immediate  and  special  con- 
sideration and  emphasis  must  be  given 
to  the  problems  of,  and  services  for,  the 
aging. 

A coordinated  delivery  system  for 
comprehensive  health  services  must  be 
developed,  legislated,  and  financed  to 
ensure  continuity  of  both  short  and 
long  term  care  for  the  aged. 

A comprehensive  health  care  plan 


for  all  persons  should  be  legislated  and 
financed  through  a national  health 
plan.  Pending  the  achievement  of  such 
a national  health  plan,  the  complete 
range  of  health  care  services  for  the  el- 
derly must  be  provided  by  expanding 
the  legislation  and  financing  of 
medicare. 

A continuing  national  program  for 
education  of  all  persons  should  be 
provided  about  the  specific  physical, 
mental,  and  social  aspects  of  aging.  Ed- 
ucational programs  should  be  ad- 
dressed to  all  ages  and  should  include 
all  stages  of  development  so  that  the  dif- 
ferent age  groups  will  better  understand 
each  other. 

Emphasis  should  be  placed  on 
including  curricula  or  course  contents 
on  physical,  mental,  and  social  aspects 
of  aging  in  secondary  schools,  under- 
graduate and  graduate  professional  ed- 
ucation, and  on  in-service  training  and 
continuing  education  of  health  per- 
sonnel. 

The  aging  will  best  be  served  if  avail- 
able funds  are  divided  among  services, 
research,  and  education.  Emphasis 
should  be  placed  on  funding  of  direct 
services  but  not  to  the  exclusion  of 
research  and  education. 

A center  for  aging  should  be  es- 
tablished in  the  National  Institute  of 
Mental  Health  to  meet  the  responsi- 
bilities for  more  research  and  training 
in  the  field  of  mental  health  of  the  el- 
derly. 

The  President  and  Congress  should 
authorize  the  appointment  of  a Com- 
mission on  Aging,  including  a Com- 
mittee on  Mental  Health  of  the  Elderly, 
comprised  of  representatives  from  con- 
cerned federal  agencies,  national  orga- 
nizations, the  Congress,  the  judiciary, 
and  private  citizens  to  study,  evaluate, 
and  recommend  a comprehensive  set  of 
policies  in  this  vital  area. 

Congress  should  appoint  a nation- 
wide interdisciplinary  committee  to  de- 
termine the  scope  and  type  of  interven- 
tion procedures  and  protective  services 
that  would  clearly  protect  the  rights  of 
the  individual  with  health,  mental 
health,  and  emotional  problems 
requiring  care.  The  rights  of  his  imme- 
diate family  and  other  close  associates 
should  be  considered. 
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All  departments  operating 


Hershey  opens  psychiatry  inpatient  unit 


With  the  opening  of  the  psychiatric 
inpatient  unit  at  The  M ilton  S.  Hershey 
Medical  Center  of  The  Pennsylvania 
State  University  last  month,  all  depart- 
ments of  the  university  hospital  are 
providing  inpatient  care. 

Initially  fourteen  of  the  twenty-five 
beds  in  the  new  unit  will  open,  thus 
making  192  of  the  350  hospital  beds 
available  for  patients.  The  psychiatric 
unit  also  contains  a library;  examina- 
tion, treatment  and  occupational  thera- 
py rooms;  outdoor  recreation  areas; 
and  family  and  community  rooms. 
There  are  also  offices,  teaching  facili- 
ties and  a sleep  research  laboratory. 

The  department  of  psychiatry  also 
treats  outpatients  at  the  hospital  and 
through  cooperative  programs  with 


community  agencies  and  conducts  psy- 
chiatric consultations  to  patients  hospi- 
talized with  medical  disorders. 

Abram  M.  Hostetter,  M.D.,  Ann- 
ville,  professor  of  psychiatry,  is  chief  of 
inpatient  psychiatry.  The  psychiatry 
outpatient  unit  is  being  directed  by 
Gene  L.  Cary,  M.D.  Anthony  Kales, 
M.D.,  is  professor  and  head  of  the 
department  of  psychiatry. 

Faculty  members  conduct  research 
in  such  areas  as  neuroendocrinology 
and  sleep  and  dreams,  and  teach  under- 
graduate medical  students  and  resi- 
dents. Another  integral  part  of  the 
departmental  program  will  be  con- 
tinuing education  programs  and  inser- 
vice training  for  a variety  of  paraprofes- 
sionals  in  the  mental  health  field. 


The  hospital  opened  in  1970  with 
one  floor  of  thirty-five  acute  and  inten- 
sive care  beds  for  medical/surgical  pa- 
tients and  eleven  for  obstetrical  pa- 
tients, and  an  ambulant  unit.  Since 
then,  the  hospital  has  opened  two  more 
full  floors  for  medical  and  surgical  pa- 
tients and  a part  of  the  pediatrics  floor. 

Hospital  construction  was  completed 
in  June  and  the  remaining  beds  will  go 
into  service  when  financial  resources 
permit  and  patient  load  indicates  the 
need. 

The  hospital  provides  outpatient 
services  through  clinics  operated  by 
each  medical  specialty,  the  emergency 
care  unit,  the  department  of  family  and 
community  medicine,  and  physical 
therapy. 


Jefferson,  Einstein  form  new  student  training  program 


INSTRUCTING  JEFFERSON  Medical  College  students  above  is  Charles  Fineb&rg, 
M.D.,  chairman  of  the  department  of  surgery  at  Daroff. 


JOSEPH  L. CHARM  AN,  M.D.,  is  director 
of  medical  education  at  the  Daroff 
Division  of  Albert  Einstein  Medical 

Center. 

The  formal  affiliation  between  the 
Samuel  H.  Daroff  Division  of  Albert 
Einstein  Medical  Center  and  Thomas 
Jefferson  University  has  been  activated 
through  an  intensive  training  program 
in  surgery  and  medicine  initially  in- 
volving ten  medical  students  at  Ein- 
stein. 

Reciprocal  benefits  are  reported  to 


include  keeping  the  teaching  staff  at 
Einstein  current  on  the  latest  develop- 
ments in  the  health  care  field  and  the 
appointment  of  Daroff  Division 
physicians  to  the  faculty  of  Jefferson 
Medical  College. 

Charles  Fineberg,  M.D.,  chairman  of 
the  department  of  surgery  at  Daroff, 
added  that  the  new  affiliation  will 


strengthen  the  institution’s  specialized 
services. 

Joseph  L.  Chapman,  M.D.,  surgeon 
and  director  of  medical  education  at  the 
Daroff  Division,  said  that  the  entire 
Daroff  medical  program  now  will  be 
coordinated  with  one  of  the  leading 
teaching  institutions  in  the  country. 
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Price  Commission  health  controls  explained 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


Mr.  Beck  is  president  of  Manage- 
ment Consulting  for  Professionals, 
Inc.  of  Bala  Cynwyd. 


In  the  last  few  weeks  there  have 
been  a flurry  of  legal  and  tax  develop- 
ments affecting  medical  practices. 
They  are  important  enough  to  deserve 
this  special  page  of  attention. 

1.  Special  Controls  on 
Medical  Fees 

The  Price  Commission  issued  in 
mid-December  special  rules  for  the 
control  of  health  care  costs.  These 
rules  are  far  tighter  than  the  rules 
applicable  to  prices  charged  by  all 
other  industries,  and  their  net  effect  on 
physicians  is  very  nearly  to  continue 
the  freeze  on  any  fee  increases. 

Under  these  special  health  care 
rules,  a physician  may  not  increase  his 
fees  at  all  except  upon  a specific 
showing  that  the  raise  reflects 
increases  in  his  costs  since  November 
14,  1971  and  that  it  will  not  increase 
his  past  years’  "profit  margin”  (ad- 
justed to  disregard  any  increase  in  his 
productivity — his  patient  volume,  for 
instance).  What  is  more,  even  if  a 
physician  could  increase  his  fees  under 
these  tests,  the  rules  absolutely  limit 
his  increase  to  Z’/a  percent  per  year. 
Other  industries  are  not  so  severely 
limited,  and  even  "health  care  institu- 
tions” (hospitals,  nursing  homes,  etc.) 
may  raise  their  prices  up  to  6 percent 
per  year  when  necessary. 

The  rules  also  require  each 
physician  to  maintain  in  his  office  a 
schedule  of  his  fees,  which  must  be 
available  for  public  inspection.  Fur- 
thermore, he  must  have  a sign  posted 
in  a “prominent  place”  in  his  office 
stating  the  availability  and  location  of 
such  a schedule. 

These  are  strict  rules,  and  I have  ad- 
vised my  clients  to  treat  them  seriously 
in  the  following  manner:  (1)  Do  not 
increase  or  change  any  fee  without 
first  reviewing  it  with  your  legal  or 
management  advisors;  (2)  Even  then. 


anticipate  that  you  will  not  be  able  to 
make  the  increase  until  these  controls 
are  removed,  whenever  that  may  be; 
(3)  Have  your  schedule  of  fees  typed 
for  your  secretary  or  other  aide  to  hold 
available  for  any  patient’s  (or  an  IRS 
agent’s)  request;  and  (4)  Have  a note 
typed  and  posted  at  an  appropriate 
spot  in  your  office,  stating  approxi- 
mately as  follows: 

"In  accordance  with  the 
wage/price  control  rules,  a copy 
of  our  basic  schedule  of  fees  for 
services  is  available  for  your 
inspection.  If  you  wish,  please 
ask  our  receptionist.” 

2.  Pensions,  Profit  Sharing 
Exempted 

President  Nixon  has  signed  into  law 
the  one-year  extension  of  his  powers  to 
control  wages  and  prices.  A provision 
of  that  law,  however,  specifically  ex- 
empts from  his  powers  qualified  pen- 
sion and  profit  sharing  plans,  group 
term  life  insurance  programs,  disabili- 
ty and  health  programs  and  other  em- 
ployee fringe  benefit  programs.* 

The  December  1971  issue  of  Penn- 
sylvania Medicine  (page  17)  reported 
that  the  rules  then  in  effect  made 
adoption  of  such  corporate  benefit 
programs  so  difficult  that  a physician 
would  be  unwise  to  form  a profes- 
sional corporation  until  the  rules  are 
changed.  Now  that  those  rules  have 
been  lifted,  the  decision  whether  or  not 
to  incorporate  one’s  medical  practice 
can  revert  to  the  former  consider- 
ations. The  decision  is  still  a difficult 


* The  President  may  reinstitute  his 
controls  over  them  if  the  programs  are 
"unreasonably  inconsistent”  with  the 
general  wagelprice  rules,  but  most  ad- 
visors are  disregarding  his  language 
until  and  unless  special  rules  are  issued 
under  it. 


one  deserving  the  most  serious  finan- 
cial and  personal  analysis,  and  the  gen- 
eral wage  control  rules  still  complicate 
this  analysis,  but  at  least  the  most  ex- 
treme obstacle  has  now  been  removed. 


3.  Proposed  Rules  for  Keogh  Plans 

President  Nixon  has  submitted  to 
Congress  the  "Individual  Retirement 
Benefits  Bill  of  1971”  (H.R.  12272). 
Part  of  this  bill  would  increase  the 
limits  on  contributions  to  Keogh  plans 
for  self-employed  persons  to  $7,500  or 
1 5 percent  of  one’s  earned  income, 
whichever  is  less.  It  would  also  reduce 
somewhat  the  present  requirement  that 
every  employee’s  interest  in  the  plan 
be  immediately  and  fully  vested. 
Under  present  law,  of  course,  no  more 
than  $2,500  can  be  contributed  and 
deducted  per  year,  an  amount  which 
has  caused  many  physicians  to  create 
professional  corporations  to  permit 
larger  contributions  and  tax  benefits. 

It  is  early  to  tell  what  reception  this 
new  proposal  will  receive  in  the 
Congress,  but  its  chances  of  success 
are  probably  much  better  than  ever 
before.  Accordingly,  physicians  who 
are  on  the  mathematical  borderline  of 
analyses  whether  to  incorporate  their 
practices  would  probably  be  wise  to 
wait  at  least  a few  months  to  see  how 
the  new  proposal  progresses. 

President  Nixon’s  proposal  would 
not  make  incorporation  undesirable 
for  everyone.  While  most  advisors 
presently  consider  $40,000  as  the 
minimum  net  income  below  which  one 
should  not  incorporate,  the  new  pro- 
posal would  (if  it  becomes  law)  proba- 
bly raise  this  figure  to  somewhere  be- 
tween $50,000  and  $60,000.  Physi- 
cians with  higher  incomes  should  in  a' 
great  many  cases  ignore  the  new  pro- 
posal, but  those  in  the  described  in- 
come range  have  a new  factor  to  con- 
sider before  taking  the  corporate  step.  ( 
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New  test  developed 

Office  screening  for  gonorrhea  now  possible 


The  first  simple,  self-contained  test 
physicians  can  use  in  their  office  to 
screen  for  gonorrhea  has  been  devel- 
oped by  Smith  Kline  & French  Labora- 
tories. 

The  new  test’s  simplicity  and  con- 
venience permit  routine,  wide 
screening  for  gonorrhea,  which  is  now 
being  recommended  by  public  health 
officials  because  of  the  severity  of  the 
problem  nationally. 

Gonorrhea  is  now  “epidemic,”  ac- 
cording to  the  Venereal  Disease 
Branch,  Center  for  Disease  Control 
, (CDC),  of  the  U.S.  Public  Health  Serv- 
' ice.  It  is  by  far  the  most  common  re- 
I portable  communicable  disease  and  its 
I incidence  is  increasing  rapidly.  While 
more  than  600,000  cases  were  reported 
in  the  12-month  period  ended  June  30, 
1971,  the  CDC  estimates  that  the  actual 
number  of  cases  treated  annually 
exceeds  two  and  one-quarter  million. 

The  importance  of  routine,  in-office 
diagnosis  and  treatment  of  gonorrhea  is 
supported  by  statistics  reported  in  the 
American  Medical  Association’s  State- 
ment on  Venereal  Diseases:  that  80  per- 
cent of  cases  are  diagnosed  by  private 
practitioners. 

Routine  Screening  Urged 

Physicians  are  now  being  urged  to 
screen  routinely  all  sexually  active 
females,  especially  those  between  the 
ages  of  15  and  29,  the  group  which 
includes  over  90  percent  of  infected 
women. 

Screening  women  in  prenatal,  post- 
partum, family  planning,  student 
health  centers,  and  cancer  detection 
clinics  is  also  being  recommended  by 
health  officials. 

In  most  males,  gonorrhea  symptoms 
are  clearly  evident  in  within  three  to 
five  days.  However,  recent  studies  in 
Virginia  reported  that  8 to  12  percent 
of  infected  males  showed  no  signs  of 
the  disease  for  longer  periods. 

The  SK&F  test  for  gonorrhea  is  the 
latest  test  to  be  developed  for  the  com- 
pany’s ‘Clinicult’  Diagnostic  Culturing 
System,  which  was  introduced  to  the 
medical  profession  last  year.  The  pa- 
tented ‘Clinicult’  system  offers  physi- 
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cians  the  in-office  capability  of  testing 
for  the  presence  of  three  other 
common  infection-causing  organisms 
and  evaluating  the  results. 

The  ‘Clinicult’  gonorrhea  test  has 
been  subjected  to  clinical  trials  and 
was  found  to  be  equivalent  to  a stand- 
ard laboratory  testing  method  using 
Thayer-Martin  culture  plates.  Private 
physicians  using  standard  methods 
must  send  the  patient  to  a clinical  lab- 
oratory for  the  entire  procedure  or 
take  the  specimen  himself  and  send  it 
out  for  analysis — unless  he  has  the 
equipment  in  his  office,  and  the  exper- 
tise, to  process  the  specimen. 

With  ‘Clinicult’,  however,  the 
physician  gets  a test  result  he  can  easi- 
ly interpret  in  his  own  office  in  from 
24  to  48  hours.  If  no  growth  develops 
in  48  hours,  the  result  is  considered  to 
be  negative.  If  a growth  does  develop, 
it  is  usually  gonorrhea,  but  the  culture 
should  then  be  sent  to  a laboratory  for 
confirmation.  In  clinical  trials,  howev- 
er, the  incidence  of  false-positive 
results  was  less  than  five  percent. 

Philadelphia  Hospitals  Evaluate 

The  Clinicult’  gonorrhea  test  was 
evaluated  in  double-blind  controlled 
studies  at  Philadelphia’s  Hahnemann 
Medical  College  and  Hospital  and  Jef- 
ferson Medical  College  of  Thomas  Jef- 
ferson University  as  well  as  at  the 
Public  Health  Laboratories  of  the 
Philadelphia  Department  of  Health. 

In  the  tests,  dual  specimens  were 
taken  from  female  patients.  One  speci- 
men was  inoculated  on  Thayer-Martin 
culture  plates  and  forwarded  to  a labo- 
ratory for  standard  processing.  The 
Clinicult’  system  was  used  for  the 
other  set  and  processed  and  read  in  the 
physician’s  office. 

In  the  Philadelphia  Department  of 
Health  studies,  involving  564  speci- 
mens from  141  patients,  both  the 
‘Clinicult’  system  and  the  laboratory 
procedure  involving  Thayer-Martin 
culture  plates  achieved  comparable 
results  with  a high  degree  of  accuracy. 

“We  are  well  satisfied  with  the 
results  of  the  ‘Clinicult’  tests  we  have 
evaluated,”  said  Henry  R.  Beilstein, 


Ph.D.,  director  of  the  Philadelphia 
Public  Health  Laboratories. 

“The  results  compare  favorably  with 
our  standard  laboratory  tests.  The 
Clinicult’  system  is  more  convenient 
and  easier  to  handle  by  the  private 
physicians  who  send  their  specimens 
here  for  processing  and  reading.” 

Richard  Gutekunst,  Ph.D.,  who 
conducted  the  studies  at  Hahnemann 
Hospital,  is  optimistic  over  the  poten- 
tial of  Clinicult’  for  routine,  wide 
screening. 

Test  Easy,  Accurate 

An  associate  professor  of  microbi- 
ology at  Hahnemann,  Dr.  Gutekunst 
said  his  studies  showed  both  ‘Clinicult’ 
and  the  standard  test  method  found  the 
same  number  of  confirmed  positives  in 
100  female  patients. 

“However,”  said  Dr.  Gutekunst, 
“the  ‘Clinicult’  is  easier  to  use.  It 
serves  not  only  as  a vehicle  to  collect 
the  specimens,  but  also  as  a medium 
for  the  growth  of  the  organism,  if 
present.  With  a system  such  as  this,  the 
physician  will  be  able  to  obtain 
presumptive  evidence  which  he  can 
send  to  the  laboratory  for  confir- 
mation— thus  more  effectively  treating 
the  patient. 

“A  system  such  as  this,  if  further 
studies  confirm  our  results,  could 
allow  screening  of  the  population, 
especially  the  female  population.” 

The  key  to  the  development  of  the 
‘Clinicult’  test  was  the  special  culture 
medium  developed  by  scientists  of  the 
Venereal  Disease  Branch  of  the  CDC 
and  modified  by  the  Research  and  De- 
velopment Division  of  SK&F. 

This  medium,  called  Transgrow, 
was  a significant  advancement  in  the 
effort  to  detect  the  gonorrhea  organ- 
ism, which  is  very  difficult  to  keep 
alive  outside  of  the  human  body.  The 
CDC  has  been  a leader  in  national  ef- 
forts to  attack  venereal  disease. 

The  Clinicult’  gonorrhea  test,  one 
of  a growing  number  of  non-phar- 
maceutica!  health  care  products  devel- 
oped by  SK&F,  is  now  available  to 
physicians,  clinics,  hospitals  and 
laboratories. 


29 


No  S26 


Panmycin 
250  mg- 

f^jUJSSSU 


:ii 


T”King"  »»'’”»“*"' 

dispeosing  «r. 


Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 


ij|ijohii 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


Panmycin 

(tetracycline  HCl, Upjohn) 

Available  as  250  mg  capsules 
and  syrup  125  mg/5  ml. 


© 1972  The  Upjohn  Company  ] 
JA72-1857-6 


Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 

Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  Bi2  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efc/-AlphaTocopheryl 

Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effeots  of  iron. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965 


421-1 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Now!, Quick, Easy-to-Use 
Medical  Socioeconomic  Index 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AM  A review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below; 


M ®ii  is  mfected, 
or  open  to  infection 

choose  the  topie^s 
that  give  your  patient- 

broad  antibacterial  activity  against 
susceptible  skin  invaders 
low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  yk  oz.  for  topical  use  only. 

\kii8hing  Cream  Base 

Neosporin-G  Cretim 

(polymyxin  B-neomycin-gramicidin) 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  rieomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  ^ 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ' 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  O 25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in' 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may., 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appn 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications;  Not  for  use  in  the  external  earcanal  if  the  eardrum 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  the  components . 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


/ Burroughs  We^me  Co. 

...lZa  / Research  Triangle  Park 
WBlIcoffle/  North  Carolina' 27709 
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In  acute  sonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  aonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitoi  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  meg/ ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®I972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 


IrobKin' 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

sinsle-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 


Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.i.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/m!  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upfor  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ’*'*Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  ® 


hglobin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
j line  phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
' studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renol  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

\ Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

; Mole— single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
. geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
t preferred. 

I Female  — single  4 gram  dose  (10  ml)  intramuscularly. 

I'How  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Bacterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwb) 


IJpjolin 


The  Upjohn  Company,  Kalamazoo,  Michigon  49001 


rg/meetings 

FEBRUARY 

American  Academy  of  Occupational  Medicine,  Feb.  9-11, 
Hilton  Hotel,  Pittsburgh.  Contact:  David  Minard,  M.D., 
Department  of  Occupational  Health,  130  DeSoto  St., 
Pittsburgh  15213. 

The  American  Fertility  Society  Fifth  Postgraduate  course 
and  Annual  Meeting,  Feb.  27-March  1,  Waldorf-Astoria 
Hotel,  New  York  City.  Topics  will  include  ovarian  func- 
tion, the  oviduct,  hypothalamic-pituitary  function,  im- 
munology, the  male  factor,  population  trends,  fertility 
control,  abortion  and  sterilization,  and  endoscopy. 

MARCH 

American  College  of  Cardiology,  March  1-5,  Conrad 
Hilton  Hotel,  Chicago,  111.  Contact;  Mr.  William  D. 
Nelligan,  9650  Rockville  Pike,  Bethesda,  Md.  20014. 

American  College  of  Surgeons,  March  13-15,  Bellevue- 
Stratford  Hotel,  Philadelphia.  Contact:  Communications 
Division,  American  College  of  Surgeons,  55  E.  Erie  St., 
Chicago,  111.  6061 1. 

AMA  Congress  on  the  Quality  of  Life,  March  23-25, 
Palmer  House,  Chicago,  111.  Contact;  Effie  O.  Ellis, 
M.D.,  Coordinator,  AMA,  535  N.  Dearborn  St.,  Chicago 
60610. 

Pennsylvania  Association  of  Blood  Banks  Annual  Meeting, 
March  27-29,  Zurn  Science  Hall,  Gannon  College,  Erie. 
Contact:  Miriam  Dahlke,  M.D.,  Sec.,  Llangollen  Lane, 
Newtown  Square. 


73 


92 

60 


advertisers'  index 


Argonaut  Insurance 9 

Bristol  Laboratories 57 

Brown  Pharmaceutical  Co • 20,  46,  96 

Burroughs-Wellcome 3^- 

Campbell  Soup 

Cole  Pharmacal  Co 55,  56 

Colgate-Palmolive  Co 

Fleet,  C.B.  Co 

Flint  Laboratories  18,19 

Geigy  Pharmaceuticals 

Lederle  Laboratories 31,  32,  33,  34 

Lilly,  Eli  & Co 62 

Medical  Protective  Co.  20 

Merrell-National  Laboratories  53,  54 

Parker  & Co •6 

Poythress,  William  P.  Co 4 

Properties  Diversified  Inc 

Robins,  A.H.  Co 21, 22,  23 

Roche  Laboratories  2,  3,  4th  cover 

Searle,  G.D.  and  Co 74,  75,  76 

Smith,  Kline  and  French  Laboratories 5 

Stuart  Pharmaceuticals  ® 

Upjohn  Co 10,  11,  30,  38,  39,  58,  59,  98,  99 

U.S.  Army  Reserve  3rd  cover 

U.S.V.  Pharmaceutical  Corp 42 

Wallace  Pharmaceuticals  58 

Warner-Chilcott  Laboratories  40,  41 

Winthrop  Laboratories 35 


Pre-Sate®  (chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications  . 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexi genic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  tor  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  !n  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian  \ 
reproductive  and  teratogenic  studies  with  high  multiples  of  the  : 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  tor  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  contusion,  assaultiveness,  hal-- 
lucinations,  panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  ccnsidered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochjoride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets.  ■ 

Full  information  is  available  on  request. 
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low  potential  for: 

□ stimulatory  ‘jolt’ 

□ post-therapeutic  ‘let-lo^’ 

□ excessive  CNS  stimulatiidn 

□ drug  abuse  V 

Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to 
total  program  of  caloric  reduction 

Pre-Sate — a short-term  adjunct... 
not  a substitute...to  your  total 
program  of  weight  reduction 


take  a new 
look  at 

Pre-Sate 

(chlorphentermine 
HCI) 

the  increasingly  practical 
appetite  suppressant 


Warner-Chilcott 

Division,  Warner-Larnbsrt  Company 
Morns  Plains.  New  Jersey  07960 
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INTRODUCING 

>1ieiriol-50 

the  new  USV  brand  of 
phenformin  HCI 

Meltrol-50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

alsoMeItroI-100^” 

(100  mg.  timed-disintegration  capsules)  / 

Meltrol-25^"(25  mg.  tablets) 

/ FROM 
/ THE  NEW 

USV  PHARMACEUTICAL  CORP.Juckahoe.N.Y.  10707  / / (K) 
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m.d.'s  in  the  news 


Cyril  H.  Wecht,  M.D.,  Pittsburgh, 
has  been  named  editorial  advisor  for 
the  Americas  of  the  newly  established 
International  Journal  of  the  Forensic 
Sciences.  Dr.  Wecht  is  Allegheny 
County  Coroner  and  research  professor 
of  law  and  director  of  the  Institute  of 
Forensic  Sciences  at  Duquesne  Univer- 
sity School  of  Law.  He  is  currently 
president  of  the  American  Academy  of 
Forensic  Sciences  and  president  of  the 
American  College  of  Legal  Medicine. 


DR.  WIGHT  DR.  BANK 

Arnold  A.  Bank,  M.D.,  has  been 
named  chairman  of  the  newly  formed 
division  of  neurological  and  sensory 
sciences  at  the  Northern  Division  of  Al- 
bert Einstein  Medical  Center.  He  is 
currently  chairman  of  the  department 
of  neurology  at  the  Center  and  is  an  as- 
sociate professor  of  neurology  at 
Temple  University  Health  Sciences 
Center.  He  is  president  of  the 
Philadelphia  Neurological  Society  and 
a member  of  the  American  Academy  of 
Neurology. 

H.  Fred  Moffit,  M.D.,  Altoona,  has 
retired  after  fifty  years  of  medical  prac- 
tice. He  was  an  associate  in  surgery  at 
both  Altoona  hospitals.  He  was  pres- 
ident of  the  Blair  County  Unit  of  the 
American  Cancer  Society  for  eleven 
years  and  was  a member  of  the  national 
board  of  the  Cancer  Society, 
t Doris  A.  Howell,  M.D.,  Philadel- 
phia, professor  and  chairman  of  the 
department  of  pediatrics  at  the  Medical 
College  of  Pennsylvania,  has  been  ap- 
pointed to  serve  on  the  National  Advi- 
sory Research  Resources  Council  of  the 
National  Institutes  of  Health. 

New  officers  named  by  the  Jefferson 
I County  Medical  Society  are:  Drs. 
I Harry  H.  Dinsmore,  Punxsutawney, 
I president;  W.  Lundgren,  president- 
I elect;  and  F.  Bizousky,  secretary- 
treasurer. 

; Frieda  Baumann,  M.D.,  Wynne- 
I wood,  was  honored  by  the  American 

£ FEBRUARY  1972 


Medical  Women’s  Association  at  its  an- 
nual meeting  in  New  Orleans  for  con- 
tributions in  the  field  of  medical  educa- 
tion over  the  past  fifty  years. 

Milton  M.  Cahn,  M.D.,  associate 
professor  of  dermatology  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, has  been  elected  president  of  the 
Philadelphia  Dermatological  Society 
for  1971-1972. 

Walter  B.  Shelly,  M.D.,  Philadel- 
phia, has  been  elected  president  of  the 
American  Academy  of  Dermatology. 
Dr.  Shelly  is  professor  and  chairman  of 
dermatology  at  the  University  of  Penn- 
sylvania School  of  Medicine.  He  is  a 
past  president  of  the  American  Board 
of  Dermatology  and  of  the  Society  of 
Investigative  Dermatology,  currently 
serving  on  the  Board  of  Directors  of  the 
American  Dermatology  Association 
and  the  Association  of  Professors  of 
Dermatology. 

Martin  Lasky,  M.D.,  Huntingdon 
Valley,  has  been  named  “physician-of- 
the-year”  by  the  Board  of  Directors  of 
Parkview  Hospital.  He  is  president  of 
the  general  staff. 

Samuel  G.  Watterson,  M.D.,  Bos- 
well, has  been  elected  president  of  the 
Somerset  County  Medical  Society. 
President-Elect  is  Paul  Wooislayer, 
M.D.,  Meyersdale.  Other  new  officers 
are  Drs.  Arthur  Orlidge,  Shanksville, 
and  Edwin  M.  Price,  Confluence. 

The  Northumberland  County  Medi- 
cal Society  has  elected  Francis  P. 
Sayers,  M.D.,  Selin sgrove,  president; 
Nicholas  Spock,  M.D.,  Shamokin, 
president-elect;  and  Dennis  R.  Mu- 
chak,  M.D.,  Mount  Caramel,  vice- 
president.  Other  officers  are  Drs.  G.R. 
Wentzel  and  W.W.  Christman,  both  of 
Sunbury. 

Larry  C.  Carey,  M.D.,  has  been 
promoted  to  full  professor  of  surgery  at 
the  University  of  Pittsburgh  School  of 
Medicine.  Dr.  Carey  is  presently 
serving  on  the  American  College  of 
Surgeons’  Pennsylvania  State  Com- 
mittee on  Trauma. 

Clayton  T.  Beecham,  M.D.,  has  been 
appointed  a member  of  the  Advisory 
Council  for  Gynecology  and  Obstetrics 
of  the  American  College  of  Surgeons. 
He  is  director  of  gynecology  and  ob- 
stetrics at  Geisinger  Medical  Center. 


William  R.  Thompson,  M.D.,  for- 
merly of  Atlantic  City,  N.J.,  has  been 
named  medical  education  director  and 
chief  of  medicine  at  St.  Luke’s  Hospital, 
Allentown. 

R.G.  Ellis,  M.D.,  and  Leonard  M. 
Olmstead,  M.D.,  have  joined  the  staff 
of  Pechan  Student  Health  Center  at  In- 
diana University.  Dr.  Ellis  has  been  on 
the  medical  and  obstetrical  service  at 
Indiana  Hospital  and  is  currently  an 
honorary  staff  member.  Dr.  Olmstead 
was  at  Western  Pennsylvania  Hospital 
in  Pittsburgh. 

Wesley  D.  Stick,  M.D.,  York,  has  re- 
turned to  the  surgical  staff  of  the  York 
Hospital.  He  has  served  during  a two- 
year  leave  of  absence  with  the  Ameri- 
can Medical  Association’s  Department 
of  Graduate  Education  reviewing 
residency  programs. 

Irving  Young,  M.D.,  has  been  named 
chairman  of  the  division  of  laboratories 
at  Albert  Einstein  Medical  Center’s 
Northern  Division.  He  is  currently  sec- 
retary of  the  medical  staff  at  the  center 
and  is  a clinical  associate  professor  of 
pathology  at  Temple  University  Medi- 
cal School. 


DR.  YOUNG  DR.  ESCOVITZ 


Gerald  H.  Escovitz,  M.D.,  has  been 
promoted  to  the  newly  created  post  of 
associate  dean  for  continuing  education 
and  extramural  affairs  at  the  Medical 
College  of  Pennsylvania.  He  will  con- 
tinue to  direct  the  Regional  Medical 
Program  activities  and  to  coordinate 
sponsored  community  programs  at  the 
college. 

Herman  W.  Rannels,  M.D.,  has  as- 
sumed the  newly  created  post  of  vice- 
president  and  medical  director  of  the 
Williamsport  Hospital.  Dr.  Rannels 
was  formerly  medical  director  of  the 
California  Orange  County  Medical 
Center.  He  is  a founding  fellow  of  the 
American  College  of  Obstetrics  and 
Gynecology,  a fellow  of  the  American 
College  of  Surgeons,  a fellow  of  the 
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AN  AFFILIATION  AGREEMENT  being  signed  by  Juiius  Klein,  ieft,  president  of  Ai- 
bert  Einstein  Medicai  Center,  and  Peter  A.  Herbut,  M.D.,  president  of  Thomas  Jef- 
ferson University  is  shown  above.  It  provides  for  the  development  of  a joint 
teaching  program  for  training  medical  students,  interns,  residents,  and  fellows  at 
Einstein’s  Daroff  Division  and  for  placing  Daroff  physicians  on  the  facuity  of  Jef- 
ferson Medical  College. 


American  Public  Health  Association, 
and  a fellow  of  the  Royal  Society  of 
Health. 

A.  Harvey  Neidorff,  M.D.,  Altoona, 
was  honored  at  the  recent  national 
meeting  of  the  American  Association 
for  Clinical  Immunology  and  Allergy 
in  New  Orleans.  He  was  previously  a 
recipient  of  the  Von  Pirquet  Gold 
Medal  for  outstanding  achievement  in 
allergy  research,  the  highest  award 
given  to  an  allergist. 

Luther  W.  Brady,  M.D.,  professor 
and  chairman  of  the  department  of  ra- 
diation therapy  and  nuclear  medicine  at 
Hahnemann  Medical  College,  Philadel- 
phia, is  1971-1972  president  of  the 
American  Society  of  Therapeutic 
Radiologists. 

Jonathan  E.  Rhoads,  M.D.,  is  the 

new  president  of  the  American  College 
of  Surgeons.  Dr.  Rhoads  is  the 
chairman  of  the  department  of  surgery 
at  the  University  of  Pennsylvania 
School  of  Medicine.  He  is  the  immedi- 
ate past  president  of  the  American 
Cancer  Society. 

The  Mercer  County  Medical  Society 
has  installed  new  officers  for  1972. 
Allen  H.  Holt,  M.D.,  Sharon,  chief 
radiologist  at  Sharon  General  Hospital, 
is  the  new  president.  He  succeeds  Frank 
E.  McElree,  Jr.,  M.D.,  Greenville. 
President-Elect  is  Ira  W.  Flamherg, 
M.D.,  Sharpsville;  Anderson  W. 
Donan,  M.D.,  Grove  City,  is  vice- 
president;  and  Vincent  Ricciutti,  M.D., 
Sharpsville,  was  re-elected  secretary- 
treasurer. 

Leopold  A.  Potkonski,  M.D., 

Reading,  has  retired  as  head  of  the 
Hamburg  State  School.  He  will  move  to 
Pottstown  where  he  plans  to  do  part- 
time  consultation  work.  He  is  a former 
superintendent  of  the  Pennhurst  State 
School  and  Hospital  in  Spring  City. 

Howard  Balin,  M.D.,  professor  of 
obstetrics  and  gynecology  at  Hah- 
nemann Medical  College  and  Hospital 
and  program  director  for  health 
sciences  at  the  Institute  for  Survey 
Research  (ISR)  at  Temple  University 
has  been  awarded  support  for  several 
research  projects  in  collaboration  with 
several  ISR  scientists.  A study  on  cer- 
vical cytology  for  contraceptive  users 
and  a study  of  physicians’  attitudes  on 
abortion  are  both  national  surveys  con- 
ducted by  the  field  survey  team  of  the 
institute. 

Herman  S.  Belmont,  M.D.,  professor 


and  director  of  child  psychiatry  at  Hah- 
nemann Medical  College  and  Hospital, 
lectured  on  child  community  mental 
health  at  the  Milton  S.  Hershey  Medi- 
cal Center’s  Distinguished  Speakers 
series  recently.  Dr.  Belmont  is  director 
of  four  child  community  mental  health 
centers. 

William  Likoff,  M.D.,  Philadelphia, 
was  one  of  a team  of  four  American 
heart  specialists  who  recently  made  a 
lecture  tour  of  Japan,  Hong  Kong,  and 
the  Philippines  in  a mission  jointly 
sponsored  by  the  U.S.  Department  of 
State  and  the  American  College  of  Car- 
diology. The  culmination  of  the  pro- 
gram was  four  days  of  lectures  on  car- 
diovascular diseases  at  the  University 
of  Santo  Tomas,  Manila. 

Haskell  E.  Roberts,  M.D.,  Denver, 

was  honored  recently  by  more  than  600 
residents  of  his  community  for  his 
thirty-three  years  of  service  as  a family 

practitioner. 

Robert  H.  Witmer,  M.D.,  Lancaster, 
has  been  installed  as  president  of  the 
Eastern  Pennsylvania  Chapter  of  the 
American  College  of  Surgeons.  Dr. 
Witmer  is  an  assistant  professor  of  sur- 
gery at  the  University  of  Pennsylvania 
School  of  Medicine  and  is  senior  sur- 
geon at  Lancaster  General  Hospital. 

The  Berks  County  Medical  Society 
has  elected  new  officers  for  1972. 
William  K.  Runyeon,  M.D.,  Wyo- 
missing,  will  serve  as  president,  suc- 
ceeding John  E.  German,  M.D.  Other 
selections  are:  Drs.  Carrol  S.  Kring, 
president-elect;  Arlington  A.  Nagle, 


chairman  of  the  executive  council;  and 
Mark  S.  Reed,  delegate  to  PMS. 

Joseph  W.  Fisher,  M.D.,  Bethlehem, 
has  been  elected  chairman  of  the  East- 
Central  Pennsylvania  Area  Wide  Com- 
mittee of  the  Greater  Delaware  Valley 
Regional  Medical  Program.  He  is  as- 
sociate pathologist  at  St.  Luke’s  Hospi- 
tal, Fountain  Hill 

John  Baron,  M.D.,  Pittsburgh,  as- 
sociate professor  at  the  University  of 
Pittsburgh  Medical  School  was  elected 
to  the  Board  of  Directors  of  United  Ce- 
rebral Palsy  of  Western  Pennsylvania. 

Joseph  W.  Linhart,  M.D.,  has  been 
appointed  professor  of  medicine  and 
director  of  the  division  of  cardiology  at 
Hahnemann  Medical  College  and  Hos- 
pital. He  was  previously  associate 
professor  in  the  department  of  physiol- 
ogy and  internal  medicine  and  director 
of  the  Cardiac  Catherization  Laborato- 
ry at  the  University  of  Texas  Medical 
School,  San  Antonio. 

Paul  M.  Taylor,  M.D.,  has  been 
promoted  to  professor  of  pediatrics  at 
the  University  of  Pittsburgh  School  of 
Medicine.  He  is  also  director  of  the 
newborn  nursery  service  and  of  pediat- 
ric research  at  Magee-Womens  Hospi- 
tal, Pittsburgh. 

Clifford  Vemick,  M.D.,  Allentown, 
has  been  named  chief  of  orthopaedic 
surgery  at  Allentown  Hospital.  He  is  a 
member  of  the  Board  of  Trustees  of  the 
Lehigh  County  Medical  Society. 

Frank  J.  DiLeo,  M.D.  has  been 
elected  president  of  the  Lehigh  Valley 
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Medical  Association  replacing  Richard 
Ward,  MJ).,  Bethlehem.  President- 
Elect  is  Harold  R.  Weidaw,  M.D., 
Tamaqua.  Other  new  officers  are:  Drs. 
Lloyd  M.  Cramp,  Reading,  Edward  J. 
Zamborsky,  and  Lucian  W.  DiLeo, 
both  of  Allentown,  vice  presidents; 
Morgan  D.  Person,  Allentown,  secre- 
tary; and  Willard  C.  Masonheimer, 
Allentown,  treasurer.  Harry  S.  Good, 
M.D.,  Allentown,  was  named  the 
Lehigh  County  representative  to  the  ex- 
ecutive board. 

Steven  J.  Phillips.  M.D.,  Port 
Allegany,  has  received  a grant  from  the 
Allegheny  Mountain  Heart  Association 
for  his  research  project  on  the  structure 
of  the  innervation  of  human  coronary 
arteries. 

Maiy  Catherine  Armey,  M.D.,  Pitts- 
burgh, has  taken  a two-year  assignment 
with  ACTION  (formerly  the  Peace 
Corps)  in  Bantyre,  Malawi,  South 
Africa. 

The  Philadelphia  division  of  the 
American  Cancer  Society  has  an- 
nounced the  election  of  John  V.  Blady, 
M.D.,  director  of  the  Head  and  Neck 
Tumor  Clinic  at  Temple  University 
Medical  School  and  Hospital,  as  honor- 
ary life  member  of  the  board  of 
directors.  Francis  E.  Rosato,  M.D.,  as- 
sociate professor  of  surgery  at  the  Hos- 
pital of  the  University  of  Pennsylvania, 
was  named  a member  of  the  board  to 
serve  a two-year  term. 


E.  S.  Siker,  M.D.,  Pittsburgh,  has 
been  named  president-elect  of  the 
American  Society  of  Anesthesiologists. 
He  is  chairman  of  the  department  of  an- 
esthesiology at  Mercy  Hospital,  Pitts- 
burgh, and  clinical  professor  of  anes- 
thesia at  the  University  of  Pittsburgh. 
He  is  a member  of  the  board  of  gover- 
nors of  the  American  College  of  Anes- 
thesiologists and  is  a past  president  of 
the  Pennsylvania  Society  of  Anesthesi- 
ologists. He  has  served  as  a member  of 
the  Pennsylvania  Governor’s  Commis- 
sion on  Professional  Liability  Insur- 
ance. 

Bert  Bensam,  M.D.,  Sayre,  has  been 
nominated  for  membership  in  the  Inter- 


national Society  for  Prosthetics  and 
Orthotics  for  his  work  in  skeletal  and 
neuromuscular  rehabilitation.  He  is  an 
orthopedic  surgeon  at  the  Guthrie 
Clinic  and  the  Robert  Packer  Hospital. 
Full  membership  in  this  society  is 
limited  to  those  professionals  who  are 
actively  engaged  in  prosthetic-orthotic 
rehabilitation,  research,  education,  or 
other  clinically  related  practice. 

Johnsonburg’s  Chamber  of  Com- 
merce “Man  of  the  Year”  award  went 
to  N.  R.  Benner,  M J).  who  has  prac- 
ticed in  the  community  for  forty-two 
years.  He  helped  form  the  ambulance 
service  and  rescue  squad  and  has  served 
Susquehanna  University  for  many 
years. 

The  American  Fracture  Associa- 
tion’s award  for  the  best  paper  written 
by  a resident  was  given  to  Drs.  Richard 
Whittaker,  Merrill  M.  Abeshaus, 
Harvey  W.  Scholl,  and  Stanley  M.  K. 
Chung,  all  of  the  orthopedic  service  at 
the  Hospital  of  the  University  of  Penn- 
sylvania. The  paper,  entitled  "En- 
doprosthetic  Replacement  for  Femoral 
Neck  Fractures,”  was  delivered  at  the 
association’s  annual  meeting  at  Guada- 
lajara, Mexico. 

John  C.  Urbaitis,  M.D.,  Warren,  has 
retired  from  his  position  as  assistant  su- 
perintendent of  Warren  State  Hospital. 
He  has  completed  more  than  thirty 
years’  service  with  the  Pennsylvania 
State  system. 


new  members 


DAUPHIN  COUNTY: 

Frederic  B.  Garner,  M.D.,  Hershey  Medical  Center,  Pediatrics 
Dept.,  Hershey  17033. 

DELAWARE  COUNTY: 

Marjorie  M.  Winderman,  M.D.,  Emergency  Med.  Assoc.,  15th 
and  Upland  Sts.,  Chester  19013. 

Louis  E.  Criden,  M.D.,  602  Brookhaven  Rd.,  Wallingford  19086. 

Eugene  Goeser,  M.D.,  692  Old  School  House  Dr.,  Springfield 
19064. 

Keuk  Y.  Yum,  M.D.,  City  Lins  and  Lancaster  Ave.,  Philadelphia 
19151. 

John  D.  Gorry,  M.D.,  15th  St.  and  Upland  Ave.,  Chester  19013. 

Cecil  J.  Hash,  M.D.,  1 5th  and  Upland  Ave.,  Chester  1 901 3. 

Ki  W.  Kim,  M.D.,  Crozer-Chester  Medical  Center,  Chester 
19013. 

Keuk  Y.  Yum,  M.D.,  City  Line  and  Lancaster  Ave.,  Philadelphia 
19151. 

Michael  R.  Zimmerman,  M.D.,  Lankenau  Hospital,  Department 
of  Pathology,  Philadelphia  19151. 

LUZERNE  COUNTY: 

Edward  A.  Lottick,  M.D.,  245  E.  South  St.,  Wilkes-Barre  18702. 

MONTGOMERY  COUNTY: 

Barry  Corson,  M.D.,  500  Willow  Ave.,  Ambler  1 9002. 

Agustin  Zirau,  M.D.,  2615  DeKalb  Pike,  Norristown  19406. 


Francis  J.  Warner,  M.D.,  Somerset  Apt.  Bldg.,  Fort  Washington 
19034. 

Ronald  K.  Magargle,  M.D.,  21  W.  Fornance  St,  Norristown 
19401. 

MONTOUR  COUNTY: 

Maged  A.  Mikhail,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

NORTHAMPTON  COUNTY: 

Wilfred  Maisel,  M.D.,  Anes.  Dept,  Easton  Hospital,  Easton 
18042. 

Jose  G.  Guzman,  M.D.,  1331  Church  St,  Fountain  Hill  18015. 

PHILADELPHIA  COUNTY: 

Marie  A.  Capitanio,  M.D.,  2600  N.  Lawrence  St,  Philadelphia 
19133. 

A.  K.  Chandrasekaran,  M.D.,  329  S.  2nd  St,  Philadelphia 
19106. 

Hack  R.  Chung,  M.D.,  Ford  Rd.  and  Monument  Ave., 
Philadelphia  191 31. 

Robert  M.  Baird,  M.D.,  36  Sorrento  Blvd.,  Charleston  Heights, 
S.C. 29405. 

Burton  H.  Baratz,  M.D.,  255  S.  17th  St,  Philadelphia  19103. 

Theodore  M.  Johnson,  Jr.,  M.D.,  112  Pearicroft  Rd.,  Cherry  Hill, 
N.J.  08034. 

Ronald  Abraham,  D.O.,  6201  N.  10th  St,  No.  207,  Philadelphia 
19141. 
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Nancy  N.  Huang,  M.D.,  2600  N.  Lawrence  St.,  Philadelphia 
19133. 

Joseph  B.  Doto,  Jr.,  M.D.,  544  Pinetree  Rd.,  Jenkintown  19046. 

John  J.  Crawford,  M.D.,  2818  Bayview  Dr.,  Alameda,  Cal. 
94501. 

Flora  Raggi,  M.D.,  420  W.  Schoolhouse  Lane,  Philadelphia 
19144. 

Rasib  Raja,  M.D.,  York  and  Tabor  Rds.,  Philadelphia  19141. 

Stanley  A.  Plotkin,  M.D.,  Wistar  Institute,  36th  and  Spruce  Sts., 
Phiiadeiphia  19104. 

Lewis  D.  Poik.  M.D.,  500  S.  Broad  St.,  Phiiadeiphia  19146. 

Martin  T.  Orne,  M.D.,  111  N.  49th  St.,  Philadelphia  19139. 

Donald  L.  Nathanson,  M.D.,  255  S.  17th  St.,  Room  2403, 
Philadelphia  191 03. 

Wayne  Milier,  M.D.,  5801  Tabor  Ave.,  Phiiadeiphia  19120. 

David  Major,  M.D.,  624  W.  Ciiveden  St.,  Phiiadeiphia  19119. 

Paui  A.  Lotke,  M.D.,  909  Hagy’s  Ford  Rd.,  Narberth  19072. 

Wiiliam  L.  Kissick,  M.D.,  2318  Delaney  St,  Philadelphia  19103. 

Edwin  Lavin,  D.O.,  11603  Bustieton  Ave.,  Phiiadeiphia  19116. 

E.  James  Kohi,  M.D.,  20  Penarth  Rd.,  Bala  Cynwyd  19004. 

Pouran  Zekavat,  M.D.,  3300  Henry  Ave.,  Philadelphia  19129. 

Lester  H.  Wurteie,  M.D.,  470  Woodhaven  Rd.,  Phiiadeiphia 
19116. 

Linton  A.  Whitaker,  M.D.,  325  Bryn  Mawr  Ave.,  Baia  Cynwyd 
19004. 

Eveiyn  L.  Sun,  M.D.,  9 E.  Loges  Lane,  Baia  Cynwyd  19004. 

Stanton  M.  Smuliens,  M.D.,  829  Spruce  St,  Philadelphia  19107. 

Aurora  S.  Buchanan,  M.D.,  217  Stoneway  Lane,  Merion  19066. 

Dean  W.  Roberts,  M.D.,  235  N.  15th  St,  Philadelphia  19102. 

Sidney  Sament  M.D.,  639  Baeder  Rd.,  Jenkintown  19046. 

Armand  A.s  Saragovi,  M.D.,  3901  Conshohocken  Ave.,  Apt  92, 
Lobby  1,  Phiiadeiphia  19131. 

R.  Scott  Scheer,  M.D.,  19  Latches  Lane,  Cherry  Hili,  N.J.  08034. 

Bertram  P.  Shapiro,  D.O.,  2061  E.  Susquehanna  Ave., 
Phiiadeiphia  191 25. 

Stanley  A.  Hoffman,  M.D.,  4 Langdon  Ln.,  Narberth  19072. 

Thomas  G.  Gabuzda,  M.D.,  164  N.  Latches  Ln.,  Bala  Cynwyd 
19004. 


Richard  P.  Delaplaine,  M.D..  3402  Park  Ave.,  Phiiadeiphia 
19140. 

Mary  L.  Soentgen,  M.D.,  910  Meetinghouse  Rd.,  Jenkintown  i 
19046.  , 

John  D.  Casey,  M.D.,  715  Chelten  Ave.,  Phiiadeiphia  19126. 

Jerroid  C.  Bonn,  M.D.,  8229  Castor  Ave.,  Philadelphia  19152. 

Lewis  A.  Barness,  M.D.,  36th  & Spruce  Sts.,  Phiiadeiphia 
19104. 

Frank  Barrera,  M.D.,  Temple  University  School  of  Medicine, 
Philadelphia  191 40. 

John  Antoniades,  M.D.,  230  N.  Broad  St,  Philadelphia  19107. 

Benjamin  Abramson,  M.D.,  1900  Spruce  St,  Phiiadeiphia  i 
19103. 

James  J.  Rafter,  M.D.,  Jefferson  Hospital,  Philadelphia  19107. 

Romeo  A.  Luongo,  Jr.,  M.D.,  2054  Locust  St,  Philadelphia 
19103. 

Gerald  M.  Lemole,  M.D.,  3401  N.  Broad  St,  Philadelphia  19140.  i 

Arturo  Rodriguez-Hervada,  M.D.,  Fitzgerald  Mercy  Hospital,  3 
Darby  1 9023. 

Morton  Rosenberg,  M.D.,  8823  Patton  Rd.,  Philadelphia  19118.  t 

Anna  M.  Sesso,  M.D.,  2437  Garrett  Rd.,  Drexel  Hill  19026. 
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What  Can  the  Doctor  Do? 


The  countdown  to  the  first  Tuesday  after  the  first  Monday 
in  November  has  begun.  On  that  day  a president  and  new 
members  of  the  Congress  will  be  chosen.  Between  now  and 
then  the  public  will  be  hearing  once  again  the  rhetoric  of  the 
politicians  seeking  election  or  re-election  to  public  office. 

For  the  politician  national  health  insurance  will  continue 
to  be  a top  priority  "sexy”  domestic  issue.  The  advent  of 
medicare  and  medicaid  has  insured  the  continuing  involve- 
ment of  government  in  the  health  care  system.  The  heavy 
hand  of  the  bureaucratic  system  has  been  felt  by  the  doctor 
and  his  patient  ever  since  the  enactment  of  this  legislation. 
Utilization  review,  medical  audits  and  establishment  of  fee 
schedule  profiles  are  now  a fact  of  life. 

Physicians  have  been  cast  in  the  role  of  villain  in  the  con- 
tinuing dialogue  between  the  government  and  organized 
medicine.  The  doctor  for  many  years  enjoyed  high  public  es- 
teem. His  new  role  as  villain  is  not  one  which  he  sought  to 
play — it  has  been  thrust  upon  him. 

It  is  customary  now  to  hear  and  read  public  statements  by 
government  officials  at  all  levels  of  responsibility  castigating 
the  medical  profession.  Fraud  and  abuse  are  charges  leveled 
by  the  benevolent  protectors  of  the  consumer.  Unnecessary 
studies  and  unwarranted  hospitalization,  determined  ret- 
rospectively, are  viewed  as  law  breaking  and  enforcement 
agencies  have  the  excuse  for  legal  action.  The  charge  is 
usually  not  for  negligence  in  the  care  of  patients  and  their  ill- 
nesses, but  involves  situations  as  to  how  the  medical  dollar 
has  been  misspent,  as  determined  by  the  Monday  morning 
quarterbacks.  Most  often  the  so-called  abuses  are  beyond  the 
control  of  the  physician,  but  nevertheless  he  stands  accused 
of  being  the  culprit  for  conditions  beyond  his  control.  He  is 
charged  with  abuse  of  the  third  party  and  the  patient  be 
damned! 


Good  medical  judgment,  concern  about  a patient’s  wel- 
fare, and  the  doctor’s  attempt  to  treat  his  patients  to  the  best 
of  his  ability  are  no  longer  deemed  essential  to  the  quality  of 
medical  care,  in  the  opinion  of  these  bureaucrats.  The  theme 
in  reality  is  cut-rate  medical  care  dictated  by  unqualified  peo- 
ple under  the  guise  of  providing  quality  medical  care  at  a rea- 
sonable cost. 

When  will  elected  officials  and  appointed  bureaucrats  real- 
ize that  their  rules  and  regulations  frequently  are  not 
applicable  to  the  prevention,  diagnosis,  treatment  and  reha- 
bilitation of  ailing  human  beings?  Health  care  is  not  an  in- 
dustry— it  is  a profession.  Every  ounce  of  energy  that  is  given 
by  those  involved  in  the  healing  arts  and  sciences  to  serve 
their  patients  should  be  considered.  The  leadership  provided 
by  American  medicine  to  world  medicine  has  been  proven. 
Physicians  therefore  deserve  a "better  shake.” 

What  can  the  doctor  do  in  the  current  situation? 

He  can:  1 . Pay  attention  to  the  patient’s  needs  and  identify 
problem  areas  needing  reform  in  the  delivery  system;  2. 
Work  through  his  organized  professional  societies  to  provide 
the  experienced  and  intelligent  leadership  needed  in  solving 
these  problems;  3.  Expose  the  self-serving  politicians  who 
promise  "pie-in-the-sky”  but  who  have  a callous  disregard  for 
the  detrimental  side  effects  these  promises  have  on  health 
care;  4.  Defy  attempts  to  force  a sacrifice  of  quality  and 
compromise  on  economic  terms  only;  5.  Be  a participant,  ob- 
server and  a contributor  whenever  possible  in  all  aspects  of 
health  care;  and  6.  Be  alert  to  the  public  news  media  and  to 
what  public  opinion  makers  have  to  say  on  medical  affairs. 

Be  knowledgeable  and  conversant  about  the  real  issues  for 
the  price  of  freedom  is  eternal  vigilance! 

David  A.  Smith,  M.D. 

Medical  Editor 


I LIKE  THE  LOOK  OF  THIS  TRAINING  FILM  ALREADY! 
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We  stand  corrected 

To  the  editor: 

I thank  you  for  printing  a note  concerning  my  appoint- 
ment to  the  vice-chairmanship  of  the  Susquehanna  Valley 
Regional  Medical  Program  Regional  Advisory  Group.  How- 
ever, I feel  it  important  to  point  out  that  I am  not  a past  pres- 
ident of  the  Pennsylvania  Academy  of  Family  Physicians.  I 
have  held  several  offices  with  that  organization,  but  have  not 
entered  that  illustrious  group  of  past  presidents  to  this  time. 
In  fairness  to  the  academy  I would  appreciate  very  much  if 
you  would  place  a note  in  Pennsylvania  Medicine  to  this  ac- 
count. 

I have  enjoyed  very  much  the  new  format  of  Pennsyl- 
vania Medicine  and  regularly  read  it  through  completely 
from  stem  to  stern.  Thank  you  again  for  your  kindness  in 
including  me  in  your  Medigram. 

J.  Mostyn  Davis,  M.D. 

Shamokin 

Further  CV  commentary 

To  the  editor: 

In  reply  to  Drs.  Smith’s  and  Solosko’s  comment  in  the 
December  issue,  I can  only  say  that  they  have  taken  the  state- 
ment "muscle  relaxants  do  not  have  any  cardiac  effect”  out  of 
context. 

D-tubocurarine  and  succinylcholine  when  used  judi- 
ciously after  narcotic  or  narcotic-tranquilizer  anesthetic  in- 
duction are  not  associated  with  arrhythmias  or  myocardical 
depression,  notwithstanding  the  references  quoted  by  Drs. 
Smith  and  Solosko.  The  "cardiovascular  brief’  as  its  title  sug- 
gests, is  a summary  and  condensation  of  much  material 
previously  reported  as  well  as  a review  of  the  experience  of 
the  writer.  It  is  not  designed  to  satisfy  all  readers  nor  to  quote 
statistics  or  literature  which  may  or  may  not  apply  to  the  sub- 
ject at  hand.  The  references  quoted  by  Drs.  Smith  and 
Solosko  used  subjects  anesthetized  with  various  agents  (but 
none  with  narcotic-tranquilizer  mixtures)  or  were  studies 
using  preparations  which  were  not  comparable  to  intact 
human  subjects.  Any  attempt  to  extrapolate  data  from 
isolated  hearts  to  intact  man  is  very  suspect.  The  statements 
made  in  the  C-V  Brief  articles  were  the  result  of  six  years  ex- 
perience with  narcotic  and  narcotic-tranquilizer  mixtures. 
This  represents  a total  of  approximately  6000  patients  who 
satisfied  the  criteria  that  they  have  had  some  form  of  heart 
disease,  usually  arteriosclerotic  coronary  vascular  disease, 
and  that  they  required  anesthesia  for  surgery,  usually 
vascular  or  cardiac. 

Using  narcotic-tranquilizer  induction  followed  by  a 
muscle-relaxant  and  immediate  tracheal  intubation, 
arrhythmias  are  very  uncommon  and  any  reduction  in  blood 
pressure  is  the  result  of  local  and  neurogenic  vasodilation, 
not  myocardial  depression.  Compensation  for  vasodilation  is 
easily  accomplished  by  a rapid  infusion  of  electrolyte  solu- 
tion and  rapid  preparation  for  surgery.  As  a matter  of  infor- 
mation, in  a series  of  forty  patients  with  cardiac  and  vascular 
disease  who  were  to  undergo  femoral  artery  bypass  or  carotid 


endarterectomy  and  patch  procedures,  no  significant  reduc- : 
tion  in  cardiac  output  but  a very  significant  reduction  in  car- 
diac work  resulted  from  a technique  similar  to  the  one.j 
described.  Reduction  in  peripheral  and  cardiac  sympathetic  1 
activity  is  a universal  accompaniment  of  narcotic- 
tranquilizer-based  anesthesia.  This  probably  accounts  for  the  J' 
absence  of  significant  arrhythmias  with  such  techniques  even 
in  the  presence  of  digitalis.  Though  succinylcholine  does' 
cause  an  increase  in  circulating  catechols  in  patients  anesthe- ; 
tized  with  agents  other  than  narcotics  and  tranquilizers,  no. 
data,  as  yet,  have  been  reported  for  the  narcotics.  If  there  are] 
additional  comments,  I would  be  happy  to  receive  them  at 
the  address  below.  Thank  you. 

James  M.  Fenstermacher,  M.D. 
Director,  Anesthesia  Department 
The  Reading  Hospital 
Reading 

Due  Process  law  critized 

Frederick  C.  Lindberg  * 

Region  IV  ■ 

Pennsylvania  Department  of  Public  Welfare  ^ 

In  response  to  your  memorandum  of  August  30,  1971,  I • 

would  like  to  say  that  I very  much  appreciate  this  opportuni-  •' 
ty  to  convey  my  thoughts  and  feelings  about  the  abolishment  • 
of  Section  404  of  the  Mental  Health  Act  of  1966,  and  about  ’ 
other  related  matters;  for,  as  will  become  readily  apparent,  1 ; 
am  deeply  distressed  by  these  things,  and  feel  that  definitive 
action  on  the  part  of  Pennsylvania’s  lawmakers,  psychiatrists^ 
and  other  concerned  personnel,  is  not  only  necessary,  but  is; 
IMPERATIVE.  ; 

The  problem  is  far  more  extensive  than  is  immediately  ap- ; 
parent.  And  in  evaluating  it,  it  is  essential  that  we  consider’' 
not  only  the  immediate  and  projected  effects  of  disbandment  i 
of  two-physician  commitments  upon  hospitals,  patients,  psy- 
chiatrists and  ancillary  personnel,  but  we  must  also  consider 
what  pertains,  in  a larger,  social  context. 

Initially,  it  might  be  wise  to  view  the  problem  in  historical  ! 
perspective,  for  the  question  naturally  arises  as  to  what 
factors  had  prompted  the  chain  of  events  leading  to  abolish- 
ment of  the  two-physician  commitment.  It  seems  rather  obvi- 
ous, at  least  to  me,  that  this  movement  is  but  one  facet  of  the 
social  upheaval  which  has  plagued  our  society  during  the  past 
ten  or  fifteen  years.  In  our  quest  for  freedom,  justice, 
"rights,”  etc.  we  Americans  have  become  pathetically  "hung 
up.”  I would  like  to  make  it  clear  that  as  a loyal  American,  I 
personally  venerate  our  Constitution  and  I treasure  most  of  t 
our  individual  rights  as  American  citizens.  However,  when  I 
hear  or  read  of  blatant  criminals  being  set  scott  free  because 
of  mere  technicalities  in  the  law,  or  when  I am  made  aware  of 
the  absurd  ways  in  which  police  are  required  to  mollycoddle 
"suspects”  or  are  otherwise  encumbered  in  their  attempts  to 
maintain  law  and  order,  I can’t  help  but  conclude  that  in 
many  ways  we  Americans  are  virtually  victimized  by  the  very 
freedom  which  we  so  actively  seek! 

As  the  social  upheaval  gradually  evolved  over  the  years,  it 
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seems  a foregone  conclusion  that  individuals  and  groups 
would  begin  to  wonder  about  the  rights  and  freedoms  of  the 
mentally  ill.  And  rightfully  so.  However,  as  I see  it,  in  the 
quest  for  "patients’  rights”  a truly  perverse  concept  has  come 
to  cloud  the  issues  at  hand,  that  concept  being  the 
unbelievably  asinine  conclusion  that  every  mentally  ill 
person  should  be  permitted  to  himself  decide  whether  or  not 
he  wishes  to  undergo  treatment.  The  pathetically  superficial 
and  grossly  erroneous  concept  has  arisen  that,  in  effect. 


up”  on  "patients’  rights”  seem  to  reflect  total  ignorance  of  the 
fact  that  man  is  a social  animal;  and  that  if  everyone,  men- 
tally sound  or  not,  were  permitted  to  "do  his  thing”  total 
chaos  would  ultimately  result.  In  his  book.  The  Manufacture 
of  Madness,  Thomas  Szasz  refers  to  those  with  emotional  dis- 
turbances as  "scapegoats”  of  society,  and  indeed  in  some 
ways  they  may  be.  But  I find  it  hard  to  believe  that  he  and 
others  further  conclude  that  those  afflicted  would  be  at  least 
partially  freed  of  this  "scapegoat”  status  if  they  were  given 


The  letter  which  appears  here  states  boldly  the  views  of  a psychia- 
trist about  the  due  process  provisions  in  the  law  of  the  Common- 
wealth. The  right  of  the  mentaliy  Hi  to  treatment  in  confidence,  the 
right  of  professionais  to  help  the  mentally  ill  without  fear  of  being 
forced  to  reveai  confidences,  and  the  right  of  the  public  to  know  that 
such  patients  are  receiving  care  are  his  concerns. 


unless  an  individual  has  definitive  brain  damage,  his 
problems  are  "functional”  and  are  thus  significant  prin- 
cipally in  a social  sense,  in  some  instances  to  the  extent  that 
they  should  not  be  regarded  as  mental  illness  at  all!  I find  it 
hard  to  believe  that  otherwise  intelligent  minds  could  be  led 
so  far  astray  as  to  assert  that  unless  brain  pathology  can  be 
detected  grossly,  or  microscopically,  or  chemically,  it  must 
not  exist!  I would  like  to  remind  ail  who  indulge  in  such  ab- 
surd thinking  that  until  Hideyo  Noguchi  isolated  the 
spirochete  from  the  human  brain  in  1911,  even  Paresis  was 
regarded  as  functional;  thus  even  Paretics  would  today  be 
classified  much  as  are  schizophrenics  by  the  superficial 
thinkers  to  whom  I refer.  So,  while  it  seems  superfluous  to  me 
personally,  1 would  like  to  very  much  emphasize  that  even 
those  afflicted  with  what  some  people  regard  as  functional 
mental  disorders,  are  in  fact  seriously  ill,  often  in  dire  need  of 
help,  and  are  frequently  too  sick  to  have  insight  into  the  very 
fact  that  they  are  ill.  Should  it  not  therefore  be  their  constitu- 
tional right  to  have  the  therapy  which  they  so  very  much 
need,  even  though  they  happen  to  lack  insight  into  such 
need?  Really,  in  many  ways  their  situation  is  akin  to  that  of 
someone  who  is  found  lying  unconscious  on  the  street.  It 
would  be  ludicrous  to  contend  that  such  an  individual  should 
be  denied  treatment  until  such  time  as  he — if  indeed  ever — 
would  reach  the  point  of  being  able  to  grant  consent.  The  fact 
that  in  the  first  instance  the  patient  is  up  and  about  and 
perhaps  in  some  ways  acting  rationally,  should  not  in  any 
way  blind  us  to  his  needs  and  to  his  right  to  treatment. 

In  this  regard  we  must  also  give  some  thought  to  the  rights 
of  the  community  at  large.  Many  of  those  who  are  so  "hung 


free  choice  to  decide  if  and  when  they  needed  psychiatric 
care.  Would  a person  REALLY  be  less  of  a scapegoat  if  per- 
mitted to  remain  in  society  in  a mentally-ill  state?  Would  he 
in  fact  be  free?  Far  from  it.  In  many  instances,  even  though 
bodily  free,  he  would  be  much  more  a "prisoner”  than  if  he 
were  in  a hospital  receiving  appropriate  care.  And  further- 
more, consider  his  spouse,  or  children,  or  other  relatives,  or 
even  neighbors  or  total  strangers  who  might  be  influenced  by 
his  behavior;  who  can  measure  the  anguish  which  THEY 
might  suffer  as  a result  of  the  afflicted  one’s  behavior,  partic- 
ularly if  that  person  happened  to  be  hostilely  paranoid? 
Should  it  not  be  the  constitutional  right  of  society  at  large  to 
be  freed  as  much  as  possible  from  the  threat  of  psychological 
or  physical  abuse  by  people  who  are  mentally  ill  and  in  no 
condition  to  acknowledge  it?  How  ludicrous  it  would  be  for 
society  to  remain  uninvolved  until  someone  who  is  mentally 
deranged  actually  commits  an  overt  crime,  when  in  fact  we 
have  the  know-how  to  anticipate  such  possible  consequences 
and  to  prevent  them  in  many  instances. 

Furthermore,  we  hear  so  much  these  days  about  "due 
process”  of  law.  And  here  again  1 feel  that,  well-meaning 
though  they  may  be,  members  of  the  Civil  Liberties  Union, 
some  law  officials,  and  others  have  gone  off  the  deep  end. 
The  Dixon  Case  has  led  to  utter  tragedy. 

I am  reminded  of  a case  at  which  I personally  testified  sev- 
eral weeks  ago.  If  it  had  not  been  so  staid,  and  serious,  and 
consequential  to  both  the  patient  and  those  participating,  it 
would  have  been  a laughable  farce.  And  that  case  was  very 
typical  of  the  type  of  procedure  carried  out  repeatedly 
throughout  our  Commonwealth,  and  far  more  frequently 
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since  abolishment  of  Section  404  of  the  Mental  Health  Act  of 
1966  than  ever  before.  To  begin  with,  a nurse,  an  aide,  and  I 
were  required  to  leave  our  hospital  posts  and  our  patients, 
for  the  court  appearance.  Even  though  the  nurse  and  I had 
previously  testified  in  such  cases,  we  were  admittedly 
anxious,  for  although  proficient  in  our  respective  fields,  we 
are  well  aware  of  the  gross  discomfort  of  being  "grilled”  on 
the  stand  by  well  meaning,  though  ofttimes  psychiatrically- 
unsophisticated  defense  attorneys.  The  sheriffs  deputies  who 
had  transported  the  patient  to  the  courthouse  were  also 
visibly  anxious,  understandably  in  view  of  the  patient’s  direct 
threats  against  them.  But  all  went  "smoothly”  from  the  legal 
standpoint,  all  participants  dutifully  going  through  the 
procedures  of  due  process,  like  so  many  trained  seals,  even 
though  it  was  conspicuously  evident  to  most  if  not  all  present, 
that  the  patient  was  in  dire  need  of  help.  Any  grade  school 
child  of  average  intelligence  would  have  been  aware  of  the 
fact  that  the  patient  was  in  some  way  abnormal,  after 
spending  just  a few  minutes  observing  him. 

At  any  rate,  as  I gave  my  testimony,  I first  of  all  felt  like  a 
traitor,  for  it  was  necessary  for  me  to  reveal  precise  details  of 
things  which  the  patient  had  told  me.  But  I suppose  that  in 
the  inane  quest  for  due  process  privileged  communication 
must  go  out  the  window.  The  things  I was  required  to  tell 
could  well  have  totally  destroyed  a therapeutic  relationship, 
but  fortunately  in  this  case,  the  patient  was  slated  to  be  trans- 
ferred to  another  facility,  if  the  court  were  to  conclude  that 
he  needed  further  care.  As  a matter  of  fact,  I shudder  to  think 
of  the  dangerous  position  I would  have  been  in,  had  this  par- 
ticularly-hostile  patient  returned  to  one  of  the  hospitals  in 
which  I work,  for  he  may  very  well  have  decided  to  "pulver- 
ize” me  for  testifying  against  him.  But  1 don’t  suppose  that 
point  is  of  much  concern  to  the  champions  of  due  process!  In 
addition  to  feeling  like  a traitor,  I felt  deep  pity  for  the  pa- 
tient, for  despite  his  lack  of  insight,  he  was  visibly  uncomfort- 
able as  I spoke,  and  particularly  as  the  nurse  revealed  such 
"niceties”  as  his  having  exposed  himself,  having  urinated  on 
the  ward  television  set,  etc.  But,  really,  who  cares  about  pa- 
tients’ feelings,  so  long  as  they  are  granted  due  process? 

As  I presented  my  testimony,  what  really  struck  me  as  ab- 
surd was  the  very  fact  that  there  I sat,  trying  to  convince  a 
group  of  people  who  don’t  know  beans  about  medicine  and 
psychiatry,  that  this  sick  man  was  truly  sick  and  in  need  of 
treatment.  In  one  sense,  it  is  about  as  ridiculous  as  a surgeon’s 
having  to  prove  to  a court  that  a person  needed  an  abdominal 
laparotomy,  before  the  procedure  could  be  done!  The  entire 
concept  strikes  me  as  being  so  absurd  that  frankly,  were  it  not 
for  my  feelings  of  compassion  toward  patients  and  toward  so- 
ciety in  general,  I would  say,  "To  hell  with  it  all — if  society 
wants  me  to  treat  its  emotionally  disturbed  members,  then  let 
society  structure  things  so  that  I could  do  so  without  being 
encumbered  by  a ridiculous  series  of  legal  and  bureaucratic 
technicalities!” 

And  as  a matter  of  fact,  in  my  current  hospital  appoint- 
ments, I personally  am  much  less  encumbered  than  are 
others.  Consider  the  two  admitting  physicians  at  Hollidays- 
burg  State  Hospital:  During  the  month  of  August,  1971, 
these  two  physicians  were  required  to  process  40  admissions; 
and  of  those,  21  patients  came  in  under  Sections  405  or  406 
of  the  Mental  Health  Act  of  1966,  which  means  that  in  each 
of  the  latter  cases,  a ten-day  evaluation  was  expected.  Con- 


sidering that  every  one  of  these  cases  must  be  examined 
physically  and  mentally,  must  be  treated,  must  be  staffed, 
must  have  a social  history  completed  if  at  all  possible,  should 
be  seen  in  psychiatric  consultation,  and  must  be  written  up  in 
detail,  and  that  additionally,  the  two  physicians  had  to  appear 
in  court  for  many  of  these  cases,  it  takes  little  imagination  to 
realize  how  farcical  the  entire  situation  has  become.  Add  to 
this  the  fact  that  the  two  physicians  to  whom  I’ve  referred 
carry  an  average  total  patient  load  of  138.  How  much  time  is 
left  for  treatment  of  patients?  Consider  how  much  time  of  the 
doctors,  social  workers,  secretaries,  etc.  is  taken  in  satisfying 
legal  and  bureaucratic  demands;  and  then  1 ask  you  to  ask 
yourself,  "WHAT  PRICE  DUE  PROCESS?” 

One  could  shrug  all  this  off  by  advising  that  we  get  more 
help.  But  from  where?  The  necessary  help  simply  isn’t  avail- 
able at  any  price.  Then,  shouldn’t  everyone,  in  addition  to 
being  concerned  with  patients’  rights,  also  be  concerned 
about  the  rights  of  psychiatrists  and  other  staff  doctors,  as 
well  as  the  rights  of  social  workers  and  other  para-medical 
personnel?  Must  they  continue  working  under  perennial 
pressure  to  satisfy  the  demands  of  a voracious  system  which 
does  not  acknowledge  their  constitutional  right  to  practice 
their  professions  without  this  unprecedented  harrassment? 

Let’s  face  it,  well-meaning  though  they  may  have  been,  the 
Civil  Liberties  Union  and  the  law  have  created  a monster. 
And  something  MUST  be  done  about  it,  or  we  will  lose  many 
mental  health  workers  to  other  fields,  and  we  will  have  even 
more  difficulty  than  ever  recruiting  new  workers.  ONE 
WOULD  TRULY  HAVE  TO  BE  A FOOL  TO  ENTER 
THE  MENTAL  HEALTH  FIELD  IN  ANY  CAPACITY 
UNDER  THE  CURRENT  CIRCUMSTANCES! 

So,  as  I said  before,  it  is  imperative  that  definitive 
measures  be  taken,  particularly  by  the  especially-burdened 
state  hospital  staff  members,  to  affect  a change.  It  seems  un- 
fortunate that  we  did  not  at  least  try  to  counter  the  legal 
decision  to  abolish  all  Section  404  commitments.  I shudder 
to  think  of  the  amount  of  time  which  will  henceforth  be 
required  in  state  hospitals,  to  keep  all  voluntary  Section  403 
commitments  up  to  date,  and  all  of  the  work  involved  in 
trying  to  convince  impulsive  patients  to  stay,  if  while  hospi- 
talized under  Sections  402  and  403,  they  decide  that  they 
want  to  leave.  This  has  already  happened  at  Hollidaysburg 
State  Hospital  in  more  than  a half  dozen  cases  among 
recently  converted  403’s.  As  I see  it,  such  "busy  work”  will 
SERIOUSLY  interfere  with  the  treatment  programs  of  our 
patients,  who  even  before  this  change  were  not  getting  as 
much  attention  as  we  would  like  to  have  provided,  simply 
because  we  were  understaffed.  In  other  words,  additional 
duties  will  henceforth  be  forced  upon  already-overburdened 
staff  members. 

Let  us  appeal  for  help,  to  the  law,  to  the  Civil  Liberties 
Union,  and  to  other  concerned  groups,  for  a system  which 
would  be  fair  to  patients,  yet  at  the  same  time  be  fair  to  all 
mental  health  workers.  I find  it  hard  to  believe  that  a nation 
comprised  of  individuals  capable  of  sending  men  to  the  moon 
and  back,  could  not  come  up  with  a system  for  hospitalizing 
and  treating  the  mentally  ill  to  surpass  the  shocking  "mess” 
which  now  prevails! 

E.D.  Radasky,  M.D. 

Director  of  Clinical  Services 

Hollidaysburg  State  Hospital 
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In  each  three-year  period  starting  on  July  1, 
1972,  all  active  members  of  the  Pennsylvania 
Medical  Society  must  be  able  to  qualify  for  the 
AMA  Recognition  Award  by  earning  credit  for 
150  hours  of  continuing  education.  The  first 
qualifying  period  ends  June  30,  1975.  Qualifi- 
cation is  required  in  order  to  retain  PMS  mem- 
bership. All  members  will  receive  adequate  no- 
tice. Detailed  information  about  this  require- 
ment will  be  provided  in  Pennsylvania  Medi- 
cine and  by  other  means  of  notification. 


Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 
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special  report 


Trustees  Act  on  1971  House  Referrals 


The  following  actions  by  the  Board 
of  Trustees  and  Councilors  were  taken 
as  the  result  of  referrals  made  by  the 
House  of  Delegates  at  the  1 971  Annual 
Session. 

1.  Amended  Resolution  71*12:  State  Committee  on 
Quackery 

“Resolved,  That  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  consider  creating  a separate  organi- 
zation to  consist  of  physicians  and  laymen;  and  be  it  fur- 
ther 

“RESOLVED,  That  this  organization  explore  the 
public  relations  value  of  the  flier  program  of  the  Lehigh 
Valley  Committee  against  Health  Fraud;  and  be  it  further 

“RESOLVED,  That  if  such  organization  deems  it  ap- 
propriate that  it  undertake  an  educational  program 
throughout  the  state  to  the  end  that  all  citizens  learn  what 
constitutes  health  quackery.” 

The  Chairman  of  the  Board  referred  this  resolution  to 
the  Council  on  Governmental  Relations.  The  Council  is 
investigating  the  possibility  of  the  Pennsylvania  Health 
Council  becoming  involved  in  such  a committee. 

2.  Amended  Resolution  71-10:  Guidelines  Regarding  Names 
for  Professional  Associations  and  Corporations. 

“RESOLVED,  That  the  Pennsylvania  Medical  Society 
establish  guidelines  covering  the  ethics  of  the  selection  and 
the  use  of  names  by  members  interested  in  incorporating 
their  medical  practice  as  a professional  association  or  as  a 
professional  corporation.” 

This  resolution  was  referred  to  the  Board  and  the 
Judicial  Council  with  a request  for  immediate  action.  The 
Judicial  Council  has  prepared  “Guidelines  Covering  the 
Ethics  of  the  Selection  and  the  use  of  Names  by  Members 
Interested  in  Incorporating  their  Medical  Practice  as  a 
Professional  Association  or  as  a Professional  Corpora- 
tion.” These  guidelines  were  reviewed  and  approved  by  the 
Board  at  its  January  5,  1972  meeting. 

The  guidelines  will  be  published  in  a forthcoming  issue 
of  Pennsylvania  Medicine  and  will  be  distributed  to 
county  society  secretaries  and  executive  secretaries. 

3.  Membership  Recruitment 

The  House  accepted  a recommendation  that  each 
county  medical  society  be  urged  to  enroll  non-members 
and  that  each  trustee  and  councilor  provide  leadership 
for  membership  recruitment  in  his  district. 

At  the  January  Board  meeting,  David  S.  Masland, 
M.D.,  chairman,  presented  a program  for  membership 
recruitment  which  would  be  spearheaded  by  the  Trustees. 
Further  details  concerning  the  plan  appear  in  this  issue  of 
Pennsylvania  Medicine,  on  page  13. 

4.  Liaison  with  Schools  of  Allied  Health  Professions 

The  House  accepted  the  recommendation  that  the 
Board  instruct  the  Committee  on  Relationships  with 
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Allied  Professions  to  establish  liaison  with  schools  of 
allied  health  professions  in  the  Commonwealth. 

The  Chairman  originally  referred  this  recommen- 
dation to  the  Committee  on  Relationships  with  Allied 
Professions.  At  the  January  Board  meeting,  the 
Chairman  re-referred  this  recommendation  to  the 
Council  on  Education  and  Science  which  has  been  active 
in  this  area. 

5.  Financing  of  Intern  and  Resident  Education 

The  House  considered  the  question  of  whether  hospi- 
talization insurance  premiums  or  educational  funds 
should  be  used  to  finance  post  graduate  medical  educa- 
tion and  recommended  that  the  financing  of  intern  and 
resident  education  be  studied  by  the  appropriate  Society 
committee  or  council. 

The  Chairman  referred  this  recommendation  to  the 
Special  Task  Force  on  Blue  Cross.  At  the  recent  Blue 
Cross  hospital  contract  negotiations  held  in  Philadelphia, 
the  variance  of  the  intern  and  resident  learning/service 
ratio  between  teaching  hospitals  was  discussed,  and  the 
Insurance  Department  directed  Blue  Cross  to  retain  an 
appropriate  consulting  firm  to  undertake  a study  into  the 
patterns  and  costs  of  intern  and  resident  training  pro- 
grams. 

For  this  reason,  the  Special  Task  Force  on  Blue  Cross 
has  advised  against  any  further  study  in  this  area  at  this 
time. 


Education  Requirement  Explained 

Due  to  computer  error  which  went  unnoticed] 
until  after  the  January  Pennsylvania  Medicine! 
went  to  press,  part  of  the  explanation  of  the] 
PMS  education  requirements  was  garbled. 

The  answer  to  the  question  regarding  time  for] 
application  is: 

“You  may  apply  any  time  between  July  1,] 
1972,  and  June  30,  1975.  All  PMS  members  who] 
qualify  for  an  AMA  Physician’s  Recognition] 
Award  during  this  period  will  have  met  the  PMS] 
education  requirement.  To  simplify  the  adminis-3 
tration,  all  qualifying  periods  begin  on  July  l[ 
and  end  on  June  30  three  years  later.  Because] 
the  AMA  award  is  based  on  a three-yearl 
qualifying  period,  each  award  is  valid  for  only] 
three  years.  Through  this  mechanism  a continu-j 
ous  three-year  cycle  is  established  so  that] 
during  the  next  three  years  the  physician  earns] 
the  credit  hours  needed  to  qualify  for  the  follow-j 
ing  three-year  period.” 

Turn  back  to  page  51  for  an  announcement] 
and  reminder. 
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Tepanil®Ten-taif 

® (continuous  release  form) 

(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Controindicatioris:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
and  jifteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 


orrhythmto,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T*wove  changes  in  the  ECG  of  a healthy  young  male  ofter  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gosfromfestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  ond  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoletic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poln,  decreosed 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL;  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meols.  If  desired,  an  additional  tablet  moy  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  oge  is  not 
recommended.  1.3325  (2B76) 

N MERRELL- NATIONAL  LABORATORIES 
( Merrell  ) Division  of  Richardson -Merrell  Inc. 

V ^ Cincinnati.  Ohio  45215 


Painful 
night  leg 
cramps... 


unv\dconne  bedfellow 
forany  patient- 
induding  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


^ ^Merrell^ 

G^inamm 


Prescribing  Information — Composition;  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cromps,  includ- 
ing those  associoted  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinomm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  In  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  If  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  moy  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.ssosooso) 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademork:  Quinomm 


Specific  therapy  for  night  leg  cramps. 


MOVE-OUT  STICKY  MUCUS 


In  asthma,  bronchitis . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 

lODO- NIACIN* 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


COLE 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough - 


”...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 


”The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 


use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS;  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 


OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and  HOW  SUPPLIED:  Cole's  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
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More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET®  ENEMA  can  help  “bring  back  the  urge.” 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physioZo^ica^  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 
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It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi,  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  containsi  aspirin  gr.  SVi,  phenacetin  gr.  IVi, 
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Initial  Care  of  the  Critically  Injured  Patient 


! 


AS  OPPOSED  to  most  clinical  sit- 
uations where  systematic  diag- 
I nostic  measures  precede  treatment, 

: severe  injuries  often  require  that  func- 
tional deficits  be  corrected  before  any- 
thing is  known  of  the  mechanism  of  in- 
jury or  the  previous  physical  status  of 
I the  patient.  Anoxia  and  decreased 
circulating  blood  volume  allow  little 
: time  for  deliberation  and  consultation. 
; Therefore,  those  responsible  for  the 
■ immediate  care  of  the  accident  victim 
j must  be  prepared  to  act  according  to  a 
I preconceived  plan. 

j It  is  our  purpose  to  outline  a course 
j of  action  which  has  proved  useful  in 
; evaluating  the  seriously  injured  patient 


WILLIAM  E.  DeMUTH,  JR.,  M.D. 
FRANK  S.  BRYAN,  M.D. 
Hershey 


in  the  accident  room.  The  concept  of 
primary  responsibility  lying  with  an 
individual  physician,  preferably  an  in- 
terested general  surgeon,  is  so  well  es- 
tablished that  it  will  not  be  further  dis- 
cussed. 

Priority  According  to  Injury 

Many  schemata  have  been  devised 
to  classify  injured  patients  depending 
upon  the  urgency  with  which  care 
must  be  applied.  If  patients  are  cat- 
egorized in  three  major  groups,  triage 
will  be  simplified  and  appropriate 
treatment  can  be  applied.  These  are 
major  considerations  at  a time  when 
emphasis  is  being  placed  on  the  utiliza- 
tion of  paramedical  personnel.  When 


injuries  are  grouped  in  descending 
order  of  immediate  importance, 
ambulance  attendants  and  emergency 
room  physicians  and  nurses  are 
provided  with  a guide  to  rational  treat- 
ment. Misdiagnosis,  changing  status  of 
the  patient  due  to  continued  hemor- 
rhage or  other  factors,  and  untoward 
effects  of  treatment  itself  may  require 
that  categories  be  changed  as  time  goes 
on  for  any  individual  pajient. 

Category  1:  Those  injuries  which 
immediately  threaten  life  by  interfer- 
ence with  vital  physiological  functions 
fall  into  this  category.  Airway  obstruc- 
tion and  major  hemorrhage  are  the 
outstanding  examples.  Despite  the  rel- 
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ative  ease  with  which  these  can  be 
recognized,  many  accident  victims  die 
because  alveolar  ventilation  and  ade- 
quate blood  volume  are  not  promptly 
provided  for.  In  this  group,  massive  in- 
ternal bleeding  poses  the  greatest 
problem,  and  operation  within  minutes 
may  be  required  to  save  life.  When 
such  patients  are  first  seen,  the 
operating  room  staff  must  be  alerted, 
and  no  consideration  of  inconvenience 
to  the  staff  should  interfere  with  this 
decision.  "Getting  the  patient  ready 
for  operation,”  a concept  well  recog- 
nized in  elective  surgery,  has  no  place 
in  management  here.  The  requirement 
of  having  laboratory  data  on  the  chart 
prior  to  operation  must  be  ignored, 
and  preparation  of  admission  charts 
and  other  duties  not  directly  beneficial 
to  the  patient  must  be  delayed  until 
danger  has  passed. 

Category  II:  The  lives  of  these  pa- 
tients are  not  immediately  threatened. 
Statistically,  among  those  patients  con- 
sidered to  be  seriously  hurt,  most  fall 
into  this  category.  Though  many  grave 
injuries  are  included  here,  the  airway 
and  circulatory  system  afford  suf- 
ficient oxygenation  to  adequately  sus- 
tain life.  Time  is  usually  available  to 
obtain  simple  laboratory  determi- 
nations, cross  match  blood  and  obtain 
appropriate  roentgenograms.  Perfora- 
tions of  hollow  abdominal  viscera  and 
most  urinary  tract  injuries  fall  into  this 
group.  When  deterioration  occurs  in  a 
patient  thought  to  be  stabilized,  he  is 
moved  to  the  category  of  higher  priori- 
ty. 

Category  III:  Though  the  necessity 
for  haste  is  less  in  this  group,  this  ill- 
defined  category  contains  these  pa- 
tients with  less  obvious  injuries  or  with 
injuries  which  may  become  manifest 
only  after  days  or  weeks.  Adequate 
time  for  exhaustive  study  is  available, 
but  often  indications  are  vague  and 
overlooking  serious  injuries  must  be 
carefully  guarded  against.  In  a group 
of  seventeen  occult  serious  thoracic  in- 
juries encountered  in  one  hospital, 
eleven  died.^  In  almost  all  cases  the 
oversight  was  due  to  the  omission  of 
simple  diagnostic  studies  and  the  lack 
of  repeated  detailed  examination  of  the 
patient.  These  injuries  frequently 
become  obvious  with  the  sudden 
collapse  of  the  patient  after  the  staff 
has  been  lulled  into  believing  that  the 
patient  is  well  on  his  way  to  recovery. 


Delayed  rupture  of  the  spleen,  some 
traumatic  ruptures  of  the  thoracic 
aorta,  and  delayed-tension  pneumo- 
thorax are  examples.  When  shock 
supervenes  in  such  patients,  immediate 
operation  without  further  study  is 
clearly  indicated. 

Shock  & Airway  Problems 

The  establishment  of  an  adequate 
airway  takes  precedence  over  all  other 
resuscitative  measures.  In  many,  a face 
mask  and  breathing  bag,  with  or 
without  an  oropharyngeal  airway,  suf- 
fices. If  not,  endotracheal  intubation  is 
the  best  means  of  overcoming  obstruc- 
tion, and  laryngoscopy  and  passage  of 
an  endotracheal  tube  should  be  famil- 
iar to  all  accident  room  personnel. 
Tracheostomy  should  be  done  if  a tube 
cannot  be  passed,  but  we  strongly  dis- 
courage this  procedure  as  the  primary 
one  in  overcoming  obstruction.  Cuffed 
endotracheal  tubes  should  be  used 
since  an  airtight  system  which  permits 
positive  pressure  breathing  is  thereby 
obtained,  and  blood,  mucus,  and 
vomitus  are  prevented  from  gaining 
access  to  the  lungs.  Suction  equipment 
must  be  available  to  clear  the  airway 
and  to  assist  in  visualization  of  the 
larynx  when  intubation  is  attempted. 
Cervical  cord  injuries  may  be  made 
worse  by  maneuvers  required  to  es- 
tablish an  airway  by  hyperextension  of 
the  neck. 

Concurrent  with  airway  correction, 
shock  should  be  treated  by  promptly 
starting  intravenous  fluids  in  at  least 
two  extremities,  preferably  the  arms  if 
abdominal  injury  is  suspected.  Needles 
or  catheters  should  be  at  least  18 
gauge.  Lactated  Ringer’s  solution  is 
administered  while  blood  is  being 
prepared.  As  soon  as  blood  is  available 
it  is  given  rapidly.  An  indwelling 
urinary  catheter  is  a simple  and  reli- 
able aid  in  determining  the  adequacy 
of  tissue  perfusion.  Central  venous 
pressure  determination  and  urine 
output  are  helpful  in  guiding  the  cor- 
rection of  hypovolemia.  Low  blood 
volume  is  far  more  likely  to  lead  to  ir- 
reversible shock  than  is  the  lack  of  he- 
moglobin, and  lactated  Ringer’s  solu- 
tion is  the  best  interim  solution  to  use 
while  blood  is  being  prepared.  Major 
internal  bleeding  will  require  immedi- 
ate operation,  and  the  operating  room 
should  be  readied  while  the  above 
measures  are  being  applied. 


External  bleeding  can  almost  in- 
variably be  controlled  by  direct  digital 
pressure  applied  to  the  wound. 
Tourniquets  and  application  of  pres- 
sure to  "pressure  points”  have  done 
more  harm  than  good.  Wounds  of  the 
neck  are  particularly  dangerous  and 
under  no  circumstances  should  they  be 
probed  or  explored  anywhere  but  in  a 
fully  equipped  operating  room  by  an 
experienced  surgeon. 

Preliminary  evaluation  of  the  cen- 
tral nervous  system  can  be  rapidly 
carried  out.  Level  of  consciousness 
and  motor  and  sensory  deficits  are 
usually  easily  determined  by  simple 
means.  Moving  a patient  with  a spinal 
injury  may  be  fraught  with  danger  and 
great  care  should  be  exercised  (vide 
infra).  In  general,  abdominal  and 
thoracic  injuries  take  priority  over 
nervous  system  injuries,  and  it  should 
be  remembered  that  head  injuries 
rarely  produce  shock.  Comatose  ac- 
cident victims  require  much  more 
diagnostic  acumen  since  patient  partic- 
ipation in  localization  of  symptoms  is 
not  possible.  Intraperitoneal  bleeding 
usually  is  manifested  by  marked 
symptoms  and  signs  in  conscious  pa- 
tients; circulatory  collapse  may  be  the 
first  sign  in  the  obtunded  patient. 

Thoracic  Injuries 

Blood,  vomitus,  mucus,  loose  teeth 
and  dentures  are  foreign  bodies  which 
often  obstruct  the  airway.  If  after  the 
airway  is  established  respiratory  dif- 
ficulty persists,  unstable  chest  wall, 
hemothorax,  pneumothorax,  or  rup- 
tured bronchus  should  be  suspected. 
Cardiac  tamponade  and  ruptures  of 
the  thoracic  aorta  are  far  more 
common  than  generally  recognized. 

Flail  Chest:  If  five  or  more  ribs  are 
fractured  in  two  locations,  flail  chest 
may  be  assumed  to  exist.  Many  lesser 
chest  wall  injuries  may  be  associated 
with  instability.  When  clothing  is 
removed,  this  abnormality  is  generally 
readily  recognizable  by  paradoxical 
movement  of  the  chest  wall.  Tracheal 
intubation  (or  tracheostomy)  and  posi- 
tive pressure  ventilation  are  indicated 
and  respirators  should  be  volume 
cycled. 2 Towel  clip  traction  or  sand- 
bag compression,  formerly  widely 
used,  are  much  less  effective  in 
providing  adequate  alveolar  ventila- 
tion, although  they  are  valuable  in  less 
severe  injuries.  It  is  impossible  to  over- 
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Figure  1.  Sites  empioyed  for  aspira- 
tion of  pericardial  sac.  Our  prefer- 
ence is  the  xiphisternal  angle  (2)  or 
left  parasternal  approach  (1 ). 


emphasize  the  importance  of  even  the 
mildest  chest  wall  instability  in  the 
aged.  The  work  of  breathing  and 
added  metabolic  demand  imposed  by 
injury  may  easily  lead  to  respiratory 
acidosis,  anoxia,  and  death  in  what  ap- 
pears to  be  a relatively  mild  injury.  In 
fractures  of  the  first  and  second  ribs, 
serious  visceral  injuries  such  as  rup- 
tured bronchus  should  be  suspected. 

Hemothorax:  In  the  absence  of  other 
obvious  causes  of  shock,  blood  loss  into 
the  pleural  space  should  be  considered 
promptly.  Needle  aspiration  of  blood  in 
the  low  posterior  thorax  confirms  the 
diagnosis.  Though  many  have  ad- 
vocated repeated  aspiration  for  both 
diagnostic  and  therapeutic  purposes, 
we  feel  strongly  that  tube  thoracotomy 
is  much  to  be  preferred  if  blood  or  air 
are  found  in  the  pleural  space.  The  an- 
terior tube  is  inserted  in  the  second  in- 
terspace in  the  midclavicular  line  and 
the  posterior  one  is  placed  in  the  sev- 
enth or  eighth  interspace  back  of  the 
midaxillary  line.  Those  performing  this 
maneuver  only  occasionally  will  do 
better  to  place  an  anterior  second  or 
third  interspace  tube  and  position  the 
patient  to  drain  blood  as  indicated.  As- 
sociated pneumothorax  will  be  best 
relieved  by  placing  the  tube  anteriorly. 

Accumulated  evidence  in  recent 


years,  substantiated  by  battlefield  expe- 
rience, has  influenced  a change  in  man- 
agement of  the  patient  with  hemo- 
thorax in  shock.  Formerly,  most  such 
patients  were  treated  by  transfusion  and 
conservative  support.  Now  they  are 
moved  quickly  to  the  operating  room  in 
anticipation  of  thoracotomy.  Though 
most  intrathoracic  bleeding  stops  spon- 
taneously, in  a few,  early  thoracotomy 
will  provide  the  only  chance  of  surviv- 
al. 

Pneumothorax:  A bulging,  relatively 
immobile  anterior  thorax  in  a patient  in 
respiratory  distress  may  indicate  that  a 
tension  pneumothorax  is  present. 
Decreased  breath  sounds  and  hyper- 
resonance characterize  loss  of  contact 
of  visceral  and  parietal  pleura,  and  the 
x-ray  is  diagnostic.  When  severe 
distress  precludes  roentgenographic 
confirmation,  it  is  wiser  to  insert  a 
needle  or  chest  tube  in  the  anterior 
upper  thorax.  No  harm  is  done  if 
collapse  is  not  present.  If  a 
pneumothorax  is  present,  it  is  best 
managed  by  waterseal  drainage,  freeing 
the  surgeon  for  more  urgent  matters 
and  eliminating  the  necessity  for  mul- 
tiple thoracenteses. 

Open  Chest  Wounds:  Despite  its  no- 
toriety, this  is  a rather  rare  injury  in  ci- 
vilian life.  The  deleterious  pathophysio- 


logical changes  can  be  overcome  by  ap- 
plying an  occlusive  dressing.  At  least 
one  chest  tube  should  be  inserted  in  the 
accident  room  to  avoid  the  possible 
development  of  tension  pneumothorax. 
All  such  patients  are  moved  to  an 
operating  room  for  debridement  and 
closure. 

Cardiac  Tamponade:  In  rural  hospi- 
tals this  is  an  uncommon  injury.  When 
no  evidence  of  blood  loss  is  found  in  the 
presence  of  shock,  intrathoracic  hemor- 
rhage should  be  suspected.  Cardiac 
tamponade  and  ruptured  thoracic  aorta 
are  good  possibilities.  Although  more 
frequent  with  penetrating  injuries,  car- 
diac tamponade  may  follow  blunt 
trauma.  Often  not  evident  when  first 
observed,  slow  leakage  of  blood  into  the 
pericardium  may  lead  to  development 
of  life  threatening  interference  with 
cardiac  filling.  Hypotension,  narrow 
pulse  pressure,  elevation  of  central  ve- 
nous pressure,  subdued  heart  sounds, 
and  decline  in  blood  pressure  are  clas- 
sical findings. 

Pericardiocentesis  is  not  difficult. 
An  18  gauge  needle  is  passed  upward 
and  medialward  through  the  xipho- 
costal  angle  or  to  the  right  or  left  of 
sternum  (fig.  1 ).  Sometimes  the  aspira- 
tion of  only  a few  cubic  centimeters  of 
blood  results  in  prompt  improvement  in 
the  patient's  condition.  Though  widely 
debated,  our  preference  is  for  prompt 
thoracotomy  after  tamponade  has  been 
relieved  in  such  instances.  Most  rural 
and  suburban  hospitals  do  not  have  the 
staff  required  for  the  close  surveillance 
required  for  the  expectant  management 
of  tamponade,  especially  when  other 
serious  injuries  coexist.  If  the  wounding 
instrument  is  an  ice  pick  or  similar 
device,  the  chance  of  the  success  of  as- 
piration is  much  greater  than  if  a knife 
or  gunshot  wound  is  present. 

Ruptured  Bronchus  & Eso- 
phagus: Respiratory  distress,  hemop- 
tysis, subcutaneous  and  mediastinal 
emphysema,  alone  or  in  combination, 
may  indicate  that  a ruptured  bronchus 
is  present.  If  the  first  rib  is  fractured, 
suspicion  is  greater.  This  unusual  injury 
may  lead  to  tension  pneumothorax  or  it 
may  present  as  atelectasis  on  x-ray  as- 
sociated with  one  or  more  of  the  above. 
So  far  as  accident  room  care  is  con- 
cerned, closed  chest  drainage  (water 
seal)  is  all  that  is  indicated.  A major 
operation  is  required  to  repair  the 
bronchus  after  resuscitation. 
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Table  I 


Test  on  Fluid 

Erythrocytes 
White  Blood  Cells 
Amylase 

Bacteria  (Gram  Stain) 


Significant  Levels 

More  than  lOO.OOO/mm^ 

More  than  500/cc  when  returns  grossly  clear 
Above  100  Somogyi  units/100  cc 
Pathological  in  any  number 


Both  penetrating  and  blunt  injuries 
may  disrupt  the  esophageal  wall.  Mis- 
siles, knives,  ice  picks  and  other  pene- 
trating devices  may  cause  injury  at  any 
location  in  the  course  of  the  esophagus. 
When  due  to  blunt  trauma,  rupture 
usually  occurs  in  the  lower  third,  the 
same  area  affected  by  "spontaneous” 
perforations.  Neck  and  mediastinal 
emphysema  are  usually  present. 
Symptoms  range  from  mild  discomfort 
to  excruciating  pain,  the  latter  usually 
with  perforation  into  the  pleural  space. 
The  pain  may  suggest  coronary 
occlusion  or  an  intraabdominal 
catastrophe.  A widened  mediastinum 
containing  air  suggests  perforation. 
Large  perforations  in  the  low 
esophagus  from  any  cause  are  usually 
associated  with  pneumothorax  and 
often  effusion.  If  a chest  tube  is  placed 
for  what  is  believed  to  be  a simple 
pneumothorax  and  gastric  fluid  appears 
in  the  drainage  tube,  the  diagnosis  is  ob- 
vious. X-ray  examination  using  an  ab- 
sorbable contrast  medium  is  desirable 
but  should  not  take  precedence  over 
resuscitative  measures. 

Pleural  drainage,  starting  massive 
antibiotic  therapy,  and  administration 
of  intravenous  fluids  are  all  that  should 
be  attempted  in  the  emergency  room. 

Ruptured  Diaphragm:  This  is  one  of 
the  most  frequently  missed  injuries. 
Respiratory  distress  may  be  gradual  in 
onset,  and  soon  after  injury  the  classical 
picture  of  peristalsis  heard  on  ausculta- 
tion, dullness,  and  absence  of  breath 
sounds  is  usually  not  present. 

Shortness  of  breath  and  chest  pain 
(left  sided  in  90  percent  or  more)  are  the 
usual  symptoms.  Diagnosis  usually 
depends  on  proper  roentgenographic 
interpretation,  which  in  practice  may 
be  difficult.  Hemothorax  often  obs- 
cures both  physical  and  x-ray  signs.  If 
the  left  diaphragm  is  high  or  if  gas  shad- 
ows appear  above  the  diaphragm, 
strong  evidence  for  this  injury  exists. 
Barium  enema  or  upper  gastro-intes- 
tinal  x-ray  series  may  be  required  to 
clarify  deceptive  findings  on  the  chest 
x-ray. 


Except  for  general  supportive 
measures,  the  passage  of  a nasogastric 
tube  to  decompress  the  stomach  is  all 
that  should  be  done  in  the  emergency 
room.  Early  surgical  correction  is  in- 
dicated. 

Ruptured  Aorta:  This  injury  is  on 
the  increase.  More  than  80  percent  of 
such  patients  exsanguinate  before  hos- 
pital admission.  About  half  of  the 
remainder  form  a false  aneurysm  which 
may  become  evident  only  after  weeks 
or  months,  and  approximately  10  per- 
cent are  candidates  for  early  prompt 
thoracotomy.  Usually  in  shock  and 
often  without  other  evidence  of  blood 
loss,  they  may  be  paraplegic  due  to  in- 
terruption of  blood  flow  to  the  spinal 
cord.  Upper  extremity  hypertension,  a 
harsh  systolic  murmur  over  the  precor- 
dium  or  posterior  interscapular  area, 
hoarseness,  or  superior  vena  caval  ob- 
struction may  be  present  to  fortify  the 
diagnosis. 

Radiography  of  the  chest  is  the  most 
valuable  diagnostic  tool.  Widening  of 
the  superior  mediastinum,  loss  of 
sharpness  of  the  aortic  knob  shadow, 
deviation  of  the  trachea  to  the  right, 
and  pleural  effusion  all  suggest  aortic 
rupture.  Cross  matching  of  blood  in  an- 
ticipation of  early  thoracotomy  is  man- 
datory and  at  least  two  large-bore  in- 
travenous cannulae  should  be  placed. 
Although  angiographic  confirmation  is 
desirable  if  hemorrhagic  shock  is  not 
present,  there  are  times  when  immedi- 
ate thoracotomy  may  offer  the  only 
chance  of  recovery. ^ 

Diagnosis  of  I nap  parent  Abdominal 
Injury:  Abdominal  paracentesis  is  very 
useful  in  detecting  intraabdominal  in- 
jury to  viscera  or  blood  vessels.  We 
formerly  employed  a four-quadrant 
needle  tap  using  18  gauge  needles  with 
local  anesthesia  applied  to  the  skin 
only.  Peritoneal  anesthesia  prevents 
the  discomfort  associated  with  punc- 
ture, and  accuracy  of  needle  position 
may  be  impaired.  If  only  a minute 
amount  of  non-clotting  blood  is  en- 
countered, abdominal  exploration  is 
indicated.  More  recently  we  have 


followed  Perry’s^  recommendation  and 
have  found  the  insertion  of  a small 
catheter  into  the  peritoneal  cavity 
more  useful.  Under  local  anesthesia  a 
short  midline  incision  is  made  an  inch 
or  so  below  the  umbilicus  and  a plastic 
catheter  of  the  type  commonly  used 
for  peritoneal  dialysis  is  inserted  either 
by  trocar  or  through  a fascia!  incision. 
If  blood,  urine,  or  intestinal  contents 
are  drained,  prompt  laparotomy 
should  be  performed.  If  nothing  to 
suggest  injury  is  noted,  1000-1500  cc 
of  sterile  saline  is  instilled  into  the  tube 
and  then  drained  (Table  I).  Smaller 
amounts  of  fluid  are  of  course  used  if 
the  subject  is  a child.  Sometimes  inap- 
parent  injuries  may  be  suggested  by  ex- 
amining the  drained  fluid  for  evidence 
of  pancreatic  or  intestinal  injury  by  ex- 
amining for  amylase,  white  blood  cells 
or  bacteria.  On  occasion  we  leave  the 
tube  in  place  for  24  hours  or  longer, 
and  repeated  irrigation  is  carried  out  if 
there  is  any  question  of  intraperitonea! 
injury.  Conceivably,  devitalized  bowel 
or  delayed  bleeding  may  thereby  be 
detected.  Useful  as  this  technique  has 
been,  retroperitoneal  hemorrhage  or 
other  injuries  lying  outside  of  the  peri- 
toneum are  not  liable  to  be  discovered 
by  this  method. 

The  injection  of  contrast  materials 
into  penetrating  wounds  of  the  ab- 
domen for  the  demonstration  of  peri- 
toneal openings  has  been  widely 
acclaimed.  We  have  come  to  believe 
that  it  has  no  great  merit  since  peri- 
toneal penetration  in  itself  is  not  an  in- 
dication for  operation  unless  reexami- 
nation of  the  patient  by  an  experienced 
surgeon  is  not  possible.  All  abdominal 
gunshot  wounds  should  be  explored  by 
laparotomy. 

Intravenous  pyelography  may  be 
very  helpful  in  managing  patients  with 
abdominal  injury.  Unrecognized 
urinary  tract  injuries  may  be  discov- 
ered and  important  technical  decisions 
may  be  based  upon  such  information. 
In  adults  120  cc  of  50%  hypaque 
mixed  with  an  equal  quantity  of 
normal  saline  is  infused  rapidly 
through  an  18  gauge  needle  in  the 
course  of  resuscitation.  We  have  been 
gratified  by  the  information  obtained 
by  infusion  pyelography.  In  most  in- 
stances where  sacrifice  of  a kidney  is 
thought  to  be  desirable,  this  decision 
may  be  somewhat  negotiable  and 
should  not  be  made  unless  pyelo- 
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Figure  2.  Roentgenogram  of  femoral 
shaft  fracture  in  a child.  Foot  was 
cool  and  pulseless.  Femoral  ar- 
teriogram shows  obstruction  due  to 
contusion  and  thrombus  formation. 


graphic  evidence  of  a functioning 
contralateral  kidney  is  available.  When 
contrast  material  has  been  adminis- 
tered, kidney  function  will  be  demon- 
strated as  an  added  benefit  when  ab- 
dominal films  are  made. 

Arterial  Injuries 

Continuing  external  bleeding  can 
almost  always  be  controlled  in  the  ac- 
cident room  by  applying  direct  pres- 
sure. Probing  or  other  maneuvers 
should  be  avoided  in  the  accident 
room.  This  is  especially  true  in  the 
neck.  Uncontrollable  bleeding  or  ob- 
struction of  the  airway  can  occur  even 
under  ideal  operating  room  conditions, 
and  penetrating  wounds  in  the  vicinity 
of  large  vessels  should  be  surgically 
explored  by  experienced  surgeons  in  a 
well-equipped  operating  room.  Absent 
or  diminished  pulses  distal  to  a pene- 
trating wound  suggests  the  presence  of 
an  arterial  injury  and  arteriography 
may  be  helpful  in  equivocal  situations 
especially  when  fractures  of  the  long 
bones  of  extremities  are  present 
(Fig.  2). 

Coma  Associated  with  Injury 

Immediate  establishment  of  an 
airway  is  the  first  consideration.  Great 
care  must  be  exercised  in  moving  such 
patients  until  it  is  established  that  no 
spina!  injury  is  present.  As  previously 
stated,  if  shock  is  present  it  is  almost 
always  due  to  blood  loss  from  thoracic 
or  abdominal  injury.  Great  amounts  of 


blood  may  be  lost  from  face  and  scalp 
wounds  before  the  patient  arrives  in 
the  accident  room,  and  hypovolemic 
shock  may  occasionally  result  if  added 
loss  is  experienced. 

Objective  evidence  obtained  by 
thoracentesis,  abdominal  paracentesis, 
roentgenographic  changes,  changes  in 
central  venous  pressure,  and  mild 
changes  in  vital  signs  assume  greater 
importance  in  evaluating  the  uncon- 
scious patient  than  in  one  who  can 
complain  of  localized  discomfort  to  as- 
sist the  examiner  in  making  a diag- 
nosis. In  the  large  majority  of  in- 
stances, the  treatment  of  associated  ab- 
dominal injuries  should  take  prece- 
dence over  the  head  injury.  In  sal- 
vageable patients  the  outcome  will 
depend  more  on  the  consequences  of 
prompt  recognition  of  the  abdominal 
injury  than  upon  neurosurgical  proce- 
dures. 

Fractures 

In  multiple  injury  patients,  fracture 
management  usually  has  lower  priority 
than  that  of  thoracic  or  abdominal 
trauma.  However,  certain  fractures 
such  as  those  of  the  cervical  spine  and 
pelvis  may  cause  death  because  of 
damage  to  associated  structures. 

Clothing  should  be  cut  off  in  order 
to  minimize  trauma  to  the  injured 
part.  A great  number  of  fractures  are 
obvious  on  inspection.  Swelling, 
ecchymosis,  tenderness,  and  crepita- 
tion will  reveal  others.  Inspection,  pal- 


pation, and  assessment  of  range  of  mo- 
tion can  be  done  in  a few  minutes 
while  other  procedures  are  being 
carried  out.  Associated  vascular  inju- 
ries usually  are  of  greater  importance 
than  the  skeletal  injury,  and  ar- 
teriography should  be  available  in  all 
hospitals  treating  major  fractures. 

Spinal  injuries:  Abnormal  posture 
should  lead  one  to  suspect  a fracture 
or  dislocation.  Deviation  of  the  head 
suggests  cervical  spine  injury.  Frac- 
tured mandible  and  bruises  of  the  chin 
or  occiput  often  accompany  cervical 
spine  injury.  Nucha!  tenderness  and 
crepitation  should  be  looked  for. 

In  the  accident  ward  the  principle 
goal  is  to  avoid  further  injury  to  the 
spinal  cord.  The  head  should  be  sup- 
ported in  the  attitude  found  on  exami- 
nation with  no  attempt  to  correct  pos- 
ture. X-rays  should  be  made  on  the 
stretcher  if  possible.  Gross  deficits  in 
sensation  and  extremity  motion  can  be 
evaluated  within  a short  time  and 
should  be  noted  along  with  patholog- 
ical reflexes. 

These  patients  should  be  transferred 
from  stretcher  to  bed  as  few  times  as 
possible,  with  adequate  personnel 
using  gentleness  in  maintaining  the 
relationship  of  the  head  to  the  axis  of 
the  body. 

Pelvic  fractures:  Most  pelvic  frac- 
tures are  innocuous,  but  some  may  be 
associated  with  massive  extraperi- 
toneal  and  retroperitoneal  hemor- 
rhage. Occasionally  major  vessel  injury 
will  occur,  and  massive  quantities  of 
blood  must  sometimes  be  transfused  to 
overcome  shock  due  to  the  expanding 
hematoma.  Bladder  and  urethral  inju- 
ries are  often  associated  with  pelvic 
fractures,  and  blood  presenting  at  the 
urethral  orifice  or  in  the  urine  should 
lead  to  cystography  which  usually 
demonstrates  the  injury.  Rectal  exami- 
nation reveals  tenderness  and  the  pros- 
tate may  not  be  palpable  if  the  urethra 
is  damaged. 

Femoral  shaft  fractures:  Femur  frac- 
tures are  often  associated  with  marked 
concealed  blood  loss  and  shock  may 
supervene.  Peripheral  pulses  should  be 
sought  and  when  diminished  or  absent, 
arteriography  should  be  performed  as 
soon  as  practical  in  the  context  of  other 
injuries.  Immobilization  in  a Thomas 
splint  in  the  accident  room  makes 
transfer  both  comfortable  and  safe. 


FEBRUARY  1972 


67 


Supracondylar  femoral  frac- 
tures: This  fracture  is  considered  sepa- 
rate from  other  femora!  fractures,  since 
immobilization  in  extension  as  is  used 
with  shaft  fractures  may  lead  to  serious 
additional  injury  to  nerves  and  vessels 
which  lie  immediately  behind  the  distal 
femur.  These  fractures  should  be 
splinted  in  flexion  to  avoid  arterial 
compromise. 

Tibial  fractures:  These  fractures  can 
usually  be  immobilized  in  the  accident 
room  by  use  of  an  air  splint.  Fracture 
dislocations  of  the  ankle  should  usually 
be  reduced  early  to  avoid  vascular 
complications  and  this  can  often  be 
done  by  very  simple  traction  and  cor- 
rection of  position  even  before  x-rays 
are  obtained  if  vascular  compromise  is 
present. 

Upper  extremities:  An  air  splint 
usually  suffices  until  x-rays  can  be 
made.  If  a supracondylar  fracture  is 
suspected,  the  elbow  should  be  kept  in 
moderate  flexion  supported  on  a pillow. 
Extension  may  lead  to  brachial  artery 
injury. 

Open  fractures:  Sterile  dressings 
should  be  applied.  When  bleeding  is 
brisk,  direct  pressure  on  the  wound 
usually  controls  bleeding.  Probing  such 
wounds  is  to  be  condemned.  Appropri- 
ate tetanus  prophylaxis,  toxoid,  or 
hyperimmune  globulin  should  be  given 
and  all  such  patients  should  receive  an- 
tibiotics. 

Discussion 

The  foregoing  is  an  outline  of 
procedure  which  has  proven  useful  in 
evaluating  and  initiating  emergency 
room  care  in  injured  patients  in  com- 
munity hospitals.  Experts  differ  in 
their  views  regarding  the  management 
of  certain  injuries.  For  example,  one 
group  believes  that  all  penetrating  ab- 
dominal injuries  should  be  operated 
upon,  while  another  believes  that 
laparotomy  should  be  performed  only 
if  more  specific  indications  such  as 
bleeding  or  peritonitis  become  evident. 
Some  advocate  repeated  pericar- 
diocentesis, while  others  operate  im- 
mediately in  the  presence  of  cardiac 
tamponade.  While  the  approach  varies, 
the  fundamentals  regarding  the  correc- 
tion of  the  pathologic  physiology  by 
and  large  are  the  same.  In  any  case. 
Judgement  should  be  employed  in  de- 
termining the  proper  procedures  in  a 
given  emergency  department.  When 
staff  is  limited  and  when  one  or  two 


physicians  must  care  for  a large 
number  of  casualties  brought  to  an 
emergency  room,  those  procedures 
which  correct  the  defect  more  or  less 
definitively  should  be  used  so  that  the 
physician  can  be  freed  to  perform 
other  duties.  A chest  tube  applied  to 
water-seal  drainage  for  the  relief  of 
tension  pneumothorax  is  superior  to 
repeated  thoracentesis  if  other 
problems  exist.  Passage  of  an  endo- 
tracheal tube  may  guarantee  an 
airway  otherwise  kept  open  only  by 
holding  the  Jaw  forward  while  a mask 
is  applied.  In  those  hospitals  where  a 
small  group  of  surgeons  must  care  for 
many  injuries  simultaneously,  thoraco- 
tomy may  be  much  preferred  to 
repeated  pericardiocentesis;  and,  in  ef- 
fect, operation  may  be  the  "conserva- 
tive” approach  when  compared  to  the 
gamble  of  inadequately  relieving  re- 
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curring  tamponade.  Decisions,  there- 
fore, must  be  based  upon  the  capabili- 
ty of  the  staff,  the  case  load  at  the 
moment,  and  the  available  physical  fa- 
cilities. 

Seventy  percent  of  motor  vehicle 
deaths  occur  in  rural  areas  and  in  com- 
munities with  populations  under 
2,500.®  Customarily  such  communities 
do  not  contain  large  medical  centers, 
but  available  facilities  must  be 
employed  because  accident  victims 
often  cannot  be  transferred  without 
danger  to  life.  Increasingly  the  medical 
profession  is  expected  to  deliver  op- 
timal care  whenever  the  accident 
victim  arrives  in  the  emergency- 
department.  The  courts  and  the  public 
no  longer  accept  "usual  and  customary 
practice  for  the  community”  a satisfac- 
tory standard  by  which  to  Judge  care. 

Summary 

Injured  patients  admitted  to  emer- 
gency rooms  should  be  categorized  ac- 
cording to  severity  of  injury.  Establish- 
ment of  an  airway,  control  of  hemor- 
rhage, and  resuscitation  take  highest 
priority.  Recognition  and  management 
are  simple  in  concept  and  should  be 
pursued  by  a preconceived  plan  of  ac- 
tion. 

Abdominal  paracentesis,  chest  ex- 
amination, and  x-rays  are  of  great  use 
in  discovering  inapparant  injuries.  The 
unconscious  patient  poses  special 
problems  because  of  his  inability  to 
complain.  Abdominal  and  chest  inju- 
ries almost  always  take  precedence 
over  associated  injuries  including  those 
of  the  central  nervous  system. 

One  physician  should  assume 
overall  responsibility,  and  consultation 
should  be  obtained  by  him  as  in- 
dicated. Very  few  emergency  depart- 
ments are  optimal  in  staff  or  facilities,  | 
but  when  a systematic  plan  is  followed, 
maximum  benefit  to  the  patient  will 
result.  □ 
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Laboratory  Studies 
for  Certain  Infections 

WILLIAM  D.  SCHRACK,  JR.,  M.D.,  Dr.  P.H. 

Harrisburg 

This  report  deals  with  the  difficulty  of  the  interpretation  of  certain 
laboratory  studies,  particularly  “febrile  agglutination  tests.”  In 
outline  form  are  recommendations  for  appropriate  specimens  to  be 
examined  in  cases  of  bacterial  infections,  rickettsial  infections,  and 
viral  infections.  The  need  for  the  identification  of  the  serotype  in 
cases  of  Salmonella  infections  is  discussed.  The  prolongation  of 
excretion  of  Salmonella  organisms  by  patients  who  have  received 
“specific  therapy”  is  documented.  Specific  recommendations  con- 
cerning the  management  of  Salmonella  infections  are  made,  and  ex- 
planations for  the  recommendations  are  given. 


Not  infrequently,  ques- 
tions of  the  interpretation  of  spe- 
cific laboratory  studies  come  to  the  at- 
tention of  the  Department  of  Health. 
Perhaps  the  "febrile  agglutination 
tests”  produce  more  confusion  than 
any  other  group.  In  some  way  these 
have  become  almost  traditional  and 
frequently  are  requested  in  cases  in 
which  the  patient  presents  symptoms 
of  infection. 

Rather  than  serologic  studies,  ef- 
forts should  be  expended  in  isolating 
the  etiologic  organism.  A blood  cul- 
ture, a throat  culture  or  a stool  culture, 
depending  on  the  nature  of  the  illness, 
often  will  provide  specific  and  definite 
information.  A specimen  should  be  ob- 
tained before  medication  is  adminis- 
tered so  that  the  causative  organism 
will  not  be  masked  or  inhibited  in  its 
growth. 

Most  cases  of  gastroenteritis  are 
caused  by  viral  or  bacterial  infections, 
but  chemical  poisoning  and  poisonous 
plants  must  be  ruled  out. 

Bacterial  Infections 
Shigella  and  Salmonella  infections 
account  for  many  of  the  cases  of  acute 
infectious  diarrhea.  Shigella  infections 
are  identified  by  the  isolation  of  the 
organism  from  stool  specimens.  Most 
Salmonella  infections  are  limited  to 
the  lumen  of  the  gut,  and  stool  speci- 
mens are  essential  if  an  etiologic  diag- 
nosis is  to  be  made.  Some  Salmonella 
infections  produce  bacteremia,  and 
blood  cultures,  therefore,  are  in- 


dicated, particularly  in  the  early  stages 
of  the  disease. 

Agglutination  tests  may  not  be 
depended  upon  in  Salmonella  infec- 
tions. Previous  typhoid  immunization 
also  will  contribute  to  the  confusion  in 
attempting  to  interpret  the  significance 
of  serologic  studies. • It  must  be 
remembered  there  are  more  than  1,400 
Salmonella  serotypes,  which  are  clas- 
sified into  their  various  groups  on  the 
basis  of  common  antigens.  Salmonella 
typhi  is  a member  of  Group  D,  and  in 
this  group  are  58  (plus)  other  Sal- 
monella serotypes  that  contain  the 
same  antigens  as  S.  typhi  and  can  yield 
an  agglutination  reaction  which 
cannot  be  distinguished  from  that 
produced  by  S.  typhi  infection.  It  is 
important  to  determine  which  infec- 
tions are  typhoid,  because  only  for 
typhoid  fever  is  there  any  effective 
type  of  treatment.  Unless  there  are  def- 
inite signs  of  systemic  invasion,  pa- 
tients with  Salmonella  infections 
limited  to  the  gut  should  not  be  given 
"specific”  therapy.  Not  only  is  "specif- 
ic” medication  often  not  indicated,  but 
actually  contraindicated,  because  pa- 
tients who  have  been  treated  may 
excrete  the  organism  for  a longer 
period  than  those  who  have  received 
no  therapy In  addition,  other  than 
for  chronic  typhoid  carriers,  presently 
there  is  no  effective  treatment  for 
asymptomatic  Salmonella  excreters. 

From  the  epidemiologic  aspect  of 
Salmonella  infections,  it  is  important 
to  know  the  specific  etiology  if  there  is 


to  be  any  hope  of  determining  the 
source.  Only  S.  typhi  and  the  three 
paratyphoid  organisms  are  obligate 
human  parasites.  The  ultimate  source 
of  these  infections,  of  course,  is  a 
person;  but  for  the  other  more-than- 
1,400  Salmonella  organisms,  the 
source  may  be  anywhere  in  the  en- 
vironment as  well  as  an  occasional 
human  chronic  carrier. 

For  these  reasons,  it  is  urgently  nec- 
essary that  subcultures  of  all  Sal- 
monella-like organisms  be  submitted 
to  the  state  laboratory  for  serotyping.^ 
In  those  instances  when  the  organism 
is  thought  to  be  S.  typhi,  a subculture 
should  be  submitted  so  that  the  phage 
type  can  be  determined,  thus  providing 
more  specific  information  to  assist  in 
delineating  the  case  or  cases.  Shigella 
isolates  also  should  be  submitted  to  the 
State  Health  Department  Laboratory 
for  group  and  species  determination  to 
provide  more  specific  information  to 
assist  in  determining  the  ultimate 
source  of  the  infection. 

To  recapitulate,  in  cases  where  a 
bacterial  infection  is  suspected: 

Lit  is  recommended  that  febrile 
agglutination  tests  not  be  performed. 

2.  Appropriate  specimens  should  be 
obtained  for  culture — blood  culture, 
throat  culture,  or  stool  culture — before 
therapy  is  instituted. 

3.  In  cases  of  Salmonella  infections, 
there  are  no  serologic  tests  on  which 
reliance  can  be  placed.  Attempts 
should  be  made  to  isolate  the  organ- 
ism, particularly  from  specimens  prior 
to  the  administration  of  medication. 
Even  if  medication  has  been  given, 
specimens  should  be  cultured,  because 
in  most  instances  the  medication  will 
be  bacteriostatic  rather  than  bac- 
teriocidal. 

4.  The  determination  of  the  sero- 
type in  cases  of  Salmonella  infection  is 
necessary  if  rational  management  of 
the  patient  is  to  be  accomplished:  (a) 
Only  for  typhoid  fever  is  there  an  ef- 
fective medication;  (b)  The  identity  of 
the  serotype  is  an  important  aid  in  en- 
deavors to  determine  the  source  of  the 
infection. 

Viral  and  Rickettsial 
Infections 

If  Rocky  Mountain  spotted  fever  is 
suspected,  specific  serologic  studies  for 
complement-fixing  antibodies  should 
be  carried  out.  The  Weil-Felix  reaction 
was  used  before  the  complement-fixa- 
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tion  test  was  developed.  It  is  not  spe- 
cific, and  therefore  complement-fixa- 
tion studies  should  be  utilized.  A 
serum  specimen  obtained  as  early  in 
the  course  of  the  disease  as  possible 
and  a convalescent  specimen  some  two 
weeks  later  should  be  examined.  If  the 
patient  has  received  either  tetracycline 
or  chloramphenicol,  there  may  well  be 
a delay  in  the  antibody  response,  and  a 
third  serum  specimen  should  be  ob- 
tained two  or  three  weeks  after  the  sec- 
ond specimen  in  an  endeavor  to 
provide  laboratory  confirmation  of  the 
diagnosis  if  the  second  specimen 
yielded  inconclusive  results. 

In  cases  where  Rocky  Mountain 
spotted  fever  is  suspected,  the  possibil- 
ity of  atypical  measles  must  be  kept  in 
mind.  In  ten  instances  during  the  past 
year  (during  1 970  and  1971)  where  the 
preliminary  diagnosis  was  Rocky 
Mountain  spotted  fever,  studies  were 
negative  for  CF  antibodies  for  Rocky 
Mountain  spotted  fever,  but  inordi- 
nately high  for  measles.  This  occurred 
in  those  patients  who  had  received 
inactivated  measles  vaccine,  and  some 
years  later  on  being  exposed  to  wild 
measles  virus,  developed  a severe  illness 
which  resembled  to  a marked  degree 
Rocky  Mountain  spotted  fever,  and  in 
reality  was  atypical  severe  measles.  It 
appears,  in  these  instances,  that  inac- 
tivated vaccine  acted  as  a sensitizing 
agent  while  not  producing  long-lasting 
immunity. 

When  a Viral  Etiology 
is  Suspected 

In  any  case  of  infection  where  a 
viral  etiology  is  suspected,  appropriate 
specimens  for  virus  studies  should  be 
obtained.  Specimens  should  include: 

For  serologic  studies: 

1. An  acute  serum  specimen  ob- 
tained as  early  as  possible  in  the  course 
of  the  disease. 

2.  A second,  or  convalescent,  serum 
specimen  three  weeks  after  the  initial 
specimen.  In  some  cases,  a third  speci- 
men may  be  needed  to  complete  the 
laboratory  studies. 

For  virus  isolation  (quick  frozen  as 
soon  after  collection  as  possible): 

3.  Cerebrospinal  fluid,  2-cc  speci- 
men. 

4.  Throat  swab  specimens  or  throat 
washing  or  gargle  specimens. 

5.  Specimens  of  feces  from  three 
successive  bowel  movements. 


6.  Post-mortem  specimens.  In  fatal 
cases,  specimens  at  post-mortem  exam- 
ination should  include  portions  of 
brain,  spinal  cord,  lung,  liver,  and  a 
tied  portion  of  the  gut  with  intestinal 
contents.  All  specimens  removed  at 
post-mortem  should  be  stored  without 
preservation,  kept  frozen,  and  trans- 
ported to  the  laboratory  in  dry  ice. 

Laboratory  address: 

Commonwealth  of  Pennsylvania 
Department  of  Health 
Division  of  Laboratories 
Virus  Section 
2100  West  Girard  Avenue 
Philadelphia,  Pennsylvania  19130 
Telephone:  215-238-6000 

All  specimens  for  virus  isolation 
(Nos.  3,  4,  5,  and  6)  should  be  quick- 
frozen  and  kept  frozen  until  examined 
in  the  laboratory. 

The  Department  of  Health  can  as- 
sist in  the  collection  of  specimens  and 
in  the  necessary  follow-up  of  such 
cases. 

If  you  have  questions  concerning 
these  services  or  procedures,  please 
write  or  telephone.  Inquiries  should  be 
directed  to: 

Division  of  Communicable  Diseases 
Pennsylvania  Department  of  Health 
P.O.  Box  90 

Harrisburg,  Pennsylvania  17120 
Telephone:  717-787-3350 

It  must  be  remembered  that  the 
results  of  single  serologic  tests  are  al- 
most incapable  of  interpretation.  If  a 
serologic  examination  is  to  be 
employed  as  a means  of  diagnosis,  an 
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acute  specimen,  a convalescent  speci- 
men, and  sometimes  a late  convales- 
cent specimen  of  serum  must  be  exam- 
ined, preferably  in  the  same  laboratory 
with  the  same  antigen  by  the  same 
technician.  In  most  procedures,  a two- 
tube  or  four-fold  rise  in  titre  is  in- 
terpreted as  significant.  This  applies 
whether  infection  is  caused  by  a virus 
or  a bacterium. 

Summary 

Lit  is  recommended  that  febrile 
agglutination  tests  not  be  performed. 

2.  However,  in  any  infection,  if 
serologic  studies  are  to  be  performed, 
laboratory  studies  should  include  an 
acute  serum  specimen  as  early  as  pos- 
sible in  the  disease,  a convalescent 
specimen  approximately  two  weeks 
later,  and  a late  convalescent  specimen 
two  to  three  weeks  later  if  the  results 
from  the  convalescent  specimen  are  in- 
conclusive. 

3.  Appropriate  specimens  should  be 
obtained  for  culture — blood  culture, 
throat  culture,  or  stool  culture — before 
therapy  is  instituted. 

4.  In  cases  of  Salmonella  infections, 
there  are  no  serologic  tests  on  which 
reliance  can  be  placed.  Attempts 
should  be  made  to  isolate  the  organ- 
ism, particularly  from  specimens  prior 
to  the  administration  of  medication. 
Even  if  medication  has  been  given, 
specimens  should  be  cultured,  because 
in  most  instances  the  medication  will 
be  bacteriostatic  rather  than  bac- 
teriocidal. 

5.  The  determination  of  the  serotype 

in  cases  of  Salmonella  infection  is  nec- 
essary if  rational  management  of  the 
patient  is  to  be  accomplished:  (a)  Only 
for  typhoid  fever  is  there  an  effective 
medication;  (b)  The  identity  of  the 
serotype  is  an  important  aid  in  endeav- 
ors to  determine  the  source  of  the  in- 
fection. D 
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Unusual  Complications 
Following  Cervical  Esophagostomy 
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Perforation  of  the  duodenum  subsequent  to  cervical 
esophagostomy  is  reported.  Although  definite  cause  of  the  perfo- 
ration is  unknown,  possible  causes  are  thought  to  be  decreased 
pliability  of  the  tube  with  prolonged  use  and  insertion  of  the  tube 
too  far  into  the  stomach  followed  by  gradual  advancement  of  the 
tube  into  the  duodenum. 


The  technical  details  of  the  opera- 
tion were  described  by  KIopp^  in  1951 
and  later  by  Ketcham  and  Smith,® 
Fitz-Hugh  and  Sly,^  Ratzer  and 
Morfit,^  Weaver  and  Palmer,^  Skolnik, 
Tenta,  and  Massari,®  and  others. 
Briefly,  access  to  the  esophagus  is 
gained  through  a short  oblique  or 
transverse  incision  low  in  the  neck,  an- 
terior to  the  sternocleidomastoid 
muscle.  The  left  side  is  preferred,  but 
no  great  difficulty  arises  when  the 
procedure  is  done  on  the  right  side. 


Cervical  esophagostomy  has 
enjoyed  increasing  popularity  in 
providing  a route  for  gavage  feeding  in 
patients  whose  deglutition  has  been 
impaired  by  tumors  of  the  head  and 
neck,  or  by  neuromuscular  disorders. 

It  has  proven  its  usefulness  when 
employed  as  a temporary  means  of 
keeping  food  and  mechanical  trauma 
off  intraoral  and  intrapharyngeal  su- 
ture lines  or  when  utilized  as  a perma- 
nent alimentary  channel,  and  it  has 
been  of  help  in  developing  esophageal 
speech  after  laryngectomy. 

Cervical  esophagostomy  holds  real 
advantages  over  both  gastrostomy  and 
nasogastric  intubation.  Unlike  the 
former,  the  patient  need  not  disrobe 
partially  for  his  feedings,  nor  is  he 
bothered  by  leakage  and  excoriation 
around  the  stoma;  and  he  does  not 
require  another  person’s  assistance. 

Nasogastric  intubation,  on  the  other 
hand,  renders  the  patient  unpleasantly 
conspicuous.  Its  prolonged  use  is 
frequently  complicated  by  nasal  or  ear 
infections,  and  erosion  of  the  larynx  or 
esophagus  can  occur.®''*  Insertion  and 
replacement  of  a nasogastric  tube  is 
unpleasant,  and  sometimes  difficult. 

Figure  1.  Perforating  tube  (curved  arrow)  and  free  air  in  the 


The  carotid  sheath  and  ster- 
nocleidomastoid muscle  are  retracted 
laterally,  the  strap  muscles  and  thyroid 
gland  medially,  and  a plastic  No.  16  or 
No.  18  French  Levin  tube  is  inserted 
into  the  esophagus  and  secured  with  a 
purse-string  suture.  The  tube  is 
directed  through  a strap  muscle  to 
avoid  contact  with  the  carotid  sheath 
and  is  further  secured  with  a skin  su- 
ture or  an  umbilical  tape,  loosely  tied 
around  the  neck.  A fistulous  tract  can 
be  expected  to  form  within  one  to  two 
weeks,  after  which  the  tube  can  be 
changed  at  will.  This  tube  can  be 
hidden  easily  behind  a scarf  or  high 
collar  and  enables  the  patient  to  move 
about  inconspicuously. 

With  the  exception  of  two  cases  of 
severe  bleeding  from  the  esophagus 
and  from  an  eroded  vein  adjacent  to 
the  fistula,  complications  have  been  of 
a minor  nature.  8'®  They  have  included 
recurrent  nerve  damage,  granulation 
tissue  formation  around  the  fistula, 
and  mild  cellulitis  of  the  contiguous 
area  of  the  neck. 

The  authors  have  recently  encoun- 
tered a case  of  duodenal  perforation  by 
a tube  inserted  through  a cervical 
peritoneal  cavity. 
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esophagostomy,  which  may  be  unique. 

Case  Report 

A 61  year-old  Caucasion  male 
(W.D.),  presented  with  a sore  in  the 
floor  of  his  mouth,  to  the  right  of  the 
midline,  in  March  1968.  Biopsy 
showed  a well-differentiated  squamous 
cell  carcinoma,  T2  NO  MO.  The 
tumor  was  treated  with  Radon  seed 
implantation  to  a tumor  dose  of  6000 
rads. 

Recurrent  tumor  was  noted  in  the 
same  location  in  August  1968,  and  the 
patient  was  referred  for  surgery.  The 
operation  consisted  of  resection  of 
floor  of  mouth,  partial  glossectomy 
and  mandibulectomy,  right  radical 
neck  dissection,  and  left  suprahyoid 
neck  dissection.  The  neck  specimens 
were  free  of  tumor,  as  were  the 
margins  of  resection. 

One  year  later  the  patient  developed 
an  oral  ulcer  at  the  base  of  his  lower 
lip  in  the  anterior  midline,  which 
proved  to  be  recurrent  squamous  cell 
carcinoma.  A wide  resection  of  the 
lesion  including  one  half  of  the  tongue, 
part  of  the  lower  lip,  and  about  one 
inch  of  the  mandible  on  each  side  was 
performed.  In  March  1970,  a small 
metastatic  lesion  in  the  suture  line  of 
the  left  neck  was  treated  by  local  ex- 
cision. 

Recurrent  tumor  was  discovered  in 
the  tongue  remnant  and  in  the 
suprahyoid  skin  and  subcutaneous 
tissue  of  the  neck  in  July  1970.  Total 
glossectomy  with  resection  of  the  man- 
dibular remnants  through  the  ascend- 
ing rami,  and  wide  excision  of  all  skin 
and  underlying  tissue  from  the  Ver- 
million border  down  to  and  including 
the  hyoid  bone  were  performed.  The 
resulting  defect  was  closed  with  a left- 
sided, medially  based  deltopectoral 
flap.  Simultaneously  a cervical  esopha- 
gostomy was  done  on  the  left  side  and 
a No.  18  French  plastic  Levin  tube  in- 
serted. The  tube  was  secured  loosely 
with  a large  umbilical  tape,  tied 
around  the  neck  so  that  it  had  a play  of 
about  5 inches  in  and  out  of  the  stoma. 
The  patient  did  well  and  went  home 
after  completion  of  the  healing  process. 
He  returned  for  monthly  follow-up 
visits.  Subsequently,  skin  metastases  oc- 
curred in  sites  both  near  and  far  away 
from  the  area  of  surgery  and  were 
treated  with  cryotherapy  or  electrocau- 
tery on  an  outpatient  basis.  The  patient 


remained  comfortable,  could  care  for 
himself  at  home,  and  needed  only  oc- 
casional Percodan  tablets  for  pain 
relief. 

On  January  8,  1971,  the  patient  had 
the  insidious  onset  of  mild  generalized 
abdominal  pain,  anorexia,  and  nausea 
without  vomiting.  He  was  ambulatory 
and  described  his  problem  as  "gas 
pains.”  He  had  no  past  history  of  ulcer 
disease,  nor  were  there  recent 
symptoms,  suggestive  of  a duodenal 
ulcer.  The  patient  was  afebrile.  Ab- 
dominal examination  revealed  mild 
tenderness  without  guarding.  Bowel 
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sounds  were  hypoactive.  Rectal  exami- 
nation was  not  remarkable. 

Roentgenogram  of  the  abdomen 
revealed  free  air  in  the  peritoneal  cavi- 
ty, and  protrusion  of  the  Levin  tube 
through  the  second  portion  of  the 
duodenum  (Figure  1). 

A laparotomy,  performed  on  Jan- 
uary 9,  1971,  showed  the  perforation 
of  the  duodenum  in  the  aforemen- 
tioned place  and  signs  of  generalized 
peritonitis.  The  perforation  was  closed 
in  two  layers  with  000  chromic  catgut 
and  0000  silk  sutures,  after  which  the 
abdominal  cavity  was  lavaged,  drained 
and  closed.  The  postoperative  course 
was  complicated  by  pulmonary  infec- 
tion, which  responded  to  vigorous 
bronchial  toilet  and  to  antibiotics. 
Tube  feedings  were  resumed  on 
January  16,  and  the  patient  was 
discharged  on  January  29,  1971. 

Discussion 

The  exact  cause  for  this  complica- 
tion remains  unclear.  Examination  of 
the  tube  revealed  decreased  pliability 
of  the  distal  end,  but  no  other  defects. 

It  is  conceivable  that  in  this  rather 
short  individual  (5'  l")  the  tube  had 
been  inserted  too  far  into  the  stomach 
and  had  then  gradually  advanced 
through  the  pylorus,  where  its  stiffened 
tip  could  exert  enough  pressure  on  the 
duodenal  wall  to  cause  perforation. 
We  have  since  changed  these  Levin 
tubes  at  monthly  intervals  to  prevent 
stiffness  of  the  tube  with  prolonged  in- 
sertion. 
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Campbell’s  Soups ... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat- — ingredients  are  tender,  bite-size.. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— ^an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet . . . and  for  every  meal. 


the  Ovulen  phase  , 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  Is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue") 

Some  women  having  problems  on  other  O.C.s  ' 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulenr 


References:  1.  Editorial;  Oral  Contraceptives;  Which  Pill  for  Which  Patient?  Patient  Care  3;90-115 
(Feb.)  1969  and  4;135-145  (June  15)  1970, 2.  GreentJatt,  R.  B,;  Progestational  Agents  in  Clinical 
Practice,  Med,  Sci.  iS;37-49  (May)  1967. 3.  Kistner,  R,  W;  Gynecology;  Principles  and  Practice,  ed.  2, 
Chicago,  Year  Book  Medical  Publishers,  1971. 4.  Kistner,  R,  W;  The  Pill;  Facts  and  Fallacies  About 
Today's  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968, 5.  Nelson,  J,  H..  Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives,  J.  Reprod.  Med,  6;50-55  (Feb.)  1971 6.  Orr  G.  W;  Oral 
Progestational  Agents;  Therapyand  (jomplications,  S.  Dakota  J.  Med.  22I1T7  (Jan.)  1969. 


All  women  are  not  equal  In  their  endogenous 
hormonal  output.  And,  while  all  oral  contraceptives 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— In 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranoi  0.1  mg. 


SEARLE 


hor  brief  summary  of  prescribing  information 
see  following  page, 


the  Demulen  phase 

Many  women*  who  secrete  more  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

(*Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  “pink”) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
effects;  early  breakthrough  bleeding  is  often 
transient. 

Demulen 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  mosi 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

("Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“bluel’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depressior 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic,  therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


I 
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Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28*and  Demulen'’-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen*  Demulen' 

Each  white  tablet  contains:  Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions-Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibitingthe  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain''^  leading  to  this  conclusion,  and  one*  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolE  was  about  sevenfold,  while  Sartwell  and  associates"  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts, This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len, Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


thedrugdiscontinued  if  the  depression  recursto  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageofthe  patient  constitutes  noabsolutelimitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  Vll,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman,  W.  H,  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  3193-199  (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  3651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90:365-380(Nov.)  1969. 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Enovid-E 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication -Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  Med  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  G.  D.  Searle  & Co. 

PO.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  2n 
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Hyperkalemia  in  Anesthesia 


HOWARD  S.  ROBBINS,  M.D. 

JAMES  H.  DUFRENE,  R.N. 
Lancaster 


These  studies  indicate  that  there  is  definitely  an  increase  in 
serum  potassium  following  Succinylcholine  in  burn  and  trauma 
patients.  The  most  predominant  increase  occurs  in  a period  18- 
66  days  post-burn  or  trauma  and  is  significant  enough  to 
produce  cardiac  arrest.  It  is  also  believed  that  this  phenomenon 
occurs  in  paraplegics  as  early  as  6-8  days  post  injury. 

Since  this  occurrence  is  so  frequent,  it  would  be  wise  to 
avoid  the  use  of  Succinylcholine  in  burn  and  trauma  patients 
18-66  days  post  trauma.  With  the  large  number  of  relaxants 
available  that  do  not  cause  adverse  effects,  the  risk  is  not  jus- 
tified. In  addition,  with  the  advent  of  Ketamine,  the  use  of  Suc- 
cinylcholine in  these  patients  can  be  avoided  entirely. 


Episodes  of  cardiac  arrest,  ven- 
tricular fibrillation,  and  severe 
arrhythmias  in  burned  patients  or 
severely  traumatized  patients  following 
a dose  of  Succinylcholine  have  been 
reported  to  be  caused  by  hyperkalemia. 
1,2,4,5,9,12,13  xhe  risk  from  anesthesia  is 
reported  to  be  considerably  increased 
when  large  areas  of  skin  are  burned 
and  infection,  toxemia,  anemia,  and 
metabolic  disturbances  are  present.® 
The  incidence  of  cardiac  arrest  in 
the  burned  patient  during  anesthesia  in 
the  United  States  is  one  in  250,^0  while 
in  all  other  plastic  surgery  patients  it  is 
one  in  2,744.  Since  70,000  serious 
burns  occur  in  the  United  States  each 
year  there  are  several  hundred  anes- 
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thetic  burn  deaths  annually.  Despite 
these  hazards,  anesthesia  must  be 
provided  for  the  burn  patient  during 
his  rehabilitation. 

Cardiac  arrest  during  the  induction 
phase  of  anesthesia  has  been  reported 
in  the  burned  patient.b2,4,5,9,i2,i3  Con- 
troversy has  existed  about  the  rela- 
tionship of  Succinylcholine  to  this 
complication.  Although  Suc- 
cinylcholine is  a frequently  employed 
and  safe  agent  in  the  nondebilitated 
surgical  patient,  it  has  been  implicated 
in  many  previously  reported  cases  of 
cardiac  arrest  following  its  use  in 
burned  patients.  It  has  also  been  the 
alleged  cause  in  five  cases  in  which 
burned  patients  have  experienced  car- 
diac arrest  on  two  different  occasions 
following  its  use.^ 

Recently,  transient  • hyperkalemia 
has  been  demonstrated  following  the 
administration  of  intravenous  Suc- 
cinylcholine to  a burned  patient  who 
sustained  cardiac  arrest.’^  Those  as- 
sociated with  the  treatment  and  care  of 
burn  patients  should  be  aware  of  the 
possibility  of  cardiac  arrest  following 
the  administration  of  Succinylcholine. 

A review  of  the  physiology  of 
neuromuscular  transmission  and  the 
pharmacology  of  Succinylcholine 
follows. 

Physiology  of 

Neuromuscular  Transmission 

The  impulse  that  begins  at  the  an- 
terior horn  cel!  ends  at  the  terminal 
end  of  the  nerve.  At  this  point  ace- 
tylcholine, which  is  stored  in  the  nerve 
endings,  is  released  and  is  adsorbed 
onto  the  motor  end  plate  or  post-junc- 
tional  membrane.  The  post-junctional 
membrane  is  a semi-permeable  mem- 
brane with  a potential  difference  be- 
tween the  inside  and  the  outside,  the 
inside  at  rest  being  negative  and  the 
outside  positive.  Sodium  ions  are 
mostly  outside  the  cell  and  potassium 
inside. 

Acetylcholine  alters  the  permeabil- 
ity of  the  post-junctional  membrane  to 
positive  ions  and  to  some  small  nega- 
tive ions  such  as  chloride.  Because  of 
this  alteration  in  permeability,  sodium 
goes  into  the  cell  and  potassium  leaves. 
However,  more  sodium  enters  the  cell 
than  the  amount  of  potassium  emitted, 
which  results  in  an  alteration  of 
polarity  changing  the  cell  to  positive 
inside  and  negative  outside.  The  result 


is  depolarization,  and  it  is  at  this  point 
that  the  muscle  is  relaxed. 

Accordingly,  acetylcholine  must  be 
removed  from  the  post-junctional 
membrane  in  order  for  the  muscle  to 
contract  again.  An  enzyme  called  ace- 
tylcholinesterase, which  is  present  in 
tissues  and  fluid,  causes  the  breakdown 
of  acetylcholine.  The  membrane  then 
becomes  repolarized  with  sodium  being 
pumped  out  and  potassium  going  back 

in. *4 

Pharmacology  of 
Succinylcholine 

Basically,  Succinyl  di-Choline  is 
composed  of  Succinic  Acid  and  two 
cholines.  Trade  names  include  Anec- 
tine,  Sucostrin,  Quelicin,  Scoline 
(British),  and  Suxemethonium.  It  may 
be  used  intramuscularly  or  in- 
travenously, either  as  a bolus  or  in  an 
IV  drip.  It  can  also  be  effective  sublin- 
gually and  intrapleurally. 

Succinylcholine  enters  the  blood 
stream,  being  broken  down  immediate- 
ly by  plasma  or  pseudocholinesterase 
produced  by  the  liver.  Only  a very 
small  amount  of  Succinylcholine 
crosses  capillary  membranes  to  reach 
the  myoneural  junction.  At  this  time, 
the  drug  adheres  to  the  post-junctional 
membrane  like  acetylcholine  and  alters 
the  permeability  of  the  membrane  to 
allow  potassium  to  leave  the  cell  and 
sodium  to  enter.  In  a large,  rapidly 
given  bolus  dose,  the  effect  of  large 
groups  of  muscles  contracting  simulta- 
neously gives  the  effect  of  small 
muscle  twitches  or  fasciculations. 
Some  of  this  effect  is  caused  by  a high 
electrical  potential  being  liberated  due 
to  the  simultaneous  contracture  of 
more  than  one  muscle  group.  The  Suc- 
cinylcholine remains  at  the  post-junc- 
tional membrane  for  a period  of  time 
because  there  is  nothing  such  as  ace- 
tylcholinesterase to  break  it  down.  It 
remains  at  the  post-junctional  mem- 
brane until  the  blood  level  decreases, 
at  which  time  the  concentration  in  the 
tissues  is  depleted  as  the  drug  diffuses 
into  the  blood  stream.  Then  tissue  con- 
centration is  gone  and  the  amount  in 
the  blood  stream  is  completely 
hydrolyzed. 

The  drug  has  no  effect  on  any  organ 
systems  except  for  muscular  relax- 
ation. There  is  occasional  bradycardia 
in  children  and  tachycardia  with 
hypertension  in  adults. 


A review  of  the  literature  con-i 
cerning  cases  of  cardiac  arrest  believedl 
to  be  due  to  the  administration  of  Suc- 
cinylcholine reveals  that  all  of  the' 
cases  contain  similar  characteristics. 
The  cases  presented  contain  all  of  the 
following  characteristics: 

1. AII  occurred  in  burned  or 
traumatized  patients  most  of  whom 
had  had  previous  similar  anesthetics 
without  incident. 

2.  Succinylcholine  was  used  in  all 
instances  and  had  been  used  previously 
with  similar  techniques  and  dosage. 

3.  All  arrests  occurred  between  20 
and  60  days  post-burn  or  trauma. 

4.  All  patients  were  debilitated  and  (||, 
most  had  a certain  degree  of  anxiety.  i|j| 

5.  Other  similarities  were  pre-f|pj 
medication  and  anesthetic  technique, j||, 
although  these  are  not  well  docu-‘„, 
mented. 


Several  factors  may  lead  to  cardiacillii 
arrest,  ventricular  fibrillation,  or  trou-i 
blesome  arrhythmias.  One  factor  is  ijj 
hypovolemia,  a common  occurrence  in  jj 
burned  patients.  One  author  states  that  jij 
"some”  patients  in  the  reports  have  ,j 
been  repositioned  following  the  dose  y 
of  Succinylcholine  and  just  prior  to  ar-  Lj 
rest  16,17,18  Another  author  notes  that  i||, 
diminished  blood  volume  aggravated  ^ 
by  a combination  of  pentothal  and  j, 
positive  pressure  breathing  leading  to  a ij, 
decreased  venous  return  may  have  |j 
caused  the  arrest.'®  Ij, 

A review  of  the  literature,  however,  p, 
shows  that  most  authors  rule  out  ^ 
hypovolemia  as  a prime  cause.  One.p, 
reason  is  the  rapidity  of  recovery.  Al- 
most  all  of  these  patients  are  revived  in  ^ 
a matter  of  minutes  by  closed  chest  |j|, 
massage,  often  without  the  need  for  jj 
defibrillation.  Neither  vasopressors  || 
nor  a large  amount  of  fluids  have  been 
used  in  any  instance.'®  A second  |j 
reason  is  that  many  nondebilitated,  ^ 
hypovolemic  surgical  patients  are  p 
given  Succinylcholine  without  in-  |j 
cident.  Also,  most  burn  patients  are  (,| 
not  brought  to  the  operating  room  in  aj  ^ 
hypovolemic  state  during  the  period jjj 
when  the  arrests  occur.^  The  final 
factor  is  that  in  the  most  recent  studies | p 
done,  all  patients  have  had  preopera-l  ^ 
tive  blood  volume  and  electrolyte  j jj 
studies,  and  any  variation  from  normal  [ [ 
was  corrected  prior  to  surgery.®  Never- 1 j 
theless,  arrests  still  occurred.  Athoughl  | 
hypovolemia  may  be  a factor  in  some  j 
instances,  it  can  be  ruled  out  as  the 
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prime  cause  of  cardiac  arrests  in  pa- 
! tients  receiving  Succinylcholine. 

A second  possible  cause  of  arrests  is 
! vagal  stimulation.  Several  authors  at- 
tribute the  prime  cause  of  arrest  in  the 
i reported  cases  to  vagal  stimulation. ^ 
' Others  merely  state  that  arrest  oc- 
curred just  as  the  endotracheal  tube 
I passed  the  larynx.^  Evidence  is  contra- 
i dictory.  In  one  study,  attempts  at  vagal 
I stimulation  such  as  carotid  message, 
eyeball  pressure,  and  movement  of  the 
tube  failed  to  elicit  electrocardiogram 
(ECG)  changes  when  Succinylcholine 
was  given. *3  |n  most  cases  the  pulse 
i became  weaker  rather  than  resulting  in 
j the  slow  pulse  common  to  vagal  stimu- 
lation.^ Further,  some  arrests  occurred 
I prior  to  intubation. '3  Since  many 
thousands  of  patients  are  intubated 
without  incident,  vagal  reflex  as  the 
primary  cause  remains  unsubstan- 
tiated. 

A third  contributory  factor  may  be 
depressant  drugs  such  as  anesthetic 
agents,  pentothal,  and  pre-medica- 
tion.The  drop  in  blood  pressure 
resulting  from  these  agents  has  been 
identified  as  a possible  cause  in  the  ar- 
rests, but  these  techniques  have  been 
used  at  other  times  in  the  burn  pa- 
tient’s treatment  without  ill  effects.  In 
one  study,  52  burned  patients  were 
studied  during  87  anesthetic  adminis- 
trations. No  arrests  occurred  in  this 
study.  These  cases  differed  from 
previous  studies  in  that  the  patients 
were  given  no  pre-medication  and  no 
pentothal  but  were  maintained  with 
halothane  nitrous  oxide-oxygen  and 
given  0.6  mgm  of  atropine  Just  after 
induction  and  prior  to  the  Suc- 
cinylcholine. Consequently,  the  fact 
that  no  arrests  occurred  in  this  study 
could  be  due  to  the  anesthetic 
technique. ”A  fourth  factor  frequently 
implicated  in  Succinylcholine 
problems  is  a low  pseudocholinesterase 
level.  A marked  decrease  in  pseudo- 
cholinesterase  level  has  been  found  by 
measurement  in  patients  with  severe 
burns.  These  low  levels  occurred  be- 
tween the  third  and  eleventh  weeks 
post-burn,  the  same  period  during 
which  all  cases  of  Succinylcholine  car- 
diac arrests  occurred.  It  has  also  been 
found  that  the  extent  of  the  burn  may 
be  correlated  quantitatively  with  the 
titer  of  pseudocholinesterase  during 
this  period.  A 10  percent  burn  may 
result  in  a 10-40  percent  reduction  in 


pseudocholinesterase.  With  burns  of 
more  than  10  percent  the  level  falls 
drastically.  Conversely,  many  people 
with  familial  absence  of  pseudocholin- 
esterase have  been  given  Sue- 
cinylcholinci  and  the  only  effect  was 
prolonged  apnea.  No  such  situation 
existed  in  these  reports. * 

Other  factors  such  as  electrolyte 
imbalance'3  and  metabolic  acidosis^ 
have  been  suggested  as  possible  causes, 
but  no  real  proof  of  this  etiology  has 
been  established. 

Recently  transient  hyperkalemia  has 
been  linked  to  cardiac  arrests  follow- 
ing the  administration  of  Suc- 
cinylcholine. 

As  early  as  1961  a report  of  ven- 
tricular fibrillation  was  reported  in  a 
burned  patient.  Fibrillation  occurred 
during  the  ninth  and  tenth  anesthetics 
on  the  34th  and  41st  post -burn  days. 
Eight  other  anesthetics,  three  using 
Succinylcholine  had  been  administered 
previously  without  incident,  in  these 
reports  the  authors  stated  that  fibrilla- 
tion was  generally  due  to  ionic  changes 
and  standstill  was  attributed  to  anoxia 
or  reflexes.  They  also  stated  that  the 
only  ion  that  can  be  mobilized  from 
liver  or  muscle  and  translocated 
through  the  body  rapidly  enough  and 
in  large  enough  quantities  to  produce 
sudden  severe  cardiac  arrhythmias  and 
ventricular  fibrillation  is  potassium. 
Factors  such  as  hypoxia,  hypercarbia, 
hemorrhage,  stress,  and  drugs  are 
capable  independently  and  in  combi- 
nation of  causing  a significant  increase 
in  potassium  level.* 

The  effect  of  potassium  in  heart 
function  is  similar  to  its  effect  on 
skeletal  muscle.  Potassium  is  normally 
intracellular,  while  sodium  is  ex- 
tracellular. When  the  muscle  receives 
an  impulse  from  the  SA  node,  potassi- 
um diffuses  out  of  the  cell  and  sodium 
goes  in.  During  the  period  when  potas- 
sium is  in  great  quantity  outside  the  cell 
the  heart  is  in  a relaxed,  dilated  state. 
Excess  potassium  in  the  extracellular 
fluids  causes  the  heart  to  become  fur- 
ther dilated  and  flaccid,  slowing  the 
heart  rate.*"*  An  elevation  of  serum  po- 
tassium to  8-15  meq/1  will  cause 
fibrillation  and  death,  normal  serum 
potassium  in  extracellular  fluid  being 
3.5  - 5 meq/1.  Cardiac  arrhythmias 
have  been  reported  in  patients  with 
serum  potassium  above  6.0  meq/1,  but 
EKG  findings  are  not  diagnostic  until 


8 meq/1.  Elevation  in  serum  potassium 
is  diagnosed  on  EKG  when  the  T wave 
begins  to  peak.  This  occurs  in  early 
elevations  as  low  as  6.0  meq/1.  Ex- 
treme rises  cause  widening  of  the  QRS, 
disappearance  of  the  P waves,  and  ven- 
tricular fibrillation." 

In  the  case  reported  by  Tolmil  et  al, 
following  the  dose  of  Succinylcholine, 
EKG  findings  showed  tail  peaked  T 
waves,  widening  of  the  QRS,  disap- 
pearance of  the  P wave,  and  ven- 
tricular fibrillation.  At  this  time  blood 
samples  for  serum  potassium  were 
taken  prior  to  and  at  one  minute  in- 
tervals after  the  dose  of  Suc- 
cinylcholine. EKG  findings  were  con- 
sistent with  increases  in  serum  potassi- 
um. Peaking  of  the  T waves  began  at 
Just  above  7 meq/i,  and  was  complete 
at  8 meq/1.  Ventricular  fibrillation  oc- 
curred at  this  same  level  one  minute 
later.  The  whole  process  reversed  itself 
in  approximately  three  minutes.  The 
level  prior  to  Succinylcholine  was  4.5 
meq/I,  it  peaked  to  8.2  meq/1  at  2.5 
minutes,  and  was  back  to  5.5  within 
eight  minutes  following  the  dose  of 
Succinylcholine.  In  most  similar  cases 
the  heart  returns  to  normal  after  only  a 
few  compressions  of  the  chest  (10-15) 
and  ventilation  with  100  percent  ox- 
ygen.*3 

Summarkation  of  SimMarities 
in  Case  Reports  and  Studies 

The  phenomenon  of  hyperkalemia 
with  Succinylcholine  occurs  not  only 
in  burned  patients,  but  also  in  patients 
with  massive  trauma  injuries  such  as 
crush  injuries  and  traumatic  amputa- 
tions. It  has  been  pointed  out  recently 
that  paraplegics  and  patients  with 
nerve  injuries  may  also  be  susceptible 
to  this  phenomenon. 

In  four  studies  done  in  1 969,  ”^’^>'1,14 
a total  of  293  patients  were  studied 
during  359  anesthetics.  Sixty-six  of 
these  patients  were  a control  group 
consisting  of  patients  for  general  elec- 
tive procedures.  The  patients  in  the 
studies  included  types  of  trauma 
ranging  from  burns  of  varying  degrees, 
massive  wounds  of  the  extremities 
such  as  bone  and  soft  tissue  injury,  bi- 
lateral or  triple  amputations,  and  mul- 
tiple fractures.  In  one  study,  in  addi- 
tion to  patients  with  trauma  and  con- 
trol patients,  a group  of  73  patients 
without  trauma  were  studied  con- 
sisting of  patients  with  cirrhosis, 
diabetes,  alcoholism,  acute  infection. 
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obesity,  multiple  sclerosis,  ar- 
teriosclerotic cardiovascular  disease, 
schizophrenia,  and  acute  hypovolemic 
shock. 

The  conclusion  of  these  studies  was 
that  there  is  an  increase  in  serum  po- 
tassium concentration  in  burn  and 
trauma  patients  following  an  in- 
travenous dose  of  Succinylcholine. 
The  increase  is  most  prevalent  between 
18  and  66  days  after  the  burn.  The 
increase  appears  to  be  dose  related  in 
that  one  group  of  patients  who 
received  1.4  mgm/kg  had  significantly 
higher  levels  than  another  group  who 
received  .7  mgm/kg.  However,  both 
groups  had  levels  high  enough  to 
produce  arrhythmias  and  arrests.  Pa- 
tients with  larger  burns  showed  a 
greater  incidence  of  increased  potassi- 
um above  6.0  meq/1.  There  were  no 
deaths  reported  in  these  studies. 
Increases  in  serum  potassium  were  not 
found  in  any  control  patients. 

One  study  showed  that  the  period 
when  maximum  vulnerability  occurs  is 
a time  when  these  patients  are  febrile, 
have  large  open  wounds  with  infec- 
tious processes,  are  suffering  from 
malnutrition,  loss  of  weight,  and  are 
eating  poorly.  Prior  to  this  time  (early 
after  injury)  before  significant  muscle 
wasting  has  occurred,  only  moderate 
hyperkalemia  was  noted.  After  this 
period  (60-70  days  post-burn)  when 
wounds  were  closed,  infection  was  ab- 
sent, and  patients  were  gaining  weight, 
only  small  increases  in  serum  potassi- 
um were  noted.® 

Origin  of  Potassium 

There  are  several  theories  as  to  the 
origin  of  the  potassium  in  the  serum. 
Normally,  if  a depolarizing  relaxant  is 
given,  there  is  a sudden  shift  of  potas- 
sium from  inside  the  muscle  cell  to  the 
outside.  However,  this  shift  is  confined 
to  the  area  of  the  motor  end  plate.  It  is 
believed  that  in  burned  and  trauma  pa- 
tients, because  of  the  large  amount  of 
denervated  muscle,  the  potassium  shift 
does  not  remain  confined  to  the  motor 
end  plate  but  the  whole  muscle  acts  as 
a motor  end  plate  resulting  in  a large 
efflux  of  potassium.  Consequently, 
paraplegics  and  patients  with  nerve  in- 
juries are  also  susceptible  to  this  phe- 
nomenon. Experiments  on  dogs  show 
that  venous  blood  from  a denervated 
leg  produces  significantly  higher  levels 
of  potassium  than  blood  from  the 
normal  leg.^ 


Some  investigators  believe  that 
there  may  be  some  alteration  in  a burn 
patient’s  metabolism  that  retards  the 
normally  rapid  return  of  potassium 
back  into  the  muscle.  In  any  event,  the 
source  of  potassium  is  believed  to  be 
skeletal  muscle.  Muscle  contraction  is 
the  major  source  of  potassium  concen- 
tration in  the  plasma. 

Period  of  Maximum  Danger 

One  conclusion  of  these  studies  is 
that  Succinylcholine  will  cause  a sig- 
nificant elevation  in  serum  potassium 
in  burned  or  traumatized  patients  if 
given  within  a period  of  18-66  days 
post  burn  or  trauma.  Several  cardiac 
arrests  with  one  death  have  been  at- 
tributed to  this  phenomenom.  It  is 
during  this  period  that  the  patients  are 
in  a febrile,  infected,  catabolic  state 
and  are  therefore  susceptible  to  Suc- 
cinylcholine administration.  It  has 
been  found  that  lower  doses  will 
produce  less  of  a response.  Even 
though  these  low  doses  will  not  usually 
progress  to  fibrillation  they  will 
usually  be  sufficient  to  produce  severe 
arrhythmias. 

Since  the  origin  of  the  potassium  is 
believed  to  be  muscle  during  depolari- 
zation, it  has  been  suggested  that  non- 
depolarizing relaxants  be  used.  Further 
studies  have  shown  that  if  Suc- 
cinylcholine must  be  used,  a dose  of  6 
mgm  of  Curare  should  be  given  prior 
to  the  dose  of  Succinylcholine  in  order 
to  block  the  hyperkalemic  response. 
Gallamine  may  also  be  used.  Never- 
theless, a report  of  a patient  who 
received  6 anesthetics  during  23-45 
days  post-burn  did  not  substantiate 
this.  During  two  of  these  six 
procedures  he  received  6 mgm  of 
Curare  prior  to  the  Succinylcholine, 
yet  the  levels  of  potassium  rose  to  the 
same  height  as  they  had  when  Curare 
wasn’t  used.i® 

Summary 

These  studies  indicate  that  there  is 
definitely  an  increase  in  serum  potas- 
sium following  Succinylcholine  in 
burn  and  trauma  patients.  The  most 
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predominant  increase  occurs  in  a 
period  18-66  days  post-burn  or  trauma 
and  is  significant  enough  to  produce 
cardiac  arrest.  It  is  also  believed  that 
this  phenomenon  occurs  in  paraplegics 
as  early  as  6-8  days  post  injury. 

Since  this  occurrence  is  so  frequent, 
it  would  be  wise  to  avoid  the  use  of 
Succinylcholine  in  burn  and  trauma 
patients  18-66  days  post  trauma.  With 
the  large  number  of  relaxants  available 
on  the  market  that  do  not  cause  ad- 
verse effects,  the  risk  is  not  justified.  In 
addition,  with  the  advent  of  Ketamine, 
the  use  of  Succinylcholine  in  these  pa- 
tients can  be  avoided  entirely.  □ 

REFERENCES 

1.  Allan,  C.M.;  Cullen,  W.O.,  Gillies,  M.M.  Ven- 
tricular fibrillation  in  a burned  boy.  Canadian 
Medical  Association  Journal,  85:432,  1961. 

2.  Belin,  Robert;  Karleen,  Conrad.  Cardiac  ar- 
rest in  the  burned  patient  following  Suc- 
cinylcholine administration.  Anesthesiology, 
27:516,  July,  1966. 

3.  Birch,  Alexander;  Mitchell,  George  D.; 
Playford,  George  A.;  and  Lang,  Clayton  A.  . 
Changes  in  serum  potassium  response  to  Suc- 
cinylcholine following  trauma.  Journal  of  the 
American  Medical  Association,  210:490-493,  Octo- 
ber 20,  1969. 

4.  Fleming,  W.B.;  Hueston,  J.T.;  Stubbe,  J.L.; 
and  Viiiiers,  J.D.  Two  episodes  of  cardiac  arrest 
in  one  week.  British  Medical  Journal,  5167:157, 
1960. 

5.  Forrest,  T.  A report  on  two  oases  of  cardiac 
arrest.  British  Journal  of  Anesthesia.  31:277,  1959. 

6.  Gronert,  Gerald  Potassium  response  to  Suc- 
cinylcholine. Journal  of  the  American  Medical  As- 
sociation. 211:300,  January  12,  1970. 

7.  Gronert,  Gerald  A.;  Dotin,  Larry  Nl;  Ritchey, 
Charles  R.;  Mason,  Arthur  0.  Succinylcholine  in- 
duced hyperkalemia  in  burned  patients  II.  Anes- 
thesia and  Analgesia  48:958-962. 

8.  Lowenstein,  E.  Succinylcholine  administra- 
tion in  the  burned  patient.  Anesthesiology  27:494, 
1966. 

9.  Mazze,  R.I.;  Escue,  Henry  M.;  Houston,  John 
B.  Hyperkalemia  and  cardiovascular  collapse  fol- 
lowing administration  of  Succinylcholine  to  the 
traumatized  patient.  Anesthesiology,  31:540. 

10.  Moncrief,  John  R.  Complications  of  burns. 
Annals  of  Surgery,  147:433  1958. 

ll.Schaner,  Paul,  et  al.  Succinylcholine  in- 
duced hyperkalemia  in  burned  patients  I.  Anesthe- 
sia and  Analgesia.  48:764-770,  1969. 

12.  Thomas,  Edward.Circulatory  collapse  follow- 
ing Succinylcholine.  Anesthesia  and  Analgesia. 
48:333-337. 

13.  Tolmie,  John;  Joyce,  Thomas  and  Mitchell, 
George.  Succinylcholine  danger  in  the  burned  pa- 
tient. Anesthesiology.  28:467-470  1970. 

14.  Guyton,  Arthur  C.  Textbook  of  medical  phys- 
iology. Philadelphia  and  London,  W.B.  Saunders 
Company,  1968. 

15.  Goodman,  Louis  C.  and  Gilman,  Alfred.  The 
pharmacological  basis  of  therapeutics.  New  York, 
The  Macmillan  Company,  1965. 

16.  Lowenstein,  E.  Use  of  Succinylcholine  in 
burned  patients.  Anesthesiology  28:234,  1967. 

17.  McCaughey,  T.J.  Use  of  Succinylcholine  in 
burned  patients.  Anesthesiology  20:234,  1967. 

18.  Finer,  B.L.  and  Nylen,  8.0.  Cardiac  arrest  in 
the  treatment  of  burns  and  report  on  hypnosis  as  a 
substitute  for  anesthesia.  Plastic  Reconstruction 
Surgery.  27:49,  1961. 

19.  Stark,  R.B.  Plastic  surgery  and  burns.  Sur-' 
gery.  Gynecology  and  Obstetrics.  120:285  1965. 


I 

P 

o: 

hi 

m 

m 

(J 

di 

tr 

(S 

bi 

hi 

a 

sc 

to 

be 

Ibi 


be 

ba 

wi 


be 

al 

im 

spi 

lb: 

to 

cei 

boi 

bcf 


80 


PENNSYLVANIA  MEDICINE 


FE 


Building  a General  Hospital  Psychiatric  Program 


EUGENE  L.  YOUNGUE  JR.,  M.D. 
Pittsburgh 


Allegheny  county  has  a 

population  of  over  a million  peo- 
ple. More  than  500,000  are  residents 
of  the  city  of  Pittsburgh.  The  county 
has  been  divided  into  eleven  "catch- 
ment areas”  in  the  organization  of  the 
mental  health  and  mental  retardation 
(MH/MR)  program.  Our  attempt  to 
: develop  an  inservice  hospital  psychia- 
tric program  in  one  catchment  area 
(9D-2),  located  in  the  city  of  Pitts- 
burgh, is  presented  here. 

The  basic  idea  of  the  MH/MR  pro- 
gram in  this  area  is  to  provide  mental 
health  services  to  a population  within 
a clearly  defined  geographic  area.  The 
‘service  is  designed  in  such  a manner  as 
[to  insure  treatment  near  the  patient’s 
home,  in  his  own  community,  outside 
Ithe  hospital.  Therefore,  long-term  hos- 
' pital  methods  of  therapy  will  have  to 
be  changed  and  inpatient  services  will 
have  to  be  effectively  developed  that 
will  give  therapeutic  benefits  in  a short 
period  of  time.  Such  a program  is 
being  developed  at  St.  John’s,  a gener- 
al hospital  located  in  area  9D-2. 

Catchment  area  9D-2  serves  approx- 
' imately  180,000  people.  Services  are 
I spread  out  through  the  community  so 
that  access  can  be  available  and  visible 
I to  the  community.  Four  outpatient 
I centers  located  in  various  neigh- 
borhoods of  the  catchment  area  have 
been  created.  There  is  close  coordina- 


tion between  these  outpatient  centers 
and  two  major  community  hospitals, 
Allegheny  General  Hospital,  which 
provides  emergency  psychiatric  service 
for  the  catchment  area,  and  St.  John’s 
Hospital,  which  provides  inpatient 
psychiatric  care. 

St.  John’s  has  a total  bed  capacity  of 
245  with  a total  physician  staff  of  138. 
None  of  its  most  active  members  is 
under  the  age  of  35.  Nine  are  between 
35  and  40;  22  between  41  and  50;  21 
between  51  and  60;  and  12  between  61 
and  70  years  of  age.  The  staff  contains 
three  psychiatrists,  one  of  whom  is 
Board  certified. 

To  provide  inpatient  psychiatric 
services,  a general  adult  psychiatric 
unit,  consisting  of  eighteen  beds,  con- 
verted from  medical  and  surgical  beds, 
has  been  located  in  one  specific  area 
within  the  hospital.  In  addition,  three 
observation  rooms  have  been  pro- 
vided, one  of  which  is  located  in  the 
emergency  area. 

One  of  the  first  problems  encoun- 

Dr.  Youngiie  is  clinical  assistant 
professor  of  psychiatry  at  the  Uni- 
versity of  Pittsburgh  School  of 
Medicine  and  a consultant  in 
neuropsychiatry  to  the  Surgeon 
General,  U.S.  Air  Force. 


tered  in  establishing  our  unit  was  to 
prevent  the  unit  from  being  immedi- 
ately swamped  and  paralyzed  by  over- 
taxing its  facilities.  Having  had  this  ex- 
perience in  the  past,  one  of  our  first 
moves  was  to  establish  a rigid  admis- 
sion procedure.  Patients  are  usually 
admitted  from  the  Emergency  Room 
of  Allegheny  General  Hospital.  Oc- 
casionally they  are  admitted  directly 
from  a neighborhood  center  in  the 
area  at  the  request  of  the  neigh- 
borhood unit  personnel,  but  only  on 
the  authority  of  a St.  John’s  physician. 
This  physician  is  in  the  emergency 
room  at  St.  John’s  or  is  the  physician 
assigned  to  the  inpatient  unit.  As  one 
might  suspect,  our  admission  proce- 
dures are  rigidly  adhered  to.  No  pa- 
tients from  other  catchment  areas  are 
admitted  to  St.  John’s  inpatient  unit 
under  any  circumstances. 

However,  the  unit  is  integrated  so 
that  private  patients  of  St.  John’s  psy- 
chiatrists may  be  hospitalized  there. 
Other  physicians  in  the  hospital,  at 
times  by  consultation  request,  have 
their  private  patients  with  severe  psy- 
chiatric problems  transferred  into  this 
unit. 

Another  problem  is  the  matter  of 
record-keeping.  It  is  quite  clear  that  an 
adequate  record-keeping  system  for  a 
program  such  as  this  one  must  be  cen- 
tralized and  must  be  computerized. 
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Not  only  is  this  necessary  in  order  to 
progressively  follow  and  analyze  the 
function  of  the  program,  but  from 
such  data  an  accurate  budget  estimate 
can  be  made.  Since  the  hospital’s  Blue 
Cross  computors  were  already  pro- 
grammed in  such  a way  as  to  provide 
us  partially  with  patient  information 
that  our  program  needed  immediately, 
we  were  able  to  begin  obtaining  cer- 
tain computer  printouts  on  the  pa- 
tient’s hospital  number,  name,  admis- 
sion date,  discharge  date,  length  of 
stay,  pay  class,  clinical  service,  age, 
and  sex.  We  are  now  in  the  process  of 
adding  to  this  information  the  results 
of  x-rays,  electrocardiograms,  elec- 
troencephalograms, and  other  routine 
laboratory  data.  We  hope  to  determine 
from  this  information  exactly  what 
laboratory  data  should  be  ac- 
complished routinely  and  what  tests 
should  be  accomplished  only  by 
special  request. 

A current  analysis  of  our  initial  sta- 
tistical data  in  this  new  program 
reveals  that  121  patients  are  recorded 
as  having  been  admitted  into  this  pro- 
gram from  January  1,  1970,  through 
December  31,  1970.  These  121  pa- 
tients remained  a total  of  1,675  days  in 
the  hospital.  The  average  length  of 
stay  was  10.7  days.  Sixty-four  patients 
were  hospitalized  between  0 and  10 
days,  and  32  patients  were  hospitalized 
between  10  and  20  days.  No  long-term 
hospitalizations  of  more  than  20  days 
were  for  psychiatric  reasons.  Any  stay 
over  20  days  was  related  to  social 
problems  such  as  having  no  home  to 
return  to,  awaiting  court  commitment, 
family  reluctance  to  accept  patient, 
etc. 

A breakdown  relative  to  pay  class 
was  interesting.  Sixty-four  patients 
were  on  medical  assistance.  Twenty- 
two  patients  were  on  Blue  Cross  and 
13  patients  were  on  medicare.  Sixteen 
patients  had  commercial  insurance 
coverage,  5 patients  paid  in  cash  for 
hospitalization,  and  6 patients  ap- 
parently had  no  coverage  of  any  kind. 

From  the  standpoint  of  age,  21  pa- 
tients were  between  age  10  and  20;  33 
patients  were  between  age  21  and  30; 
22  patients  were  between  31  and  40; 
17  were  between  41  and  50;  9 were  be- 
tween 51  and  60;  9 were  between  61 
and  70;  6 were  between  71  and  80;  and 
2 were  between  81  and  90.  Two  pa- 
tients had  no  age  recorded.  The  hospi- 
talized patients  included  75  females 


and  45  males.  In  one  case,  the  sex  was 
not  recorded. 

Of  the  patients  discharged  from  the 
program,  disposition  revealed  that  64 
were  referred  to  the  four  outpatient 
neighborhood  centers  located  within 
the  catchment  area;  18  patients  were 
referred  by  commitment  to  state  hospi- 
tals, either  voluntarily  or  through  the 
courts.  Every  patient  who  was 
discharged  was  referred  someplace  for 
follow-up  care.  An  analysis  of  the  data 
outlined  above  will  help  to  determine 
the  effectiveness  of  the  program.  We 
then  should  be  in  a position  to  make  a 
realistic  projection  regarding  both 
medical  needs  and  budget  require- 
ments. 

There  are,  of  course,  other  problems 
involved  in  the  establishment  of  the 
program.  For  example,  the  problem  of 
communication  is  a major  one. 
McClure  House,  Immanuel  House, 
and  Manchester  House  are  the  neigh- 
borhood centers  serving  a large  seg- 
ment of  the  population  of  North  Side 
Pittsburgh.  The  physical  location  of 
McClure  House  is  within  one  city 
block  of  St.  John’s  Hospital.  There- 
fore, the  clinical  workers  at  McClure 
House  are  frequently  in  and  out  of  our 
inpatient  unit  at  St.  John’s.  However, 
we  seldom  see  the  clinical  workers 
from  Mel  wood  House,  located  several 
miles  away  from  us  and  serving  parts 
of  the  North  Hills  area  of  Pittsburgh. 
The  problem  of  distance  is  the  same 
for  our  other  neighborhood  centers. 
This  requires  that  we  establish 
frequent  conferences  between  base 
service  unit  personnel  and  our  hospital 
personnel,  which  is  time-consuming 
and  inconvenient.  We  are  required  to 
make  many  phone  calls,  write  many 
memos,  and  use  every  available  means 
at  our  disposal,  including  the  au- 
tomobile, for  communication. 

The  hospital  therapy  program  is 
divided  into  several  basic  concepts. 
From  an  analysis  of  the  data,  we 
decided  that  our  first  therapeutic 
approach  would  be  in  the  area  of  crisis 
intervention.  At  our  first  contact  with 
the  patient,  a general  overview  is  ob- 
tained dealing  with  the  immediate  situ- 
ation. Then  a medical  history,  physical 
examination,  and  clinical  neurological 
examination  is  performed  by  our  pro- 
gram internist  who  examines  every  ad- 
mission. Following  this,  a mental  status 
evaluation  is  done  by  the  psychiatrist. 
Laboratory  procedures  following  this 


include  our  12-test  battery,  routine  ^ 
laboratory  procedures,  chest  x-rays,  \ 
electrocardiogram,  and  electroen- 
cephalogram.  In  addition,  the  patient  ^ 
is  almost  immediately  involved  with  It 
social  service  in  an  analysis  of  the  fam-  | 
ily  situation,  environmental  problems,  i 
etc.  Early  in  his  hospital  stay  he  is  | 
visited  by  the  workers  who  will  be  in-  I 
volved  in  the  outpatient-directed  ther-  I 
apy  on  his  discharge  from  the  hospital.  I 
Our  second  approach  is  through  a 
modified  attitude  therapy  plan  used 
during  the  patient’s  hospital  stay  which 
is  combined  with  the  above  briefly 
described  crisis  intervention.  In  this 
method,  five  basic  attitudes  are  devel- 
oped. (1)  Kind  firmness,  as  an  an- 
tidepressive;  (2)  Active  friendliness, 
used  with  extremely  withdrawn  pa- 
tients; (3)  Passive  friendliness,  used 
with  patients  who  are  suspicious  of 
others  or  who  may  be  grossly 
hallucinating  or  delusional;  (4)  No- 
demand attitude,  used  with  paranoid 
schizophrenics  or  patients  with  anxiety 
reactions  who  have  lost  control  and 
who  are  in  extreme  states  of  fear  born 
out  of  psychotic  delusion;  (5)  The 
matter-of-fact  approach,  used  for  char- 
acter disorders,  certain  anxiety  dis- 
orders, alcoholics,  patients  expressing 
psychosomatic  difficulties,  and  what 
might  be  called  "mid-range”  cases.  We 
consider  the  combination  of  the  above  ' 
attitude  approach  with  the  crisis  inter-  ! 
vention  approach  as  a therapeutic  asso-  ' 
ciation  involving  nurses,  nursing  as-  ' 
sistants,  psychologists,  social  workers, 
and  physicians,  who  intervene  in  the  ' 
patient’s  crisis,  shortening  his  hospital 
stay  and  speeding  his  movement  back 
into  the  community.  ' 

In  addition,  we  use  all  types  of  group 
activities  in  the  ward.  The  patients  are 
involved  with  volunteer  workers.  Red 
Cross  workers,  psychologists,  social 
workers,  group  therapy  sessions,  and 
creative  therapy. 

Summary 

One  Catchment  Area  in  the  city  of  i 
Pittsburgh  has  inaugurated  a mental 
health/mental  retardation  program  in  a 
community  general  hospital,  St.  John’s 
Hospital.  A program  of  crisis  interven- 
tion combined  with  an  attitude  therapy 
plan  and  patient  follow-up  appears  to 
be  yielding  optimistic  results.  The  ^ 
average  length  of  patient  stay  during 
1970  was  10.7  days. 
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\L easing  Equipment- 


Boon  or  Boondoggle? 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


Physicians  often  receive  sales 
brochures  trumpeting  the  supposed  ad- 
vantages of  their  leasing,  rather  than 
ipurchasing  outright,  their  medical 
equipment  and/or  automobiles.  Going 
a step  further,  many  promotions  sug- 
gest that  physicians  and  other  high-in- 
Icome  patrons  sell  their  equipment  to 
leasing  companies  and  then  lease  the 
equipment  back — "sale  and  leaseback” 
deals.  This  article  is  intended  to  crit- 
ically examine  the  leasing  idea  in  hopes 
i of  better  preparing  physicians  to  cope 
with  the  various  proposals  they  inevi- 
[ tably  receive. 

: First  and  foremost,  as  a matter  of 
; pure  economics,  leasing  an  automobile 
■ or  a piece  of  equipment  from  a third 
party  leasing  company  will  almost 
never  be  cheaper  than  its  outright 
purchase.  This  is  simply  because  addi- 
; tion  of  the  leasing  company  adds 
another  person  which  must  take  its 
own  fair  profit  out  of  the  deal.  This 
profit  can  only  be  created  by  passing  it 
along  as  higher  cost  to  you,  the  ul- 
timate user  of  the  property.  For  ex- 
ample, if  a piece  of  equipment  can  be 
purchased  for  $1,000,  your  total 
payments  to  the  leasing  company 


would  have  to  include  that  price  and 
the  lessor’s  overhead  and  profit  in 
acting  as  middleman.  Adding  the  mid- 
dleman and  his  profit  almost  elimi- 
nates any  chance  that  the  leasing  ar- 
rangement will  save  you  money. 

If  leasing  is  advantageous,  therefore, 
it  must  be  because  of  other  aspects 
than  the  simple  economics  described 
above.  One  argument  is  that  leasing 
will  not  "tie  up  your  capital”  since  you 
would  not  have  to  pay  out  the  immedi- 
ate cash  for  use  of  the  property.  This, 
it  is  suggested,  would  permit  you  to 
use  your  capital  for  other  investments. 
The  principal  is  more  appropriate  to 
the  giant  commercial  entities  (airlines, 
railroads,  trucking  companies,  etc.) 
than  to  the  small  medical  practice,  but 
to  the  extent  it  is  true  at  all  you  might 
borrow  the  purchase  price  at  a bank. 
As  a matter  of  fact,  the  leasing  com- 
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pany  itself  normally  borrows  the 
money  to  buy  the  property,  so  this  is 
not  an  odd  alternative. 

The  leasing  proponents  may  well 
reply  that  the  doctor’s  borrowing  the 
purchase  money  will  "tie  up  his  credit 
line,”  that  it  will  cut  into  his  "bor- 
rowing power.”  This  is  true  in  princi- 
ple, but  doctors  rarely  seek  to  borrow 
all  that  they  might,  and  lenders  gener- 
ally consider  net  worth  and  earning 
power  more  than  the  amount  pre- 
viously borrowed.  As  with  the  use  of 
cash,  the  leasing  companies’  argument 
against  bank  borrowing  applies  more 
to  large  commercial  businesses  than  to 
physicians. 

Another  argument  for  leasing  is  that 
the  doctor  would  not  be  stuck  with 
out-of-date  or  obsolete  equipment  if  he 
leases  it  for  only  a few  years.  At  the 
end  of  the  initial  period,  it  is  suggested 
the  doctor  may  decline  to  renew  the 
lease  and  instead  enter  a new  lease  on 
new,  up-to-date  equipment.  While  this 
argument  is  correct,  it  fails  to  recog- 
nize that  the  same  situation  applies  to 
the  lessor  as  well.  If  the  old  equipment 
is  no  longer  as  useful  to  the  initial 
doctor,  then  it  will  obviously  be  far 
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more  difficult  for  the  leasing  company 
to  lease  it  to  someone  else  or  otherwise 
dispose  of  it  at  a reasonable  price.  This 
lack  of  later  value  (obsolescence) 
would  thus  have  to  be  a factor  increas- 
ing the  initial  rental  rate,  and  the  doctor 
will  in  effect  be  paying  for  the  proper- 
ty’s later  decline  in  value  without  being 
able  to  obtain  the  property. 

Many  lease  deals  permit  the  lessee 
(the  doctor)  to  purchase  the  property 
for  a minima!  amount,  often  10  per- 
cent of  the  original  cost,  at  the  end  of 
the  lease  term.  In  such  an  event,  it 
should  be  obvious  that  the  total  of  the 
rentals  paid  plus  the  10  percent  "op- 
tion price”  will  equal  the  lessor’s  cost 
for  the  asset  plus  his  overhead  and 
profit.  If,  on  the  other  hand,  the  doctor 
expects  to  exercise  the  option  and  end 
up  owning  the  asset,  he  would  nor- 
mally be  better  advised  to  purchase  it 
outright  himself  and  avoid  supporting 
the  middleman. 

The  leasing  companies’  other  prime 
argument  is  that  there  are  considerable 
tax  advantages  in  leasing  over  outright 
ownership.  The  crux  of  the  apparent 
tax  advantages  is  in  the  complete 
deductibility  of  the  rental  payments, 
but  this  is  a vast  oversimplification. 
Although  the  purchase  price  (or  the 
repayments  to  your  bank  if  you  bor- 
rowed the  purchase  price)  is  not 
deductible,  you  may  now  depreciate 
most  new  medical  equipment  over 
eight  years  or  less.  At  the  end  of  that 
time  all  of  the  purchase  price  would 
have  been  deducted — just  as  the 
rentals  would  have  been  deducted 
usually  over  a five-year  lease  period. 


What  is  more,  the  tax  law  permits  20 
percent  bonus  depreciation  in  the  year 
an  asset  is  purchased,  and  it  also 
permits  "accelerated  depreciation” 
giving  disproportionately  higher  write- 
offs in  the  first  few  years  of  ownership. 
These  two  provisions  generally  permit 
an  owner  larger  tax  deductions  in  at 
least  the  first  year  than  he  could  claim 
under  a lease  arrangement. 

A myth  exists  as  to  the  leasing  of 
automobiles,  it  being  that  a doctor  can 
more  easily  justify  income  tax  deduc- 
tions for  a leased  car  than  for  one  he 
owns  outright.  This  is  presumably 
based  on  a belief  that  the  rental 
payments  are  more  obviously  business 
expenses  than  are  the  expenses  and 
depreciation  relating  to  a car  per- 
sonally owned  by  the  physician.  The 
tax  rules  are,  however,  exactly  the 
same  in  both  cases.  A doctor  may 
deduct  automobile  expenses,  whether 
rental  payments,  depreciation  or 
operating  expenses,  only  in  the  per- 
centage that  his  business  use  of  the  car 
bears  to  its  total  use.  IRS  agents  know 
this  rule  perfectly  well,  and  they  are 
not  likely  to  be  more  generous  simply 
because  a doctor’s  car  is  leased. 

If  the  physician  already  owns  sub- 
stantial equipment,  a leasing  propo- 
nent may  suggest  that  he  sell  the 
equipment  to  the  lessor  for  cash  and 
then  lease  it  back  for  a period  of 
years — a "sale  and  leaseback”  deal. 
The  physician  will  then  have  immedi- 
ate cash  while  he  continues  to  have  the 
use  of  his  equipment  in  his  practice. 
For  several  reasons,  however,  I suggest 
that  the  physician  in  need  of  cash  first 


consider  merely  borrowing  it  from  his 
bank  or  other  lending  institution,  even 
if  he  must  pledge  the  equipment  as  col- 
lateral. First,  the  doctor’s  sale  of  his 
equipment  at  a price  greater  than  its 
depreciated  value  will  be  subject  to  or- 
dinary income  tax,  a factor  which  may 
drastically  reduce  the  amount  of 
useable  cash  he  will  actually  realize 
from  the  transaction.  And  second,  the 
lease  back  to  him  is  subject  to  all  the 
criticisms  of  any  lease  deal,  particu- 
larly to  the  observation  that  it  must 
create  a profit  for  the  leasing  company 
at  the  doctor’s  expense. 

There  are,  of  course,  specific  situa- 
tions in  which  a lease  or  a sale- 
leaseback  will  be  desirable,  but  as  a 
general  rule  the  economics  are  not  fa- 
vorable to  doctors.  I am  not  alone  in 
this  view.  One  of  my  associates  in  the 
medical  management  consulting  field 
summed  it  up  so  well;" 

"I  think  that  it  can  be  said  fairly, 
that  the  leasing  game  is  very  much  the 
lessor’s  game.  It  is  rarely  economical 
for  a doctor  to  lease  professional 
equipment  or  an  automobile,  although 
it  might  occasionally  be  expedient  or 
convenient.  If  you  need  cash,  or  if  you 
are  confronted  by  the  need  for  both 
equipment  and  cash,  first  investigate 
your  borrowing  possibilities  and  com- 
pare the  cost  of  borrowing  to  that  of 
leasing.  Be  particularly  aware  of  your 
insurance  cash  values  and  the  fact  that 
use  of  those  funds  is  often  the  least  ex- 
pensive way  to  acquire  capital  assets  in 
a professional  practice. 

"Above  all,  look  very  carefully  at  the 
true  tax  effect  of  these  transactions, 
especially  the  sale-leaseback.  Do  not 
rely  on  the  advice  or  fiscal  calculations 
of  the  person  promoting  the  transac- 
tion; after  all,  he  is  in  a partisan  posi- 
tion and  is  not  likely  to  expend  a lot  of 
effort  pointing  out  the  disadvantages 
of  the  deal  he  is  promoting.  Be  sure 
that  you  completely  understand  what 
alternatives  will  be  available  at  the 
conclusion  of  the  lease.  Be  sure  to  de- 
termine in  advance  what  rights  you 
have  if  you  wish  to  trade  in  obsolete  or 
defective  equipment  prior  to  the  expi- 
ration of  the  lease.” 


"Zirkle,  "The  Leasing  Game", 
Journal  of  the  American  Osteopathic 
Association,  September,  1970  and 
Physicians’  Management,  February, 
1971. 
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Pennsylvania’s  Anatomical  Gift  Act 


A gift  for  the  physician  . . . 


. . . a body  at  his  doorstep 


DANE  S.  WERT 
Director  of  Communications 


Any  day  now,  if  it  hasn’t  happened  already,  you  may  end 
up  with  a gift  on  your  doorstep — a body  that  has  been 
donated  to  you  personally. 

Or,  you  may  find  that  you  have  been  named  the  recipient 
of  a specific  body  organ  or  part. 

It  all  comes  about  because  of  the  passage  of  Pennsyl- 
vania’s version  of  the  Uniform  Anatomical  Gift  Act  and  a 
growing  public  education  campaign  designed  to  meet  the 
critical  need  for  anatomical  material. 

The  act  provides  that  a resident  of  Pennsylvania — for  the 
first  time  in  history — may  legally  determine  what  happens 
to  his  body  or  body  parts  after  death  and  the  only  legal  in- 
strument needed  is  a properly  executed  donor  card. 

The  act  became  effective  in  the  state  in  January  of  1970 
but  for  several  reasons,  efforts  to  increase  public  awareness 
of  it  have  been  delayed  so  that  the  law  has  had  very  little 
impact  prior  to  now. 

You  May  be  Named 

One  feature  of  the  law  that  may  take  the  average 
physician  by  surprise  allows  the  donor  of  a whole  body  or 
body  part  to  name  an  individual  physician  or  a particular 
hospital  as  the  recipient. 

What  do  you  do  if  you  get  a call  at  3:00  a.m.  to  tell  you 
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that  a patient  has  just  died  and  has  donated  his  body  to  you? 

In  that  case,  the  answer  is  easy.  If  the  gift  is  valid,  all  you 
do  is  call  the  Humanity  Gifts  Registry,  the  new  name  of  the 
State  Anatomical  Board,  in  Philadelphia,  Area-215  735- 
0668,  or  the  alternate  number  215-332-1099.  The  Registry 
will  have  its  nearest  authorized  undertaker  pick  up  the  body 
and  deliver  it  to  an  institution  for  medical  research  or  edu- 
cation. Naturally,  if  the  death  is  a "coroner’s  case,”  the 
coroner  must  first  release  the  body. 


Ultimate 
Gift . . . 


How  to  Help  Others 
After  Your  Death 
by  Donating  Your  Body 
or  Body  Parts 


Unrestricted  Gifts  Best 

Hopefully,  calls  at  this  or  any  other  time  will  be  unre- 
stricted gifts  of  whole  bodies.  If  such  calls  are  to  inform  a 
physician  of  the  availability  of  gifts  of  body  parts,  the  gifts 
in  many  instances  may  be  useless  unless  the  physician 
knows  of  the  gift  in  advance  and  takes  a series  of  prepara- 
tory steps.  If  you  learn  of  a body  part  gift  in  advance  of 
death,  a cal!  to  the  nearest  center  with  a transplant  capabili- 
ty for  the  specified  organ  or  part  will  produce  the  necessary 
instructions  on  how  to  proceed.  If  you  are  uncertain  about 
what  institution  to  call,  a call  to  the  State  Society’s  Gift 
Center — Area  717,  238-1635 — should  provide  the  essential 
information.  The  PMS  Center  plans  to  man  the  phone 
around  the  clock. 

Doctors  Must  Have  Facts 

Patients  in  the  weeks  ahead  who  hear  about  the  need  for 
anatomical  gifts  are  almost  certain  to  discuss  the  subject 
with  their  family  physicians.  This  means  that  you  have  a 
giant  stake  in  providing  patients  with  reliable  information 
that  can  lead  to  such  gifts.  Emotion  is  the  barrier  which 
often  discourages  a potential  donor.  Education  can  help.  As 
a physician,  your  own  decision  can  be  a giant  factor.  You 
may  wish  to  have  a donor  card  for  your  own  wallet. 

A leaflet  entitled  "The  Ultimate  Gift”  has  been  prepared 
for  the  public  to  explain  the  body  and  body  parts  gift  need 
and  procedures,  and  copies  of  the  leaflet,  as  well  as  donor 
cards,  are  available  to  physicians  upon  request.  As 
background  to  the  entire  subject  of  anatomical  giving,  let’s 
start  with  the  reasons  why  the  Anatomical  Gift  Act  came 
into  being. 

With  advances  in  the  art  and  science  of  transplantation, 
there  was  an  increase  in  the  need  for  specific  body  parts. 
There  also  has  been  a growing  need  for  body  parts  and 
tissues  in  specific  research  projects,  such  as  the  need  for  in- 
tact eyes  in  eye  research.  Cadaver  skin — provided  that  it  is 
removed  and  suitably  processed  within  four  hours  after 
death — is  in  growing  demand  as  an  effective,  although  tem- 
porary, covering  in  severe  burn  cases.  There  are  increased 
uses  for  cadaver  blood.  And,  in  what  is  perhaps  the  most 
critical  shortage,  there  are  at  times  less  than  even  a minimal 
number  of  whole  bodies  available  for  medical  school 
teaching  purposes. 

Universal  Need  Defined 

In  pre-transplant  days,  many  of  the  needs  were  met  in 
varying  degrees  through  unclaimed  bodies  which  often  were 
those  of  nameless  and  aimless  skid  row  residents.  The  al- 
most universal  availability  of  Social  Security  burial  funds 
changed  that,  so  at  the  same  time  that  the  need  for  bodies 
and  body  parts  was  increasing,  the  supply  of  them  was 
decreasing  rapidly. 
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Medical  and  law  officials  nationally  designed  a mutually 
agreeable  mechanism  to  solve  the  total  problem.  It  was  the 
Uniform  Anatomical  Gift  Act  and  efforts  were  begun  to 
have  that  act  passed  by  the  various  states. 

In  Pennsylvania,  passage  of  it — with  minor  modifica- 
tions— took  place  in  late  1969  and  it  was  signed  into  law 
and  became  effective  January  1,  1970.  Prior  to  passage  of 
the  act,  one  could  insert  a paragraph  in  one’s  will  desig- 
nating the  Anatomical  Board  of  Pennsylvania  as  the  recipi- 
ent of  one’s  body  after  death  but  the  objection  of  any  close 
relative  was  enough  to  thwart  the  donor’s  wishes.  In  effect, 
the  Pennsylvania  law  then  said  that  the  body  became  the 
property  of  the  next  of  kin  following  death  and  that  the  next 
of  kin  could  challenge  in  the  court  the  expressed  wishes  of 
the  person  who  died.  Such  court  challenges  resulted  in 
delays  that  made  the  body  and  its  parts  useless  for  most  sci- 
entific purposes. 

Donor  Card  Legal  Document 

The  Anatomical  Gift  Act  establishes  as  a legal  document 
the  Uniform  Donor  Card,  a copy  of  which  appears  with  this 
article.  The  recommended  donor  card  in  Pennsylvania 
comes  attached  to  a postal-size  card  on  which  a duplicate  of 
the  donor  card  information  is  transferred.  The  mailing  of 
the  card — as  a postal  card  or  inanenvelope  for  privacy — 
provides  some  measure  of  the  public’s  response  to  donor 
pleas. 

On  the  donor  card,  the  donor  prints  his  name,  makes  ap- 
, propriate  check  marks  and  signs  the  card  in  the  presence  of 
I two  witnesses  who  also  sign  it.  Such  a card,  properly  ex- 
ecuted, in  the  possession  of  the  person  is  legal  authorization 
for  the  physician  or  institution  to  proceed  to  carry  out  the 
wishes  specified  on  the  card.  The  person  must  be  21  or 
' older  to  fill  out  the  card  legally  but  there  is  an  additional 
j mechanism  providing  for  gifts  of  younger  persons. 

The  potential  for  serving  the  greatest  good  occurs  when 
the  donor  makes  an  unrestricted  gift  of  the  whole  body — 
when  the  donor  designates  on  the  card  that  any  needed 
j organs  or  parts  may  be  used  or  that  the  entire  body  may  be 


used  for  anatomical  study  if  needed.  That  means  checking 
items  "a”  and  “c”  on  the  donor  card  and  writing  “none” 
after  "limitations  or  special  wishes,  if  any.” 

If  there  is  a subjective  barrier  preventing  the  donor  from 
making  an  unrestricted  whole  body  gift,  the  donor  does 
have  the  right  to  designate  that  only  needed  organs  or  parts 
be  used  or  that  only  a specified  organ  or  part  be  used.  The 
donor  also  can  specify  that  the  part  or  parts  be  used  only  by 
a particular  person  or  institution  for  a designated  purpose. 

For  example,  a person  may  donate  only  his  kidneys  to  a 
specified  recipient  such  as  kidney  disease  patient  “Mary 
Jones.”  This  is  the  least  desirable  of  all  types  of  donations 
for  the  obvious  reason  that  blood  and  tissue  typing  may  de- 
termine that  the  kidney  is  not  usable  by  “Mary  Jones.” 
When  the  gift  is  not  usable  by  the  specified  recipient,  the 
law  does  give  the  right  to  the  attending  physician  to  deter- 
mine the  destiny  of  the  donated  kidney.  That  right  for  the 
attending  physician  also  applies  if  the  designated  recipient 
dies  prior  to  the  time  the  donation  becomes  available.  In 
another  example,  the  donor  may  give  his  kidneys  without 
designating  a specific  recipient  in  which  case  they  would  be 
available  to  anyone  that  meets  the  twin  requirements  of 
compatability  and  availability. 

Or,  the  donor  may  give  his  kidneys  to  a particular 
physician  or  a particular  institution  in  which  case  it  would 
be  the  responsibility  of  the  physician  or  institution  to  deter- 
mine how  and  under  what  circumstances  the  gift  is  to  be 
used.  The  law  does  not  require  that  the  gift  be  accepted. 

Donor  Not  Limited 

There  is  almost  unlimited  flexibility  for  the  donor  but  the 
step  that  should  be  urged  to  meet  the  greatest  potential  need 
should  be  unrestricted  gifts  of  the  entire  body.  With  such 
unrestricted  gifts,  if  there  is  a need  for  a kidney  for 
transplant,  it  could  be  used  for  that  purpose.  Any  other 
organs  or  parts  could  be  used  to  meet  any  existing  need  at 
the  time  of  the  donor’s  death.  Various  body  parts  could  be 
used  for  medical  research  or  teaching  purposes  if  that  need 
is  the  greatest  at  the  time  of  death.  The  entire  body  may  be 
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Informed  physicians  may  have  a number  of  oppor- 
tunities to  help  meet  current  critical  needs  for  whole 
bodies  and  body  parts.  The  opportunities  may  occur 
with  any  aging  person,  particularly  nursing  home  res- 
idents, or  with  fatally  injured  or  terminally  ill  patients 
who  had  not  previously  considered  the  possibility  of 
making  an  anatomical  gift. 

The  opportunity  to  serve  others  after  death  through 
an  anatomical  gift  often  is  especially  appealing  to  an 
aging  person. 

When  the  patient  is  conscious  and  mentally  compe- 
tent to  signify  his  desire  to  sign  a Uniform  Donor  card, 
it  may  be  done  in  the  presence  of  the  required  two  wit- 
nesses. The  card  becomes  valid  if  it  is  signed  at  least 
15  days  prior  to  the  date  of  death.  Even  if  the  patient  is 
physically  unable  to  sign  but  can  signify  his  desire  to 
do  so,  the  document  may  be  signed  for  him  by  another 
at  his  direction  and  in  his  presence  with  the  added 
presence  of  the  required  two  witnesses  who  also  must 
sign. 

The  law  also  provides  that  relatives  of  the  patient 
may  donate  the  patient’s  body  or  body  parts  “immedi- 
ately pr<ior  to”  or  after  death.  Attorneys  fee!  that  such 
a gift  made  not  more  than  twenty-four  hours  prior  to 
death  will  fall  within  the  “immediately  prior  to”  in- 
terpretation. Samples  of  a special  form  for  such  in- 
stances are  available  from  the  Pennsylvania  Medical 
Society.  The  law  sets  up  a specific  priority  for  rela- 
tives who  may  make  such  gifts  on  behalf  of  the  pa- 
tient. Such  gifts  may  be  made  only  in  the  absence  of 
any  notice  of  contrary  indications  by  the  patient  or  by 
relatives  of  the  same  or  higher  priority.  The  priority 
order  established  by  the  law  is  as  follows: 

One,  the  spouse.  Two,  an  adult  son  or  daughter. 
Three,  either  parent.  Four,  an  adult  brother  or  sister. 
Five,  a guardian  of  the  person.  Six,  any  other  person 
authorized  or  under  obligation  to  dispose  of  the  body. 

In  other  words,  if  the  patient  is  married,  the  gift  may 
be  made  by  the  spouse  or,  if  the  spouse  cannot  be 
contacted  with  a reasonabie  effort,  by  an  adult  son  or 
daughter,  etc.  In  the  case  of  an  unmarried  minor,  the 
gift  may  be  made  by  either  parent  provided  that  the 
other  parent  does  not  object,  or,  if  a reasonable  effort 


fails  to  reach  either  parent,  the  gift  may  be  made  by 
an  adult  brother  or  sister  provided  there  is  no  actual 
notice  of  contrary  indications  by  other  reachable 
brothers  or  sisters. 

If  you  are  called  to  treat  an  accident  victim  with  in- 
juries so  critical  as  to  make  death  inevitable,  it  may 
be  possible  to  explain  the  need  for  anatomical  gifts  to 
the  “highest  priority”  relative  who  can  be  reached  so 
that  signing  a special  donation  form  on  behalf  of  the 
patient  might  be  considered.  If  such  permission  is  ob- 
tained prior  to  death,  and  the  patient  has  viable 
organs  that  are  needed  for  transplant,  a call  to  the 
nearest  center  with  transplant  capabilities  should 
provide  the  necessary  instructions. 

With  a terminal  disease  patient,  how  you  approach 
the  subject  will  be  determined  by  your  knowledge  of 
the  patient  and  family. 

In  today’s  legal  atmosphere,  physicians  may  be 
worried  about  civil  suits  when  they  act  in  connection 
with  the  Uniform  Anatomical  Gift  Act.  There  is  vir-  s 
tually  no  need  for  any  such  worry.  A paragraph  in  the  I 
act  reads  as  follows:  | 

“Any  person  who  acts  in  good  faith  in  accord  with  \ 
the  terms  of  this  act  or  with  the  anatomical  gift  laws  of  i 
another  state  or  a foreign  country  is  not  liable  for  | 
damages  in  any  civil  action  or  subject  to  prosecution  ] 
in  a criminal  proceeding  for  his  act.”  ] 

That  provides  blanket  protection  as  long  as  the 
person  “who  acts  in  good  faith”  has  a reasonable 
knowledge  of  the  Uniform  Anatomical  Gift  Act  itself. 

Younger  persons  are  less  inclined  to  act  in 
response  to  the  need  for  anatomical  material  because 
the  time  of  death  seems  far  distant  but  a pool  of  such 
persons  with  valid  donor  cards  would  be  a decided 
medical  science  asset.  Obviously,  one  of  the  most 
desirable  sources  of  viable  body  parts  is  the  young 
accident  victim. 

The  law  says  that  a person  under  the  age  of  21  is 
not  eligible  to  dispose  of  his  or  her  own  body  but  if  the 
person  and  spouse  are  both  under  the  age  of  21,  the 
body  or  body  parts  of  either  may  be  donated  by  the 
spouse  “immediately  prior  to”  or  after  death.  Presum- 
ably, this  would  hold  true  even  if  the  husband  and  wife 
were  both  only  14  or  15  years  old. 


taken  to  a medical  school  for  anatomical  teaching  if  such  is 
the  prevailing  need. 

An  unrestricted  whole  body  gift,  therefore,  has  all  of  the 
advantages  of  a specified  organ  or  parts  gift  with  none  of 
the  disadvantages  and  it  has  a whole  series  of  advantages 
that  are  not  possible  with  a restricted  gift. 

Who  Can  be  Recipient? 

The  Law  says  that  any  of  the  following  may  be  the  recipi- 
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ents  of  gifts  of  bodies  or  parts  of  bodies  "for  medical  or  | 
dental  education,  research,  advancement  of  medical  or 
dental  science,  therapy  or  transplantation:” 

The  Anatomical  Board;  any  accredited  medical  or  dental  ; 
school,  college  or  university;  any  body  parts  bank  or  storage  I 
facilities;  any  hospital,  surgeon  or  physician;  any  specified 
individual  for  therapy  or  transplantation  needed  by  him  or 
her. 

When  the  gift  is  made  to  a specified  recipient,  a copy  of 
PENNSYLVANIA  MEDICINE 


The  essential  information  in  this  article  is 
being  made  available  to  the  profession  in  leaf- 
let form  by  the  Educational  and  Scientific  Trust 
of  the  .Pennsylvania  Medical  Society.  Copies 
can  be  obtained  from  the  Trust  at  20  Erford 
Road,  Lemoyne,  Pennsylvania  17043. 


the  gift  document  should  be  delivered  to  the  recipient  as 
soon  as  it  is  filled  out  to  expedite  the  appropriate  prepara- 
tions. However,  failure  to  send  such  a copy  does  not  invali- 
date the  gift. 

Human  nature  being  what  it  is,  it  is  quite  probable  that  a 
number  of  donors  will  choose  to  show  the  esteem  in  which 
they  hold  their  physician  by  designating  their  physician  as 
the  recipient  of  their  gift. 

Even  in  instances  where  the  body  or  body  part  gift  has 
been  made  to  a specific  recipient,  if  the  specific  recipient  is 
not  available  at  the  time  and  place  of  death,  the  law 
provides  that  the  attending  physician — in  the  absence  of 
any  expressed  indication  that  the  donor  desired  otherwise — 
may  accept  the  gift  and  act  as  the  agent  in  deciding  the  use 
of  that  gift.  The  physician  acting  as  such  an  agent  is  not 
allowed  to  participate  in  any  procedures  for  removing  or 
transplanting  a part. 

Provides  Flexibility 

In  the  same  interest  of  flexibility,  even  if  the  donor  has 
designated  a specific  physician  to  carry  out  the  specified 
procedures,  in  the  absence  of  that  physician  the  person  au- 
thorized to  accept  the  gift  may  employ  or  authorize  any 
physician  to  perform  the  designated  procedure. 

The  act  also  provides  that  the  time  of  death  should  be  de- 
termined by  the  physician  attending  the  donor  at  his  death, 
or,  if  none,  the  physician  who  certifies  the  death.  Then  it 
further  provides  that  the  physician  who  certifies  the  death 
or  any  of  his  professional  partners  or  associates  "shall  not 
participate  in  procedures  for  removing  or  transplanting  a 
part.”  This  section  obviously  is  designed  to  divide  the  certif- 
ication of  death  responsibility  from  any  transplantation 
procedure  to  make  it  as  unlikely  as  possible  that  questions 
could  occur  about  the  propriety  of  the  starting  time  of  such 
procedures. 


Transplantation  Procedure  Difficult 

Unless  the  status  of  transplantation  science  changes 
dramatically,  it  would  be  impossible  to  utilize  the  gift  of 
any  major  body  organ  unless  the  donor’s  wishes  were 
known  sometime  prior  to  death  so  that  a series  of  essential 
steps  could  have  been  taken  prior  to  the  moment  when 
death  is  declared  to  have  occurred.  To  use  a kidney,  op- 
timum use  is  almost  entirely  restricted  to  those  who  die  in  a 
hospital,  regardless  of  the  cause,  and  in  a hospital  where 
transplant  teams  and  the  recipient  are  located.  Perfusion 
techniques  for  transporting  kidneys  for  transplant  are  ad- 
vancing, but  at  this  time  are  still  a second-best  choice.  Cer- 
tain medical  criteria  also  must  be  fulfilled  at  the  present 


time.  For  a suitable  kidney  donation,  these  generally 
include  in  the  donor  an  age  less  than  65;  no  previous 
diabetes  or  significant  hypertension;  no  current  bacteremia 
or  septicemia;  no  systemic  cancer;  normal  BUN  serum 
creatinine  and  urine  analysis  except  terminal  alterations.  A 
urine  culture  to  establish  the  absence  of  pathogenic  organ- 
isms also  is  desirable  and  the  ABO  blood  group  of  the  po- 
tential donor  must  be  known.  Arrangements  must  be  made 
to  procure  a blood  sample  from  the  potential  donor  for 
tissue  typing.  This  latter  procedure  alone,  plus  the  time  to 
match  the  potential  donor  to  the  best  possible  recipient, 
takes  about  three  hours  in  addition  to  the  time  required  to 
obtain  the  samples  and  return  them  to  the  typing  laborato- 
ry. The  circumstances  of  death  itself  must  be  favorable, 
such  as  the  sudden  failure  of  a single  organ  in  an  otherwise 


UNIFORM  DONOR  CARD 
OF 

Print  or  Type  name  of  donor 

In  the  hope  that  I may  help  others,  I hereby  make  this 
anatomical  gift,  if  medically  acceptable,  to  take  effect 
upon  my  death.  The  words  and  marks  below  indicate  my 
desires. 

I give:  (a) ' any  needed  organs  or  parts 

(b) only  the  following  organs  or  parts 


Specify  the  organ{s)  or  part(s) 
for  the  purposes  of  transplantation,  therapy,  medical 
research  or  education; 

(ci  my  body  for  anatomical  study  if  needed. 

Limitations  or  special 

wishes,  if  any:.^ 

FOLD 


Signed  by  the  donor  and  the  following  two  witnesses  in 
the  presence  of  each  other. 

Signature  of  Donor 

Date  of  Birth  of  Donor 

Date  Signed 

City  & State 

Witness 

Witness 

This  is  a legal  document  under  the  Uniform  Anatomical 
Gift  Act  or  similar  laws. 


For  further  information  consult 
Humanity  Gifts  Center 
Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Pa.  17043 
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healthy  person.  It  may  be  a patient  with  a severe  head  inju- 
ry caused  by  an  accident,  or  a patient  with  a brain  hemor- 
rhage or  a brain  tumor.  If  the  potential  donor  is  not  a pa- 
tient in  a center  with  transplant  capability,  or  is  not  in  a 
position  to  be  removed  to  such  a center  prior  to  death,  the 
donation  is  of  questionable  value  at  the  present  time.  With 
the  time  involved  even  under  optimum  circumstances,  it  is 
apparent  that  many  potential  organ  donors  who  live  outside 
of  major  medical  metropolitan  areas  stand  a small  chance 
under  current  circumstances  of  ever  having  their  donations 
serve  their  intended  purpose. 

Questions  to  Expect 

Here  are  some  of  the  questions  patients  are  most  likely  to 
ask,  and  the  answers  to  the  questions  (most  of  the  same 
questions  and  answers  also  appear  in  the  patient  informa- 
tion leaflet): 

Where  do  / get  a donor  card? 

They  are  available  free  from  the  Humanity  Gifts  Center 
of  the  Pennsylvania  Medical  Society,  Lemoyne,  Pennsyl- 
vania 1 7043. 

How  do  / make  an  anatomical  gift? 

All  that  the  donor  does  is  fill  out  the  Uniform  Donor 
Card  and  follow  the  directions  on  that  card.  The  properly 
filled  out  card  is  a legal  document  in  Pennsylvania  and  all 
other  states  that  have  passed  the  Uniform  Anatomical  Gift 
Act.  At  the  present  time,  48  of  the  50  states  have  passed  the 
Act.  The  greatest  potential  for  good  occurs  when  the  donor 
checks  items  “a”  and  "c”  and  does  not  list  any  limitations. 

In  addition  to  the  unrestricted  gift  of  an  entire  body  to 
medical  science,  the  donor  also  may  give  any  specified  body 
organs  or  parts  if  he  or  she  so  chooses  to  restrict  the  gift.  In 
such  restricted  gifts,  if  the  specified  organs  or  parts  are  ac- 
ceptable at  the  time  of  the  donor’s  death,  they  are  removed 
and  the  body  then  is  returned  to  the  next  of  kin. 

May  / make  an  anatomical  gift  and  still  have  funeral 
services? 

Yes.  When  only  specified  body  parts  are  donated,  the 
parts  are  removed  if  acceptable  and  after  the  body  is  re- 
turned to  the  next  of  kin,  funeral  and  burial  services  can  be 
held  as  usual.  Even  in  instances  where  the  entire  body  is  an 
unrestricted  gift,  the  body  may  be  made  available  for  funer- 
al services  if  the  surviving  spouse  or  next  of  kin  so  requests 
and  the  donor  has  not  specified  otherwise.  In  such  in- 
stances, the  necessary  embalming  can  decrease  the  useful- 
ness of  the  gift  to  medical  science. 

With  unrestricted  gifts  that  do  not  entail  the  request  that 
the  body  be  made  available  for  services,  the  Registry  (Ana- 
tomical Board)  holds  a burial  service  after  the  body  has 
served  its  medical  transplant,  research  and/or  educational 
purposes.  The  remains  are  cremated  and  the  ashes  are  in- 
terred with  others  in  a marked  grave  in  one  of  the  Board’s 
burial  plots  and  services  are  conducted  by  a minister. 

In  some  instances,  if  the  family  or  donor  has  a strong 
desire  that  the  remains  be  buried  in  the  family  plot,  it 
should  be  possible  for  the  particular  institution  involved  to 
comply. 

What  costs  are  involved? 

No  costs  are  involved  when  the  entire  body  is  donated 
without  restrictions.  The  Registry  assumes  the  expenses  in- 
volved in  taking  the  body  from  the  place  of  death  to  the  ap- 
propriate institution,  provided  that  death  occurs  in  Pennsyl- 


vania. The  Registry  also  assumes  the  cost  of  cremation, 
burial  of  the  ashes  and  of  the  services  that  are  held  with  1 
burial.  The  Registry  keeps  a record  of  the  names  of  all  { 
donors  willing  their  bodies  in  this  way  and  the  number  of  I 
the  grave  in  which  the  ashes  are  interred.  Although  the  act  | 
gives  the  Registry  the  right  to  refuse  a gift,  officials  say  that  j 
the  shortage  is  so  great  as  to  make  virtually  all  gifts  accept-  |i 
able  at  the  present  time.  Thus,  although  freedom  from  any  ij 
costs  when  an  entire  body  is  donated  is  not  guaranteed  by  ^ 
law,  it  currently  is  assured  by  the  Registry  so  that  no  bud-  j 
geting  for  funeral  expenses  should  be  necessary.  I 

In  the  case  of  restricted  gifts  where  only  a specified  body 
part  or  parts  are  donated,  the  parts  are  removed  when  ac- 
ceptable and  the  body  is  returned  to  the  next  of  kin  and  the 
estate  of  the  deceased  is  responsible  for  the  charges  involved 
in  normal  funeral  and  burial  arrangements. 

Who  may  donate? 

Anyone  aged  21  or  over  may  be  a donor  simply  by  fol- 
lowing the  instructions  on  and  properly  filling  out  a Uni- 
form Donor  Card.  If  the  person  is  under  the  age  of  21,  the 
spouse  or  parents  may  donate  a minor’s  body  or  parts  "im- 
mediately prior  to”  or  after  death.  A special  form  for  this 
type  of  donation  is  available  from  the  State  Society. 

Should  my  donation  be  a part  of  my  will? 

The  same  basic  information  on  the  donor  card  may  be 
made  a part  of  the  donor’s  will  but  this  is  not  necessary 
because  the  card  properly  filled  out  is  a legal  document 
under  the  Gift  Act. 

Funeral  Services  Complicate 

In  the  questions  and  answers,  it  was  noted  that  the  next 
of  kin  can  require  that  the  body  be  made  available  for  fu- 
neral services  prior  to  its  release  to  a medical  institution, 
provided  that  the  donor  has  not  specified  otherwise.  This 
requirement  resulted  from  pressures  from  the  state’s  organi- 
zation of  funeral  directors.  Generally,  that  organization  has 
been  quite  concerned  about  the  Uniform  Anatomical  Gift 
Act  in  that  it  allows  the  donor  to  choose  to  bypass  the 
normal  funeral  and  burial  arrangements,  ceremonies  and 
expenses. 

To  many  prospective  donors,  the  opportunity  to  avoid 
budgeting  for  such  expenses  is  a decided  impetus  to  unres- 
tricted whole  body  gifts. 

Although  an  individual  may  designate  a specific  medical 
school  as  a recipient  of  his  whole  body  gift,  the  gift  will  not 
totally  increase  the  supply  of  bodies  for  teaching  and 
research  purposes  at  that  institution.  The  Registry  es- 
tablishes a distribution  ratio  and  quota  for  each  of  the 
schools  and  a gift  to  a specific  institution  does  not  increase 
the  quota  for  the  institution.  The  donor  can  have  the  satis- 
faction of  knowing  that  his  body  was  used  by  the  medical 
school  of  his  choice. 

If  you  have  questions  that  have  not  been  answered, 
hopefully  you  can  obtain  answers  by  writing  to  the  Gifts 
Center  at  the  Pennsylvania  Medical  Society  or,  generally,  to 
the  Departments  of  Anatomy  at  any  of  the  medical  schools. 

The  Gifts  Center  role  of  the  State  Society  is  intended  to 
be  a temporary  one  until  legislation  can  be  designed,  in- 
troduced and  passed  to  assign  to  a properly  funded  state 
agency,  probably  a redefined  Registry  or  Anatomical 
Board — the  responsibility  for  receiving  and  disseminating 
both  whole  bodies  and  body  parts.  □ 
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cancer  forunn 


Radiation  Therapy  of  Cancer 


Modification 


Response 


We  continue  the  survey  of  the  radia- 
tion therapy  of  cancer  as  presented  by 
Rubin  and  Poulter  of  the  University  of 
Rochester.  The  aims  of  radiation  thera- 
py are  either  curative  or  palliative.  We 
must  recognize  that  radiating  for  cure  is 
a major  procedure  comparable  to  major 
surgery.  Like  surgery  it  can  be  debili- 
tating and  produce  morbidity.  Con- 
tinuing the  parallel,  for  best  results  the 
patient  should  be  brought  to  the  best 
possible  condition  by  general  suppor- 
tive measures,  good  nutrition  and  a sat- 
isfactory blood  picture.  With  these 
measures  the  patient  will  usually  toler- 
ate the  course  of  therapy. 

The  aims  of  palliative  therapy  are 
primarily  to  improve  the  quality  of  sur- 
vival. Elimination  of  symptoms  or 
relief  of  distressing  symptoms  are  valid 
aims  even  though  survival  may  not  be 
prolonged.  Although  usually  lower  dos- 
age is  employed,  palliation  may  some- 
times require  curative  levels.  Therapy 
must  be  judiciously  administered  and 
must  not  be  debilitating  in  itself  or 
produce  complications  that  are  worse 
than  the  disease.  Like  other  modalities, 
radiotherapy  has  contraindications. 
Treating  symptoms  without  objective 
findings  is  the  first,  and  psychological 
use  of  radiotherapy  is  the  second. 

The  particular  response  of  a tissue 
evoked  by  radiation  depends  on  a vari- 
ety of  factors  or  modifiers.  The  four 
main  ones  are  physical,  chemical, 
biochemical  and  biologic.  The  physical 
modifiers  are  the  radium  or  the  radia- 
tion sources  used.  The  major  advance 
in  the  past  ten  years  has  been  the  use  of 
the  cobalt  theratron  and  the  linear  ac- 
celerator; as  well  as  the  betatron  and 


other  megavoltage  generators.  With 
these  it  has  been  possible  to  deliver 
greater  dosage  to  the  tumor  while  the 
diminished  side  scatter  spared  the  skin 
and  other  normal  tissues.  More  uni- 
form dosage  has  been  possible  since 
there  is  little  or  no  differential  absorp- 
tion by  bone.  Another  physical  modifi- 
er has  been  the  use  of  the  neutron  or 
alpha-particle  beam.  These  produce  in- 
tensive biologic  effects  and  overcome 
the  unfavorable  effects  of  tumor 
hypoxia. 

Chemical  modifiers  can  be  divided 
into  oxidizing  or  reducing  agents  and 
are  chiefly  concerned  with  oxygen  ten- 
sion in  the  tumor  and  surrounding 
tissues.  It  is  well  known  that  neoplastic 
cells  can  survive  and  reproduce  in  a 
state  of  hypoxia  and  that  they  become 
more  vulnerable  to  the  effects  of  radia- 
tion if  their  oxygen  milieu  is  increased. 
The  methods  used  to  accomplish  this 
are  hyperbaric  oxygen  breathing  and 
hydrogen  peroxide  perfusion.  Equally 
important  are  maintaining  the  patient’s 
hemoglobin  at  12  grams  in  order  to 
avoid  tumor  anoxias  contributed  by  an 
anemia. 

Biochemical  modifiers  are  agents 
such  as  5-FU,  methotrexate  and  ac- 
tinomycin  D.  They  are  effective  in  sen- 
sitizing tumor  cells  to  make  them  more 
responsive  to  radiation.  Cooperative 
studies  are  being  carried  out  in  various 
centers. 

Biologic  modifiers  are  the  vitamins 
and  antibiotics  which,  by  mechanisms 
as  yet  unknown,  exert  a canceristatic  ef- 
fect. Vitamin  K,  Vitamin  B 12,  Ac- 
tinomycin  D and  Procarbazine  are 
under  study. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Vascular  Emergencies 


David  Naide,  M.D.,  Division  of 
Vascular  Diseases,  Graduate  Hospital 
of  the  University  of  Pennsylvania, 
Philadelphia,  is  questioned  by  William 
G.  Leaman,  Jr.,  M.D. 


Does  deep  thrombophlebitis  represent 
an  urgent  situation? 

If  untreated,  the  thrombus  in  a deep 
vein  may  extend.  Also  there  is  a greater 
risk  of  the  thrombus  breaking  loose  and 
producing  pulmonary  embolization.  To 
avert  these  problems,  the  patient  should 
be  hospitalized  and  placed  on  heparin 
therapy.  Heparin  should  be  given  by 
the  intermittent,  intravenous  route,  the 
"average”  dose  being  6000  units  every 
six  hours.  • “ 

If  the  patient  presents  with  chest  pain, 
dyspnea,  hemoptysis,  in  addition  to 
pain  and  swelling  in  the  calf,  what  is  the 
treatment? 

This  sounds  like  the  classic  picture  of 
pulmonary  embolus  with  infarction. 
Studies  will  help  confirm  the  diagnosis. 
The  patient  should,  of  course,  be  hospi- 
talized and  placed  on  intravenous 
heparin  therapy  in  relatively  large 
doses.  A dose  of  6000  units  every  four 
hours  or  8000  units  every  six  hours 
would  not  be  too  much  initially.  Some 
physicians  recommend  even  higher 
doses.  Recent  studies  indicate  that 
fibrinolytic  therapy  with  Urokinase  or 
Streptokinase  may  prove  helpful  in  the 
resolution  of  pulmonary  emboli,  but 
these  drugs  are  not  readily  available  as 
yet.  In  critical  cases,  emergency  pulmo- 
nary angiography  should  be  done  with  a 
view  toward  immediate  pulmonary 
embolectomy. 

What  about  tbe  patient  who,  while  con- 
fined to  bed  after  hip  surgery,  develops 
sudden,  vague  chest  discomfort, 
perhaps  associated  with  a weak  feeling? 


This  is  highly  suspicious  of  pulmo- 
nary embolization  and  should  receive 
prompt  attention.  Although  the  signs 
and  symptoms  are  less  classic,  this  is 
probably  a more  common  type  of 
presentation  and  requires  equally 
prompt  treatment.  A lung  scan  might 
help  to  establish  the  diagnosis,  but, 
even  with  a negative  study,  we  would 
favor  anticoagulant  therapy.  Heparin  is 
started  to  prevent  another  pulmonary 
embolus  and  to  help  with  resolution  of 
the  episode  already  present.  Inciden- 
tally, many  of  us  in  some  cases  favor 
prophylactic  therapy  with  heparin  or 
Coumadin  in  high  risk  patients. 

How  important  is  a small,  open  lesion 
on  the  toe  of  an  ischemic  foot? 

We  view  this  as  an  emergency.  Many 
fail  to  recognize  that  the  tiny,  ischemic 
lesion  may  be  a forerunner  of  frank 
gangrene  and  lead  to  the  loss  of  a limb. 
If  these  early  ischemic  lesions  are 
promptly  treated  before  they  extend, 
then  gangrene  may  be  avoided  and 
fewer  amputations  will  be  necessary. 

How  do  you  treat  these  early  ischemic 
lesions? 

Treatment  here  includes  systemic  an- 
tibiotics, vasodilator  drus,  cleaning  of 
the  lesion,  lukewarm  soaks,  followed  by 
an  antibiotic  ointment  or  powder  sever- 
al times  a day.  Rest  in  bed  or  chair  and 
a warm  environment  are  also  indicated. 
In  some  situations  arterial  reconstruc- 
tive surgery  and/or  lumbar  sympathec- 
tomy become  a necessity,  especially  in 
the  presence  of  a steadily  worsening 
lesion.  Even  more  important  than  the 
above  measures  is  routine  foot  care  to 
prevent  the  initial  break  in  the  skin. 
This  involves  education  of  the  patient 
who  has  peripheral  ischemia  to  avoid 
unnecessary  trauma  to  the  feet.  They 
must  take  extreme  care  in  trimming 
toe  nails  and  avoid  placing  the  feet  in 
very  cold  or  very  hot  water.  They 


should  not  walk  barefoot,  and  should 
consult  their  physician  at  the  first  sign 
of  an  area  of  discoloration  or  break- 
down of  the  skin  of  the  feet. 

What  should  be  done  for  the  patient 
who  has  sudden  ischemia  of  an  ex- 
tremity? 

This  is  usually  the  result  of  throm- 
bosis in  a diseased  artery,  or  it  may  be 
caused  by  an  embolic  occlusion.  In 
any  event,  the  situation  requires  imme- 
diate attention.  A sympathetic  block, 
such  as  an  epidural  block,  should  be 
performed.  This  may  prevent  vaso- 
spasm until  something  more  definite 
can  be  undertaken.  If  the  acute  arterial 
occlusion  follows  an  embolus,  embo- 
lectomy should  be  performed,  using 
Fogarty  catheters.  Arteriography 
should  be  carried  out  to  determine  the 
extent  of  underlying  atherosclerotic 
disease.  Then  the  vascular  surgeon  will 
be  better  prepared  to  plan  the  correct 
procedure. 

What  other  vascular  emergencies  do 
you  encounter? 

Ruptured  abdominal  aneurysms  run 
a high  mortality,-  even  in  the  best 
centers,  and  require  immediate  sur- 
gical intervention.  An  acute  dissecting 
aneurysm  also  requires  meticulous 
management  to  bring  about  survival  of 
the  patient.  So-called  hypotensive  drug 
therapy  should  be  instituted  as  soon  as 
possible.  When  the  patient  is  stabi- 
lized, an  aortogram  is  done  to  demon- 
strate the  start  and  extent  of  the  dissec- 
tion. Then  surgery  is  considered,  if 
feasible. 

William  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Car- 
diology, American  Heart  Association, 
edited  this  Brief  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 


92 


PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


continuing  education 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  6 weeks;  6 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
Sayre;  July  20,  1971— May  23,  1972 
Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1 hr,  per  day;  1 day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  & Communi- 
ty Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 
i Philadelphia;  March  3 - April  7,  1972 

AMA  — Gastroenterology  Seminar  (Basic  Con- 
( cepts  in  the  Modern  Diagnosis  & Management);  at 
f Hahnemann;  SVi  hrs.  per  day;  1 day  per  week;  6 
\ weeks;  21  hrs.  AAGP  credit  requested;  fee  = $60. 

I Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
i Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 

II  19102. 


! GENERAL  MEDICINE 

I Abington  Memorial  Hospital;  January  20 — March 

■ 21,1972 

Endocrine  Problems  in  Family  Practice;  by 
[ Montgomery  County  Academy  of  Family  Practice; 
I hrs.  ea.  day;  1 day  ea.  week;  10  weeks;  25  hrs. 
]'  AAGP  credit  requested;  max.  enrollment  = 30; 

■ fee  = $25.  Contact  William  H.  Mahood,  Dir.  of 
i Post-Graduate  Education,  Abington  Memorial 
j Hosp.,  1200  York  Rd.,  Abington  19001. 


1 Allentown  Hospital;  September  9,  1971  - June  8, 

! 1972 

I AMA  — A Program  of  Continuing  Medical  Edu- 
t cation;  by  Jefferson  and  Penn  State;  1 day  ea. 
[ mo.;  3 hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
' fee  = none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  2 days  ea. 
mo.;  2 hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc,  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1 day  ea.  mo.;  3 hrs.  per  day;  AAGP  credit 
approved;  fee  = none.  Contact  John  H,  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  - May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  Generai  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medicai  Society 

Hahnemann — Hahnemann  Medicai  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsyivania  Schooi 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced, Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Chester;  September  7,  1971 — May  23,  1972 

AMA — Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs,  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  1 9102. 


Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1 hr.  a day;  1 
day  per  mo;  9 hrs.  AAGP  credit  requested.  Con- 
tact John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv- 
ices, Coatesville  VA  Hosp.,  Coatesville  19320, 


DuBois  Hospital;  February  10  - April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  - April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  M.C.  of  Pa.;  at  General  Hosp, 
of  Monroe  County;  3 hrs.  per  day;  1 day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  PMS  (Continuing  Education),  20 
Erford  Rd,,  Lemoyne  17043, 


Easton  Hospital,  September  15,  1971  - June  21, 
1972 

AMA — What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IVz  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971 -May  12,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; at  St,  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3 hrs.  per  day;  1 day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  1 9107, 


Gettysburg;  January  19  - April  19,  1972 
Current  Medical  and  Surgical  Concepts  (A 


Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat- 
ing Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  - May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Hazleton  State  General  Hospital;  September  1 - 
June  1 

AMA  (required  credit)  — A Program  of  Con- 
tinuing Medical  Education;  by  U.  of  Pa.;  I’/z  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson, 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Johnstown;  September  23,  1971  - March  9,  1972 
AMA  — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Memorial  Hosp.;  by  Jef- 
ferson and  Penn  State;  7 sessions;  2 hrs.  AAGP 
credit  approved  for  ea.  session.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 


Lancaster  General  Hosp.;  September  7,  1971  - May 
30,  1972 

Continuing  Education  Program;  1 day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested;  fee 
= none.  Contact  John  H.  Esbenshade,  Jr..  M.D,. 
Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  - May  25,  1972 

AMA  — Continuing  Education  Program;  by  Hah- 
nemann; 2 hrs.  per  day;  1 day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir,,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon;  November  3,  1971  - May  2,  1972 
AMA  — A Continuing  Medical  Education  Pro- 
gram; by  Jefferson  and  Penn  State;  at  Quentin 
Riding  Academy;  1 day  every-other  mo.;  2 hrs.  per 
day;  8 hrs.  AAGP  credit  requested;  fee  = none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lewistown  Hospital;  February  9 - April  12,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP; 
every  Wed.;  30  hrs.  AAGP  credit  requested;  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043, 


Lock  Haven  Hospital;  December  15,  1971  - April 
19,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  1 7043. 


Meadville;  September  1,  1971  - May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs,  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  1 , 1971  - May  3,  1972 
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Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1 day  ea.  mo.;  2 hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  = none.  Con- 
tact John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Brpad  St.,  Philadelphia  19143. 


Philadelphia;  January  4 - May  16,  1972 

AMA  — Current  Tppics  pf  Interest  to  the  Family 
Physician;  at  Jefferson;  2 hrs.  per  day;  1 day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  = $150.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  - June  22,  1972 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  secpnd  and 
third  Thurs.  ea.  mo.  except  July;  1 hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  = 30;  fee 
= none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St.,  Pitts- 
burgh 15201. 


Pittsburgh;  September  2,  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  = $50  for  ea.  10-week  series.  Con- 
tact Paul  W.  Dishart,  M.D,,  D.M.E..  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  Octpber  17,  1971  - March  19,  1972 
AMA  — Workshops  in  Medicine;  at  Western 
Pennsylvania  Hospital;  6 AAGP  credit  hrs.  fcr  ea. 
course  — 6 in  series;  fee  = $20  ea.  course  (no 
fee  for  residents,  interns  and  medical  students), 
luncheon  included.  Contact  Postgraduate  Educa- 
tion Secretary,  House  Staff  Office,  Western  Penn- 
sylvania Hosp.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 


Pittsburgh;  October  21 , 1 971  - June  1 , 1972 

Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1 day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  = $10  per  ses- 
sion ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ..  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  - June  23,  1S72 

Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  fee  = none.  Contacf  Paul 
W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  15201. 


Pittsburgh,  January  12  - March  29.  1972 
AMA  — Seminars  in  Patient  Care;  by  Pitt;  at 
Staunton  Clinic;  2 hrs.  per  day;  1 day  per  week;  13 
weeks;  26  hrs.  AAGP  credit  approved;  fee  = $100. 
Contact  Rex  A.  Pittenger,  M.D..  Chief.  Staunton 
Clinic,  3601  Fifth  Ave.  Pittsburgh  15213. 


Pottsville  Hospital;  September  2,  1971  - June  1, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2 hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971  - May  23,  1972 

1971-1972  Continuing  Education  Program;  at  St. 
Joseph’s  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1 hr.  ea.  day;  8 hrs.  AAGP  credit  approved.  Con- 
tact Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph's  Hosp.,  Reading  19610. 


St.  Marys;  October  24,  1971  -Anril  23,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea,  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir,  pf  Cont, 
Educ.,  Pitt,  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
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Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening; 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo.;  9 months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath. 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Sharon  General  Hospital;  October  20,  1971  - 
March  1,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  first 
and  third  Wed.  ea.  mo.;  30  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  William 
M.  Cooper,  M.D..  Dir.  of  Cont.  Educ.,  Pitt,  Scaife 
Hall,  Pittsburgh  15213. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave., 
Somerset  1 5501 . 


Tunkhannock;  March  8 - May  10,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9 hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  - Febru- 
ary 23,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro  - November  17,  1971  - April  19,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd.,  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971  - 

March  10,  1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3 hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  = none.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


York  Hospital;  September  16,  1971  - April  27,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  Thursday 
each  week;  3 hrs.  per  day;  AAGP  credit  approved; 
30  weeks;  fee  = $50  ($10  ea.  session).  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1971  - June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 

INTERNAL  MEDICINE 

Philadelphia;  October  6,  1971  - May  31,  1972 
AMA  — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs,  ea.  day;  1 day  ea.  week;  32  weeks; 
96  hrs,  AAGP  credit  approved;  $175  fee  ($50  ea, 
sub-specialty  — Hematology  & Medical  Oncology, 
October  6 to  November  17;  Gastroenterology, 


November  24,  1971  to  February  9,  1972,  Dermatol- 
ogy & General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst,  Dir.  PG  Educ.,  Hahnemann,  230  N, 
Broad  St.,  Philadelphia  19102. 


MALIGNANT  DISEASE 
Hershey;  January  12  - April  12,  1972 

Oncology  Lecture  Series;  at  M.S.  Hershey;  by 
American  Cancer  Society  - Pa.  Div.,  Inc.;  2 hrs. 
day;  1 day  per  mo.;  8 hrs.  AAGP  credit  requested. 
Contact  Allan  Lipton,  M.D.,  Asst.  Prof,  of  Med., 
M.S.  Hershey.  500  University  Dr.,  Hershey  17033. 


Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor  . 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St,,  i- 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  13,  1971  - May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob-  !, 
ert  Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C.  I 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp.,  a 
Guthrie  Square,  Sayre  18840.  f 


NEUROLOGY 

Sayre;  August  9,  1971  - March  21,  1972 

Rotating  Specialty  Seminar/Neurology;  at  Rob- 
ert Packer  Hosp.;  1 hr,  per  day;  1 day  per  week;  9 
weeks;  9 hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp,,  Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  VA  hrs.  per  day; 
1 day  per  week;  30  weeks;  min,  enrollment  8;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401. 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Womens  Hosp.;  3V2  hrs.  per  day;  1 day  per 
week;  two  successive  Fridays;  7 hrs.  AAGP  credit 
requested;  fee  = $50.  Contacf  Marvin  C.  Rulin, 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  1 5213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971— May  22,  1972 

S-Recent  Trends  on  Ophthalomology;  1Vi  hrs. 
per  day;  1 day  per  mo.;  9 mos.  13  hrs,  total;  max, 
enrollment=  1 5;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington Memorial  Hosp,,  1200  York  Rd.,  Abington 
19001, 


Philadelphia  General  Hospital;  September  29,  J; 
1971  - May  31,  1972  | 

AMA  — Current  Concepts  in  Clinical  Phar-  ■ 
macology;  by  Hahnemann  and  American  Society  li 
for  Clinical  Pharmacology  and  Therapeutics;  3 c 
hrs.  per  day;  1 day  per  week;  35  weeks;  105  hrs.  ■'I 
AAGP  credit  requested;  fee=none.  Contact'* 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah-i4 
nemann,  230  N.  Broad  St.,  Philadelphia  19102.  J 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27,,  .’ 
1971— June  12,  1972  ji ' 

S-Seminar  in  Psychiatry;  f/z  hrs.  per  day;  2nd;J. 
and  4th  Mon.  ea.  mo.,  10  mos,;  max.  enroll-;*. 
ment=  30;  fee—  none.  Contact  William  H.  Mahood, ; «f : 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington  :,yi 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001 . '<  : 


Abington  Memorial  Hospital;  March  7 — May  9,  I ■ 
1972 

S-Marital  Therapy;  2 hrs.  per  day;  1 day  per!  ' 
week;  10  weeks;  max.  enrollment=  20;  fee  = $50.; 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate  -c 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  1 9001 . 


Danville;  September  8,  1971  - April  12,  1972 
AMA  — Psychiatry  and  (iommunity  Mental' 


PENNSYLVANIA  MEDICINE 


Health;  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  5 weeks;  12  hrs.  AAGP  credit 
requested;  fee  = $5.  Contact  Sydney  E.  Puiver, 
M.D.,  Dir.,  The  institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St,  Phiiadelphia  19139. 


Easton  Hospital:  September  27,  1971  - June  26, 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 
nemann; IVa  hrs.  per  day;  1 day  per  mo.;  9 mos.; 
13Vi  hrs.  AAGP  credit  requested;  fee==none.  Con- 
tact Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  Sf.,  Philadelphia  19102. 


PSYCHIATRY 

Harrisburg  Polyclinic  Hospital;  November  12,  1971 
- May  5,  1 972 

AMA  — Continuing  Education  Program  in  Psy- 
chiatry for  the  Clinician;  1 hr,  ea.  day;  1 day  per 
week;  20  weeks;  20  hrs.  AAGP  credit  approved; 
fee=$5.  Contact  John  M.  Hume,  M.D,,  Chief, 
Dept,  of  Psychiatry,  Harrisburg  Polyclinic  Hosp., 
Harrisburg  17105. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  I’A  hrs. 
per  day;  1 day  per  week;  31  weeks;  min.  enroll- 
ment's; fee=$100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cent.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  & Sterigero 
Sts.,  Norristown  19401. 


Norristown  State  Hospital;  January  7 - February 
18,  1972 

S ~ Management  of  Adolescent  Behavorial 
Disorders;  IVa  hrs.  per  day;  1 day  per  week;  7 
weeks;  min.  enrollment  = 8.  fee  =$30.  Contact 
John  D.  Pruitt,  M.D.,  Dir.,  Program  for  Cent.  Educ. 
for  Psychiatrists,  Norristown  State  Hosp., 
Stanbridge  & Sterigere  Sts.,  Norristown  State 
Hosp.,  Stanbridge  & Sterigere  Sts.,  Norristown 
19401. 


Norristown  State  Hospital:  March  3 - May  19,  1972 
S~  Family  Therapy  II;  I’/z  hrs.  per  day;  1 day 
per  week;  10  weeks;  min.  enrollment  = 8; 
fee  = $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Conf.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 1 9401 . 


Norristown;  (dates  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co.  Mental  Health  Clinics:  by  The  institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  12  weeks;  24  hrs.  AAGB  credit 
requested:  fee  = $25.  Contact  Sydney  E.  Puiver, 
M.D,,  Dir.,  The  Institute  of  the  Pa.  Hosp.,  111  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1971  - June  6.  1972 
S/AMA  ■—  Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  IVa  hrs.  ea.  day;  1 day 
ea.  mo.;  10  mos.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Phiiadelphia  19139. 


Philadelphia;  October  6,  1971  - February  16,  1972 
AMA  — Psychiatric  Problems  of  Children:  by 
Hahnemann:  2 hrs.  per  day;  1 day  per  week;  18 
weeks;  36  hrs.  AAGP  credit  requested;  fee  = $75. 
Contact  Paul  Jay  Fink,  M.D..  Dir.  of  Edu.  & 
Training,  Dept,  of  Mental  Health  Sciences,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


Philadelphia:  October  7,  1971  - February  17,  1972 
AMA  — Medical  Hypnosis;  at  The  Institute  of 
Pa.  Hosp.;  by  The  Institute,  PMS  and  PAGP;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  80  hrs.  AAGP 
credit  requested:  fee  = $150.  Contact  Sydney  E. 
Puiver,  M.D.,  Dir.,  The  Institute  of  the  Pa.  Hosp., 
111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  13,  1971  - May  17,  1972 
^ AMA  — Seminars  in  Psychotherapy:  Short-term. 
Crisis  & Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks  per  semi- 
nar; AAGP  credit  requested;  fe0  = $15O  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  & Training,  Dept,  of  Mental 


Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  December  2,  1971  - Aprii  20,  1972 
AMA  — New  Dimensions  in  Patient  Care;  by 
The  Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The 
institute;  2 hrs.  per  day;  1 day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested:  fee  = $100.  Contact 
Sydney  E.  Puiver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp.,  Ill  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  January  10  - March  13,  1972 
S/AMA  — Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa,;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  fee  = $100. 
Contact  Peter  B.  Bloom,  M.D..  Coordinator,  Cont. 
Educ.  for  Psychiatrists.  The  institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Phiiadelphia  19139. 


Philadelphia;  January  10  - February  14,  1972 
S/AMA  — Psychopharmacology:  by  the  Institue 
of  Pa.  Hosp.  and  U.  of  Pa.;  IVa  hrs.  per  day;  1 day 
per  week;  6 weeks:  fee=$100.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp,,  111  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  January  11  - February  29,  1972 
S/AMA  — Treating  Today's  Adolescent;  by  the 
Institute  of  Pa.  Hosp.  and  U.  of  Pa.;  IV2  hrs.  per 
day;  1 day  per  week;  8 weeks;  fee=$100.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for 
Psychiatrists,  The  Institute  of  Pa.  Hosp.,  Ill  N. 
49th  St.  Philadelphia  19139. 


Philadelphia;  March  18  - May  27,  1972 
S/AMA  — Principles  and  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.  and  The  Institute;  2 hrs.  ea.  Saturday;  10 
weeks;  fee  = $100;  max.  enrollment^  15.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator  of  Cont. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th 
St,  Philadelphia  19139. 


Philadelphia;  March  22  - May  24,  1972 
AMA  — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2 hrs.  per  day;  1 day  per  week;  10 
weeks;  AAGP  credit  requested;  fee=$75.  Contact 
Paul  Jay  Fink.  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22-May  24,  1972 

S/AMA  — Advanced  Marital  Therapy  — Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2y2  hrs.  per  day;  1 day  per  week;  10 
weeks;  fee  = $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists,  The  In- 
stitute of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971  — May  8,  1972 
Rotating  Specialty  Seminar/Psychiatry;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


ALLERGY 

February  7 - March  13,  1971;  Philadelphia  (repeat 
May  1 - June  23,  1972) 

PG/AMA  — Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann.  230  N.  Broad  St., 
Phiiadelphia  19102. 


ARTHRITIS  & RHEUMATISM 
Continuous;  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahrsemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks;  fee  = $150,  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


CARDIOVASCULAR  DISEASE 

Continuous  (2  or  3 weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics;  Car- 
diac Care  Unit;  Electrophysiology;  Vector-Elec- 
trooardiography  and-  Cardiovascular  Phar- 
macology; Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo;  Clinical  Cardiology  and  Car- 
diovascular Surgery;  at  Hahnemann;  6,  7,  8,  or  9 
hrs.  per  day;  10  or  15  days;  fee  = $300  ea.  sub- 
section. Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


March  13-15,  1972;  Philadelphia 
C/AMA  — Non-Invasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  = members  $70;  non- 
members  $110.  Contact  Miss  Carole  Mintz,  Dept, 
of  Med.  Educ.,  American  Heart  Assoc.,  44  E.  23rd 
St.,  New  York,  N.Y.  10010, 


March  16-17,  1972;  Philadelphia 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Emergency  Care  Research  In- 
stitute; by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7 hrs.  ea.  day;  fee  = $40.  Con- 
tact Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 


March  21-22,  1972;  Pittsburgh  (repeat  starting 
June  6,  1972) 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7 hrs.  per  day;  2 days; 
fee=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Soaite  Hall,  Pittsburgh  15213. 


March  13-15,  1972;  Philadelphia 
C/AMA  — Non-lnvasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  (for  Fellows)  — $60,  Con- 
tact Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri- 
can Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


Aprii  10-21,  1972;  Phiiadelphia 

C/AMA  — Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah- 
nemann; 7 hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  = $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Phiiadelphia 

C/AMA  — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs,  per  day;  3 days;  21  hrs. 
AAGP  credit  requested;  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah- 
nemann; 7,  8,  or  9 hrs.  per  day;  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir,, 
Conf.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


March  14-25,  1972;  Allentown  Hospital 
M/AMA  — A Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2 weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


February  28-March  10,  1972;  Philadelphia 

PG  — Bronchoesophagology;  at  Temple;  $350 
fee;  planned  for  chest  physicians,  thoracic  sur- 
geons, anesthesiologists  and  gastroenterologists. 
Contact  Chevalier  Jackson  Clinic,  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140, 


May  3-6,  1972;  Philadelphia 
C/AMA  — Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day;  4 days;  25 
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hrs.  AAGP  credit  approved;  fee  = $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


May  25-27,  1971 ; Pittsburgh 

AMA/C  — Critical  Care  (Acute)  Medicine:  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con- 
tinuing Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chicago,  III 
6061 1 . 


EMERGENCY  MEDICINE 

February  7-18,  1972:  Philadelphia  (repeat  May  2- 
13.  1972) 

PG/AMA  — Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8 hrs.  ea.  day;  10  days;  fee  = $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir,,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


May  5 & 6,  1972;  Harrisburg 
C — Cardiac  and  Surgical  Emergencies  As 
Seen  by  the  Emergency  Department  Physician;  by 
Pa.  Chapt.,  Amer.  College  of  Emergency  Room 
Physicians:  at  Holiday  Inn  Town.  Contact  Pa. 
Chapter  of  ACEP.  P.O.  Box  152,  Bethel  Park. 
15102. 


ENDOCRINOLOGY 
March  6-31,  1972;  Philadelphia 

PG/AMA  — Endocrinology  and  Metabolism  Tu- 
torial Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  = $350.  Contact  Frederick  K,  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

0 — Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Assoc.;  at  M.S.  Hershey;  6 hrs. 
AAGP  and  ACGP  credit  requested:  fee  = $10; 
min.  enrollment  = 20.  Contact  PMS  (PMS-POA 
Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 
Continuous:  Philadelphia 

PG/AMA  — Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D..  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @ $500;  programs 
available  in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac- 
tivities. M.C.P.,  3300  Henry  Ave.,  Philadelphia 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi- 
tals (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo. ; Washington  Hospital 

M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D..  Project  Dir,,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsubrgh  15213. 


May  4-6,  1972;  St.  Davids 
C — Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2V2  days;  15  hrs. 
AAGP  credit  approved;  fee  — $35.  Contact 

Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  1 9010. 


HEMATOLOGY 
March  27-29,  1972;  Erie 

C — Annual  Meeting,  Pa.  Association  of  Blood 
Banks;  at  Gannon  College;  16  hrs.  scientific  and 
administr3tive  program  (noon  Monday,  to  noon 
Wednesday);  fee  = members  (M.D.  or  Ph.D  ) $5, 
(technologists)  $3;  non-members  $15  and  $6.  Con- 
tact Richard  B.  Eisenberg,  M.D..  P.O.  Box  184, 
Erie  61512. 


March  20-24,  1972;  Philadelphia 

C/AMA  — Specifically  Treatable  Diseases 
(Emphasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn- 
sylvania Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  = $80,  non-members  = $1 25,  candidate 
members  and  ACP  Latin  American  Fellows  = $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

February  7 - March  3,  1972;  Philadelphia  (repeat 
April  3-28,  1972) 

PG/AMA  — Hematology  and  Medical  Oncology 
Tutorial  Oourse;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee  = $400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


NEPHROLOGY 
June  5-7,  1972;  Philadelphia 

C/AMA  — Nephrology  for  the  Practicing  Physi- 
cian; by  Hahnemann:  at  Holiday  Inn;  7 hrs.  ea. 
day;  3 days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA — Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
fee=$250);  Neuropathology;  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
fee=  $1,000);  at  Hahnemann.  Contact  Frederick  K, 
Heath,  M.D.,  Dir,,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


PEDIATRICS 
April  13,  1972;  Hershey 

0 — Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershey;  7 
hrs.  AAGP  credit  requested;  min.  enroll- 
ment=100,  fee  = $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 
C — Twenty-first  Pediatric  Postgraduate  Semi- 
nar; by  Temple;  at  St.  Christopher's  Hosp.  tor 
Children;  6 hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  fee.  Contact  John  B.  Bertram, 
M.D.,  St.  Christopher’s  Hosp.  for  Children,  2600  N. 
Lawrence  St..  Philadelphia  19133. 


RADIOLOGY 
Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8 hrs.  per  day;  5 days  per  week;  3 weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


The  treatment  of 
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\ due  to  androgenic  deficiency  In  the  American  male. 
^ The  concept  of  chemotherapy  plus  the 
physician’s  psychologicai  support  is  confirmed 
as  effective  therapy 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients'— Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Offioial  Journal'  ot  the 


American  Fertility  Society 


Android 


(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


HIGH  POTENCY 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains; 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Cit.  (1/6  gr.)  ..lOmg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.(V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  ot  100.  500.  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL ...10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  while  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HC1 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension, 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients;  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 
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1959.  5.  Farris.  E.  J.,  and  Colton.  $.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959,  pp.  79-99. 
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PHYSICIANS  WANTED 
Internist.  Opportunity  to  practice  in 
suburban  Philadelphia.  Guarantee  with 
option  to  join  association.  Pennsyl- 
vania license  or  equivalent  required. 
Write  Department  600,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

Position  open  for  Psychiatrist-Execu- 
tive Director  of  established  psychiatric 
clinic  which  contracts  for  two  Base 
Service  Units  of  MH/MR  Program. 
Board  eligible  or  certified.  Three  years 
of  psychiatric  residence  or  two  years  of 
general  psychiatry  and  one  year  of  child 
psychiatry.  Some  experience  in  clinical 
work  preferred.  Pennsylvania  license 
required.  Salary  open  depending  on  ex- 
perience and  qualifications.  Private 
practice  permitted  outside  of  clinic. 
Contact  C.  McSparren,  Jr.,  M.D., 
Lancaster  Guidance  Clinic,  630  Janet 
Ave.,  Lancaster,  Pa. 

Locum  Tenens:  Try  Family  Practice 
for  one  year!  Further  association  pos- 
sible. Start  summer  1972.  Bucks 
t County,  near  Philadelphia.  No  OB.  Sal- 
1 ary  or  percentage.  Write:  P.O.  Box  675, 

I Levittown,  Pa.  19058. 

i Psychiatrist— to  be  Assistant  Superin- 
!'  tendent  of  Dixmont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 

I training,  and  research  programs  and 
' their  coordination  in  a 500  bed  hospi- 
tal. Requires  Pennsylvania  license, 

I Board  Eligible,  and  four  years  experi- 
i ence  in  psychiatry,  including  three 
' years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact; 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone; 
(412)  761-1780. 

Psychiatrists  or  MD’s  with  experience 
in  mental  hospitals.  Full  and  part  time 
positions  available  in  modern  900-bed 
NP  center.  Starting  per  annum  salary 
range  (depending  on  qualifications) 
from  $17,761  to  $27,483  with 
scheduled  periodic  increments.  Ex- 
cellent fringe  benefits  available  include 
life  insurance,  health  insurance,  liberal 
retirement  program,  vacation,  sick 


leave  and  leave  to  attend  professional 
meetings.  Full  and  unrestricted  license 
from  any  state  acceptable.  Moving 
costs  (travel  and  transportation)  may 
be  supported  for  full-time  appointees. 
Non-discrimination  in  employment. 
WHY  NOT  CONSIDER  A CAREER 
WITH  THE  VETERANS  ADMINIS- 
TRATION? Contact  Chief  of  Staff, 
VA  Hospital,  Leech  Farm  Road,  Pitts- 
burgh, Pa.  15206;  or  telephone  (412) 
363-4900  Ext.  231. 

Medical  Officer — VA  Regional  Of- 
fice, Pittsburgh,  Pa.  Needed  for  ap- 
pointment as  medical  member  of  rat- 
ing board  determining  eligibility  in 
regard  to  claims  for  service-connected 
death  or  disabilities.  Entrance  salary: 
$19,549  with  increments  through 
$24,048.  Excellent  fringe  benefits. 
Contact  Mr.  John  Hricik,  Personnel 
Officer,  VA  Regional  Office,  602  Fed- 
eral Building,  Pittsburgh,  Pa.  15222. 

Full-time  Accident  Ward  Physicians 
Wanted:  for  Delaware  County  Memori- 
al Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  Administrator.  Tele- 
phone: (215)  259-3800. 

Physicians  needed  in  family  oriented 
community  in  Eastern  Pennsylvania. 
Town  6,500;  rural  drawing  area 
25,000  population.  Good  schools  and 
recreational  facilities.  V2  hour  to 


urban  center  of  300,000.  In  foothills  of 
Pocono  Mountains  and  very  near 
State/Federal  recreation  areas,  offering 
camping,  hunting,  fishing,  boating  and 
skiing.  Long-established  accredited, 
80-bed,  open  staff  hospital  in  two  year 
new  building  housing  medical,  sur- 
gical, obstetrical-gynecology,  nursery, 
pediatrics,  intensive  care  and  emer- 
gency room.  Specialty  services 
directed  by  either  Board  certified  or 
Board  eligible  physicians.  Office  space 
in  hospital  if  desired.  Assurance  of  an 
income  during  establishment  of  prac- 
tice will  be  considered.  Address  inqui- 
ries to  Miss  Barbara  Spadt,  Adminis- 
trator, The  Palmerton  Hospital,  135 
Lafayette  Avenue,  Palmerton,  Penna. 
18071. 

General  Practitioners  needed  due  to 
doctor’s  retirement.  Beautiful,  un- 
crowded Northcentral  Pennsylvania 
Community.  Hospital  nearby.  Oppor- 
tunity for  two  or  more  physicians. 
Reply  Box  602,  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 

Anesthesiologist — Certified  or  eligible, 
Pennsylvania  license.  To  become  as- 
sociate in  Anesthesia  Department  of 
300  bed  hospital  east  of  Pittsburgh. 
Contact  F.  D.  Edgar,  Jr.,  M.D.,  Chief 
of  Anesthesiology,  Westmoreland  Hos- 
pital, Greensburg,  Pennsylvania  15601, 
or  call  collect  (412)  837-0100. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance, 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  ot  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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Psychiatrist — Wanted  for  full  time  or 
part  time  positions  in  Community 
Mental  Health  Center  in  Philadelphia. 
Openings  exist  in  several  services: 
Adult  Outpatient,  Inpatient,  Consulta- 
tion/Education, Children’s  Outpatient. 
Excellent  fringe  benefits.  Salary  nego- 
tiable. Please  call  or  write:  Personnel 
Director,  Northeast  Community 
Mental  Health  Center,  Roosevelt  Blvd. 
& Adams  Ave.,  Philadelphia,  Pa. 
19124.  Telephone:  (215)  743-1600. 

Radiologist,  experienced.  Seeking  hos- 
pital or  office  affiliation.  Prefer  Eastern 
part  of  State.  Locum  tenens  position 
considered.  Write  Department  603, 
Pennsylvania  Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

FOR  SALE 

Radiologic  office  available  for  lease 
and  sale  or  lease  rental  purchase  ar- 
rangement. Fully  equipped  with 
300Ma,  125Kv,  diagnostic  fluoro- 

scopic unit  with  90  second  X-Omat. 
Free  space  present.  Beautifully  ap- 
pointed. Located  in  Northeastern 
Philadelphia.  Write  Box  599,  Pennsyl- 
vania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


A proud 
way 
to  save. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin“ 
Panmycin  “ 
Uticillin"  VK 
Deltasone " 
Feminone" 
Oxylone" 
Reserpoid" 


THE  UPJOHN  COMPANY 
KALAMAZOO.  MICHIGAN  49001 

‘ 1972  The  Upiohn  Company 
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Wthout 


Upfoiii 


80  ml  (when  mixe^) 

Uticillin*  VK 


*865-1 


30  ml.  (when  mjxecJ) 

Uticillin*^^  VK 


(potassium  phenoxymc^ 
P^oicilhn  for  oral  solutiof’^ 


'Potassium  phenoxyine*^!^,' 

P»(iiciliin  for  oral  solution) 


,- 


125  mg.  , 

*200,000  units)  per5  m'- 


, 250  mg. 

irs  '^,000  units)  per  5 ml- 

ISSS9 

^'^4grams(e,400^W«®’ 

p P^noacymethyipenicjiw 


^ ^We  2 grams  tt20SM  ^ 
li  Ptienoxymeth;^  peniOl»n 

I#  Wising— Not  for  tnjectiw 

I:  far  8»(»-.See 


F<wi«»i  m 


Upjohn  has  been  able 
to  reduce  the  price  of 
potassium  phenoxymethyl  penicillin  without  reducing  the 
quaUty  you  expect  from  an  Upjohn  product. 


(potassium  phenoxymethyl  penicillin, 
US.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 
250  mg/5  ml  and  125  mg/5  ml  flavored 
granules  for  oral  suspension. 


Keeping  quality  up 


and  cost  down 
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O Indicates  membership  in  the  Pennsvlvania  Medical  Society  at  time  of  death. 


O Leo  B.  Allen,  Philadelphia;  Uni- 
versity of  Pennsylvania,  1908;  age  86; 
died  July  9,  1971.  Information 

regarding  survivors  is  unavailable. 

O George  R.  Barnett,  Lewistown; 
University  of  Pennsylvania  School  of 
Medicine,  1931;  age  71;  died  October 
19,  1971.  He  is  survived  by  his  wife,  a 
son,  and  two  sisters. 

O George  E.  Bennett,  Erie;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1905;  age  88;  died  October  21,  1971. 
He  was  a fellow  of  the  American 
College  of  Surgeons.  He  is  survived  by 
a daughter  and  a sister. 

O Marc  W.  Bodine,  Williamsport; 
University  of  Pennsylvania  School  of 
Medicine,  1924;  age  72;  died  No- 
vember 8,  1971.  He  was  a fellow  of  the 
American  College  of  Surgeons  and  a 
past  president  of  the  Lycoming  County 
Medical  Society.  He  is  survived  by  his 
wife,  one  daughter,  and  one  son. 

O Donald  Donley,  Sharon;  Universi- 
ty of  Pittsburgh  School  of  Medicine, 
1925;  age  73;  died  November  1,  1971. 
We  have  no  information  concerning 
survivors. 

O Milton  Eisenberg,  Philadelphia; 
Jefferson  Medical  College,  1935;  age 
64;  died  October  31,  1971.  He  is  sur- 
vived by  his  wife,  a son,  two  brothers, 
and  two  sisters. 

O Henry  Graber,  Royersford;  Johns 
Hopkins  University  School  of  Medi- 
cine, 1907;  age  91;  died  October  27, 
1971.  He  was  a past  president  of  the 
Montgomery  County  Medical  Society. 
He  is  survived  by  his  wife  and  three 
daughters. 

OJohn  G.  Inghram,  Washington; 
Jefferson  Medical  College,  1951;  age 
47;  died  October  30,  1971.  He  is  sur- 
vived by  his  wife,  two  sons,  a daughter, 
a sister,  and  a brother. 

O Kenneth  S.  Kuhn,  Easton;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1923;  age  75;  died  November  3, 
1971.  Survivors  include  his  wife,  a step- 
daughter, and  two  step-sons. 

O Joseph  A.  Mira,  Sr.,  West  Chester; 
Jefferson  Medical  College,  1939;  age 
60;  died  December  14,  1971.  He  prac- 
ticed ophthalmology  in  West  Chester 
for  the  past  twenty-five  years.  He  is  sur- 
vived by  his  wife,  one  daughter,  and 
one  son. 


O Victor  J.  Margotta,  Scranton; 
Hahnemann  Medical  College  and  Hos- 
pital, 1940;  age  56;  died  September  25, 
1971.  He  was  the  immediate  past  pres- 
ident of  the  Lackawanna  County  Medi- 
cal Society  and  was  a member  of  the  In- 
ternational College  of  Surgeons.  Sur- 
vivors include  his  wife,  three  daughters, 
two  sisters,  and  two  brothers. 

O Max  C.  Miller,  Williamsport; 
Temple  University  School  of  Medicine, 
1938;  age  59;  died  November  1,  1971. 
Dr.  Miller  was  a leader  in  the  founding 
of  the  School  of  Hope  and  the 
Lycoming  County  Society  for  Retarded 
Children.  He  was  a fellow  of  the  Ameri- 
can Academy  of  Pediatrics.  Besides  his 
wife,  survivors  include  a daughter,  two 
sons,  a sister,  two  borthers,  and  his 
mother. 

O Nicholas  M.  Romano,  Bangor; 
U niversity  of  M ary  land  School  of  M ed- 
icine,  1930;  age  67;  died  November  1, 
1971.  Survivors  include  his  wife;  three 
sons,  one  of  whom  is  Michael  Romano, 
M.D.  Dixon,  California;  three  sisters; 
and  a brother. 

O Emily  R.  Shipman,  Allentown; 
Woman’s  Medical  College,  1917;  age 
78;  died  October  27,  1971.  Survivors 
include  a daughter  and  a sister. 

O Daniel  Silverman,  Elkins  Park; 
Jefferson  Medical  College,  1937;  age 
61;  died  November  2,  1971.  He  was  a 
member  of  the  American  Electroen- 
cephalographic  Society,  a past  pres- 
ident of  the  pastern  Association  of 
Electroencephalographers,  a fellow  of 
the  American  Psychiatric  Association, 
and  of  the  American  Psychoanalytic 
Association.  He  is  survived  by  his  wife, 
one  daughter,  two  sons,  and  four  sisters. 

O Arthur  E.  Simonis,  Donaldson; 
Jefferson  Medical  College,  1908;  age 
84;  died  October  13,  1971.  He  prac- 
ticed medicine  in  Tremont  from  1916 
until  his  recent  retirement.  He  is  sur- 
vived by  his  wife  and  one  daughter. 

O Eugene  R.  Simpson,  Peckville; 
Jefferson  Medical  College,  1919;  age 
79;  died  October  15,  1971.  He  had 
completed  over  fifty  years  of  general 
practice.  Survivors  include  his  wife, 
three  sons,  and  a sister. 

O Louis  Sussman,  Philadelphia; 
New  York  University  School  of  Medi- 
cine, 1946;  age  59;  died  October  26, 


1 97 1 . He  was  a diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurolo- 
gy. His  parents  and  two  sisters  survive 
him. 

O William  A.  W.  Switzer,  Ridgway; 
University  of  Toronto  School  of  Medi- 
cine, 1923;  age  76;  died  October  24, 
1971.  He  is  survived  by  his  wife,  a 
daughter,  two  sisters,  and  a brother. 

O Carlyle  M.  Thomas,  Jr.,  Bangor; 
Jefferson  Medical  College,  1956;  age 
40;  died  October  23,  1971.  He  is  sur- 
vived by  his  wife,  a daughter,  a son,  and 
a brother,  John  E.  Thomas,  M.D., 
Dallas. 

O Elmer  F.  Toth,  Coatesville;  Al- 
bany Medical  College,  1941;  age  57; 
died  October  30,  1971.  He  is  survived 
by  his  wife  and  a daughter. 

Edward  N.  Hagin,  Sharon;  Washing- 
ton University  Medical  School,  1911; 
age  82;  died  November  1,  1971.  There 
is  no  information  regarding  survivors. 

Harold  P.  Hook,  Pittsburgh;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1922;  age  74;  died  July  7,  1971.  His 
wife  survives  him.  Other  information  is 
lacking. 

Samuel  Z.  Myers,  Scranton;  Jef- 
ferson Medical  College,  1914;  age  80; 
died  October  18,  1971.  He  was  head  of 
the  state  clinic  in  the  Scranton  area  for 
17  years.  Later  he  was  in  private  prac- 
tice. He  is  survived  by  two  sons,  a sister, 
and  a brother. 

Millard  F.  Renz,  Hampton,  Va.; 
Georgetown  University  Medical 
School,  1928;  age  75;  died  August  29, 
1971.  Information  regarding  survivors 
is  not  available. 

Thomas  A.  Speer,  Merrillville,  Ind.; 
University  of  Pittsburgh  School  of 
Medicine,  1955;  age  42;  died  July  28, 
1971.  He  is  survived  by  his  wife;  three 
sons;  a brother,  W.  Braden  Speer, 
M.D.,  Carmel,  Ind.;  his  father;  and  a 
sister. 

James  K.  Gordon,  Fayetteville;  Hah- 
nemann Medical  College  and  Hospital, 
1917;  age  79;  died  March  17,  1971 . No 
information  regarding  survivors  is 
available. 

Henry  S.  Kinloch,  Malvern;  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine; age  83;  died  June  23,  1971.  Four 
daughters  survive  him. 
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MCP--a  glorious  past,  a challenging  future -Page  54 


The  negative  power  of  undue  anxiety 
in  congestive  heart  failure... 


take  breat 


of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  'primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
congestivelieart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications : Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied:  Tablets  containing  S mg,  10  mg  or  25  mg  chlordiazepoxide. 
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Old  winner, 
new  bottle. 


DBi-nr® 

phenfomiinHQ 


DBI®  pbenfonnin  HCI 
tablets  of  25  mg. 

DBl-TD®  pbenformiii  HCI 
capsules  of  SO  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
f disease  with  uremia;  cardiovascular  collapse 

(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin. 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-I46-103-C 

For  complete  details,  including  dosage, 

please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Distributors 
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AUIN  HIS  HEAD:  ALLINHIRNADE^. 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent ^ — 
(isopropamido, 
as  the  iodide  - 
2.5  mg.) 


Decongestant ^ 

(phenylpropanol- 
amine HCl  — 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine 

(chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HENEEDS 
MAKE  HIM  FOR  PROLONGED 
MISERABLE  RELIEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with;  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  “rose  fever,”  etc  ). 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


ORNADE  SPANSDLE 


® 


Each  capsule  contains  8 mg.  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  REUEFFORCOLD  SYMPTOMS 


OR-203 
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For  Your  Office  Use 

The  Inside  back  cover  of  this  issue  contains  a five  by 
seven  inch  clip-out  statement  which  you  may  frame  and 
post  in  your  office  to  comply  with  the  Price  Commission's 
regulation  regarding  availability  of  a list  of  your  fees 
for  inspection. 

CONFEREES  AGREE  ON  STATE  MED  SCHOOL  AID  A House -Senate  Conference 

Committee  has  reached 

agreement  on  state  funding  for  eight  medical  and  osteopathic  schools 
in  the  Commonwealth.  The  compromise  does  not  include  the  contro- 
versial "stay  or  pay"  amendments  (see  page  24)  and  would  provide  the 
schools  $23,416,400  in  fiscal  1971-72.  The  compromise  proposal  has 
been  reported  to  the  House  and  Senate  which  must  now  concur  before 
it  is  sent  to  the  governor.  Under  the  compromise  Temple  would  receive 
$5,233,000;  Pitt.,  $3,994,000;  Hershey,  $2,217,000;  Penn  $2,613,600; 
Hahnemann,  $2,090,000;  Jefferson,  $3,564,000;  MCP,  $1,174,800; 
Philadelphia  Osteopathic,  $2,530,000.  The  funds  should  have  gone 
to  the  schools  last  August. 

INFLUENZA  ON  WANE  The  Center  for  Disease  Control  in  its  February 

12  report  said  that  influenza  morbidity  is 
declining  throughout  the  nation,  with  the  exception  of  the  Rocky 
Mountain  and  New  England  States,  where  small  increases  were  noted. 
Pneumonia -Influenza  mortality  also  decreased  for  the  second  con- 
secutive week.  Influenza  A/Hong  Kong/68  virus  has  been  responsible 
for  virtually  all  of  the  cases  this  season.  Influenza  B virus  has 
been  reported  only  in  isolated  cases . 

OFFICERS ' CONFERENCE  SET  The  1972  PMS  Officers ' Conference  has 

been  scheduled  for  April  26  and  27 

at  the  Penn  Harris  Motor  Inn,  Camp  Hill.  Highlight  of  the  conference 
is  expected  to  be  the  appearance  of  the  Honorable  William  R.  Roy, 

M.D.,  freshman  member  of  the  House  of  Representatives  from  the  Second 
District  of  Kansas.  He  ran  for  office  for  the  first  time  last  year 
and  defeated  the  incumbent  Republican  resoundingly.  A Republican 
himself  until  the  day  before  he  filed  to  run  as  a Democrat,  Dr.  Roy 
is  a lawyer  as  well  as  a practicing  obstetrician-gynecologist,  and 
serves  on  the  Interstate  and  Foreign  Commerce  Committee  and  its 
Subcommittee  on  Public  Health  and  Welfare.  Invitations  have  been 
sent  to  county  society  officers,  but  any  member  or  member's  wife  may 
attend  at  his  or  her  personal  expense.  Additional  speakers  of  national 
importance  are  Neil  Peirce,  syndicated  columnist  and  author,  Rex 
Kenyon,  M.D.,  of  the  AMPAC  Board  of  Directors,  and  Roy  Pfautch, 
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president  of  Civic  Service,  Inc.  The  conference  will  study  several 
important  State  Society  programs,  including  continuing  medical  education 
and  the  Pennsylvania  Medical  Care  Foundation.  An  additional  feature 
will  be  an  actual  working  case  review  session  of  the  Internal  Medicine 
Advisory  Committee.  The  conference  this  year  is  being  held  in  coopera- 
tion with  the  Pennsylvania  Medical  Political  Action  Committee. 

ANIMAL  RABIES  INCREASES  The  number  of  animals  in  which  there  has 

been  a positive  diagnosis  of  rabies  in 
Pennsylvania  is  almost  double  of  that  a year  ago,  the  State  Bureau  of 
Animal  Industry  announced.  In  the  six  months  preceding  January  1, 
nineteen  cases  of  animal  rabies  were  diagnosed  in  ten  counties.  In 
the  same  period  a year  ago  there  were  ten  cases . Counties  in  which 
confirmed  cases  occurred  are  Berks,  Clearfield,  Greene,  Huntingdon, 
Luzerne,  Montgomery,  Northampton,  Snyder,  Philadelphia  and  Tioga.  Lead- 
ing vectors  were  bats,  with  seven  cases,  followed  by  foxes  and  cattle, 
with  four  each , three  skunks  and  one  dog . 

PMS  PARTICIPATES  IN  WELFARE  STUDY  The  state  has  formed  a special 

Medical  Assistance  Evaluation 

Committee  made  up  of  representatives  from  a number  of  concerned  organ- 
izations. The  State  Society  is  represented  on  the  committee  by  William 
Ryan,  M.D.,  Somerset,  a member  of  the  Board  of  Trustees;  D.  Ernest  Witt, 
M.D. , Bloomsburg,  chairman  of  the  Council  on  Medical  Service;  and  John 
L.  Steigerwalt,  M.D. , Rosemont,  chairman  of  the  PMS  Commission  on  Hospits 
Relations . 

GOVERNOR  SIGNS  BLOOD  WARRANTY  ACT  Governor  Milton  J.  Shapp  has 

signed  a bill  which  frees  hospitals 

and  blood  banks  and  their  doctors  and  nurses  from  liability  for  death 
or  injury  resulting  from  blood  transfusions  or  organ  transplants  except 
where  negligence  can  be  proven.  The  new  law  defines,  but  does  not  limit, 
negligence  to  the  failure  to  observe  accepted  standards  for  collecting, 
testing,  processing,  handling,  storage  and  labeling  of  blood,  tissue, 
bones  or  organs.  The  measure  is  now  known  as  Act  No.  9,  1972. 

SENATE  APPROVES  "INDIANA  PLAN"  STUDY  The  Senate  has  passed  a 

resolution  calling  for  the 

establishment  of  a commission  to  study  the  state  of  Indiana's  program 
for  medical  education.  As  called  for  in  the  resolution,  the  President 
Pro  Tempore  of  the  Senate  has  appointed  four  senators  to  the  commission. 
They  are  Senators  Jeanette  Reibman,  Patrick  Stapleton,  Preston  B.  Davis 
and  Ralph  W.  Hess.  Named  to  the  commission  with  them  are  Secretary  of 
Health  J.  Finton  Speller,  M.D. , or  his  designee,  and  the  deans  of  the 
state's  medical  schools  and  school  of  osteopathy.  • 
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rrs  NO  sejCm:t... 

that  the  Penns>ivania  Medical 
Society’s  professional  liability  insurance 
program  is  off  to  a flying  start... 


with  YOU  aboard,  its  success  will  be  assured ! 


The  Pennsylvania  Medical  Society 
is  gratified  and  encouraged  by  the  ex- 
traordinary success  to  date  of  the  So- 
ciety-sponsored Professional  Liability 
Insurance  Program  which  went  into  ef- 
fect June  1,  1971.  The  unfavorable  in- 
surance market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi- 
vidual malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design- 
ed to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu- 
nity to  participate  in  all  important  pol- 
icy-making, administration  and  loss 
prevention  aspects  vital  to  the  Pro- 
gram’s success. 

The  program  is  being  underwrit- 
ten by  the  Argonaut  Insurance  Com- 
pany, a well  established,  “A+AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
& Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro- 
gram are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 


Parker  & Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis- 
trict committees. 

4.  No  member’s  application  will  be  de- 
clined except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre- 
gate limit  of  $300,000  with  excess 


limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res- 
idents and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil- 
ity insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur- 
ance coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover- 
age on  a long  term  basis.  However,  a 
broad  based,  high  degree  of  member- 
ship involvement  is  essential  to  make 
this  program  a success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro- 
gram when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

! Mail  to:  I 

* Parker  & Co.,  Inc.  of  Pennsylvania  . 

1 1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103  i 

I Attention:  Mr.  A.  John  Smither,  Vice  President  i 

I Name ! 

* Office  Address_ I 

I Telephone  No.  | 

* Medical  Specialty i 

j Date  your  professional  liability  insurance  expires  

1 Present  Carrier * 

* I am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  ! 

* Program.  Please  send  me  an  application.  □ | 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


Whenyou  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


loday  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non~ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
I pearance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
! lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
! obtain  and  hold  clinical  improvement  indicate  non  responsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
I maintaining  standard  diet  regulation.  Uncooperative  patients 
I should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
I to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
! tute  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
j propriate  package  literature  should  be  consulted. 

Adverse  Reactions;  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
j cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia:  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

©1971  The  Upjohn  Company  JA71-1495  MEDB-5-S  LAO-6 


Upjohn 


In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 


WSQDIUUI 

(imUFftINE  HCI) 

the  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism.* 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators^'^  have  reported  favorably  on  the  effects 
of  isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement’’^  and  observation  of  clinical  improvement.’’* 

Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease), 
Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  throm- 
botic). Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg.  and  20  mg.  Dosage:  Oral— 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of 
arterial  bleeding.  Side  EfiFects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details  available 
in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana 

Med.  Ass.  5^:1021-1023  (July)  1961.  (2)  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angiology  11:190-192  (June)  1960.  RMpQiI  M hm^TiTfl 
(3)  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  15:70-74  (Feb.)  1964.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : IWlPOUJJJIllQJlIII 
Curr.  Ther.  Res.  ^:124-128  (April)  1962.  (S)  Whittier,  J.  R.:  Angiology  15:82-87  (Feb.)  1964.  laboratories 

© 1971  MEAD  JOHNSON  9 COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A. 
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the  ampicillin  derivative 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


Montgomery  County  Medical  Society 

presents  a voyage  of  discovery  for  its  members  and  their  immediate  families 


The  fun  trip  of  the  year.  Europe 
from  a different  point  of  view . . . 
a luxury  cruise  along  the  mighty 
Rhine  River  on  the  MS  Bri- 
tannia. 

Departs  Pittsburgh  and  Philadelphia 

Departs  April  28, 1972 
Returns  May  6, 1972 


Plus  many  more 

exciting  opportunities. 


Ser  tmxBB  af  htt  pari 


Four  great  countries  . . . Germany, 
Holland,  France  and  Switzerland  . . . 
and  all  of  the  magnificent  sights  in  be- 
tween. It’s  the  vacation  of  a lifetime! 
Explore  medieval  ’n  modern  Europe. 
Seek  and  discover  quaint  shoppes,  fan- 
tastic bargains  along  the  way.  Your 
shipboard  hotel,  the  elegant  MS  Bri- 
tannia . . . takes  you  into  the  heart  of 
Europe. 

Rotterdam.  Cologne.  Dusseldorf. 
Heidelberg.  Strasbourg. 

Basel.  Only  a few  of  the  cities 
that  will  make  your  Rhine  Pas- 
sage  vibrant  and  alive  and  excit^Bjk 
ing.  Castles.  Art  treasures.  Wine  ' 
parties.  Breathtaking  scenery. 
Spectacular  cuisine.  Sparkling  ^ 
night  life.  It’s  an  adventure  in  ex- 
citement at  a price  reasonable 
enough  for  everyone  to  afford. 


$498 


Plus  $25  tax  and 
gratuities 


INCLUDES: 


■ Round  trip  jet  transportation 
via  KLM  Royal  Dutch  Airlines. 

■ A seven  day  cruise  on  the 
luxurious  MS  Britannia  with  all 
outside  cabins. 

■ Introductory  sightseeing 
programs  in  Holland  and  Switz- 
erland. 

■ 55  lb.  baggage  allowance. 

■ Experienced  tour  directors 
throughout. 

■ Ail  gratuities  for  ship,  meals 
and  baggage  handling. 


Space  is  limited.  Return  this  coupon  today! 
Send  to;  Montgomery  County  Medical  Society 
1529  DeKalb  Street 
Norristown,  Pennsylvania 

Enclosed  is  my  check  for  $ ($100  per  person) 


as  deposit.  It  is  my  understanding  the  deposit  will  be 
refunded  in  full  if  I (we)  cancel  60  days  prior  to  the 

departure  date. 


NAME 


ADDRESS 


CITY 


STATE 


TELEPHONE 


ZIP 


□ Please  mail  me  your  full  color  brochure. 

* Arrangements  by  Marriott  World  Travel,  a Division  of  Marriott  Corporation. 
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INTRODUCING 

Alelhol- 

the  new  USV  brand  of 
phenformin  HCI 


50 


Meltrol“50  (phenformin  HCI) 

50  mg.  timed-disintegration  capsules 

also  MeltroI-100™ 

(100  mg.  timed-disintegration  capsules)  / 

Meitrol-25™(25  mg.  tablets) 

/ FROM 
X THE  NEW 

USV  PHARMACEUTICAL  CORP.Juckahoe,N.Y.  10707  / / (m): 


SIXTH  ANNUAL  MAIN  LINE  CONFERENCE 

CURRENT  CONCEPTS  IN  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN 

MAY  4,  5,  6,  1972 

The  Treadway  Inn 
St.  Davids,  Pa. 

Sponsored  by  The  Bryn  Mawr  Hospital 
Chairman;  Harold  J.  Robinson,  M.D. 


Program  Includes: 


For  Information  Contact: 


• Coronary  Artery 
Disease 

• Malignancy 

• Infectious  Disease 

• Office  Surgical 
Procedures 

• Neck  and  Shoulder 
Syndrome 

• 26  Concurrent 
Teaching  Clinics 


Harold  J.  Robinson,  M.D. 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 
Tel:  (215)  527-0600 

Approved  for  15  hours  of 
Prescribed  AAFP  Credit 

Registration  Fee — $40.00 
(Includes  luncheons, 
cocktails  and  dinner) 


Dinner  Speaker:  Digby  E.  Baltzell,  Ph.D. 


Special  Guest  Speaker:  Michael  E.  DeBakey,  M.D. 


''Your  dinner  was 
perfect — from  soup 
to  'DicarhosiV 


DicarbosiL 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


Pre-Sate  ® 

(chlorphentermine  HCl) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications;  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (/.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types;  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence;  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions;  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal;  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termlne  base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHILCOTT 
Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


the  trend  is 
toward  our  kind 
of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


! 
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Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


, makes 'Deproruseful  for 
pressed  geriatric  patients... 
makes  it  useful 
younger 
_ as  well 

helps  ease  mild  to  moderate  nonpsychotic 
depression  and  related  anxiety 
helps  assure  a good  night’s  rest 


The  middle-aged  housewife 
who  can’t  stop  feeling  “blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  both  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 

WARNINGS:  The  following  information  on  meprobamate  pertains  to 
‘Deprol’  (meprobamate  + benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  speech,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribe,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 


barbiturate,  then  gradually  withdraw.  Potentially  Hazardous  Tasks:  Driving 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible  addi- 
tive effects  between  meprobamate,  alcohol,  and  other  CNS  depressants 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  established; 
weigh  potential  benefits  against  potential  hazards  In  pregnancy,  nursing 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  times 
the  maximum  recommended  human  dose  show  reduction  in  litter  size 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood  at  or 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times  that  i 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest  effec- 
tive dose,  particularly  in  elderly  and/or  debilitated  patients.  Consider  pos- 
sibility of  suicide  attempts;  dispense  least  amount  of  drug  feasible  at  any 
one  time.  To  avoid  excess  accumulation,  use  caution  in  patients  with  com- 
promised liver  or  kidney  function.  Meprobamate  may  precipitate  seizures 
in  epileptics. 

ADVERSE  REACTIONS:  Nausea,  dry  mouth,  other  g.i.  symptoms;  syn-i 
cope;  one  case  each  pf  severe  nervousness  and  loss  of  power  of  concen- 
tration.The  following  side  effects, which  have  occurred  after  administration  ! 
of  its  components  alone,  have  either  occurred  or  might  occur  when  the 
combination  is  taken.  Benactyzine  hydrochloride:  Benactyzine  hydro- 
chloride alone,  particularly  in  high  dosage,  may  produce  dizziness,  thought- 
blocking, a sense  of  depersonalization,  aggravation  of  anxiety,  or  distur- 


- • 


The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains . 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


When  mild  depression 
and  associated  anxiety 
interfere  with  living 


DEPROL 

(meprobamate  400  mg  + 
benactyzine  hydrochloride  1 mg) 


bance  of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation. 
There  may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
have  included  gastric  distress,  allergic  re^onse,  ataxia,  and  euphoria. 
Meprobamate:  Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
ment, fast  EEC  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car- 
diovascular: Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 
sient ECG  changes,  syncope;  also,  hypotensive  crises  (including  one  fatal 
case).  Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions: 
itchy,  urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
confined  to  groin).  Others:  leukopenia,  acute  nonthrombocytopenic  pur- 
pura, petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
thy, fever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
neurotic edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
multiforme,  exfoliative  dermatitis,  stomatitis,  proctitis.  Stevens-Johnson 
syndrome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
prednisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
epinephrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
tologic: Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

USUAL  ADULT  DOSAGE:  One  tablet  three  or  four  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  ‘Deprol’  (meprobamate  ■+  benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage:  Meprobamate:  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  incomplete  gastric  emptying  and  delayed  absorption.  rev.  10/71 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 
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WALLACE  PHARMACEUTICALS,  Cranbury.N.J. 08512 


the  up-tight  back  in  pain 

(aiduding  intervertebral  disc) 


Indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  poten- 
tial benefits  .against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Under 
Five:  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Driv- 
ing a motor  vehicle  or  operating  machinery.  Addipve  Effects:  Pos- 
sible additive  effects  between  carisoprodol,  alcohol,  and  other 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Use 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  pa- 
tients with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  dizzi- 
ness, vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  de- 
pressive reactions,  syncope,  insomnia.  Allergic  or  Idiosyncratic: 
Usually  seen  after  1-4  doses  in  patients  not  previously  exposed, 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  drug 
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Helps  to... 

• Relax  muscle  spasm 

• Relieve  associatecl  mitd-to-moderate  pain 

• Reduce  stiffness 

Helps  give  the  patient. . . 

• An  opportunity  to  resume  daily  activities  quickly 


Simple,  economical  dosage  schedule. . . 

• Usual  adult  dosage:  one  350  mg  tablet  q.i.d. 


eruption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
festations: asthma,  fever,  weakness,  dizziness,  angioneurotic 
edema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
drug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
antihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
cular: Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
intestinal: Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
tologic: Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at 
bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
pression, and,  very  rarely,  death.  Overdosage  of  carisoprodol  plus 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  10/71 


WALLACE  PHARMACEUTICALS  /Cranbury,  N J 08512 


ected, 
infection... 

choose  the  topicds 
that  gh  e your  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk-prompt  clinical  response 

Special  Petrolatum  Base 

Neosporirfointmeiit 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  ^2  oz.  for  topical  use  only. 

\^ishing  Cream  Base 

Neosporin-G  cre 

(polymyxin  B-neomycin-gramicidin)  ] 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ; 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25^ 
methylparaben  as  preservative. 

In  tubes  of  15g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms, 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  ^ 
resuit  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appl 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  me< 
literature  indicate  an  increase  in  the  prevalence  of  persons  allefgp  ,,  , 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mindj; 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardmm 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Ser'vices 
Dept.  PML 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


W/nthrop 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


WinGel 


atuminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 


For  your  ulcer  and  ulcer-prone  patients'. . . 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 


• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


Now!, Quick,  Easy-to-Use 
Medical  Socbeconomic  Index 


Every  month,  the  American  Medical  Association  brings 
you  the  new  48-page  MEDICAL  SOCIOECONOMIC  RE- 
SEARCH SOURCES  of  current  information  on  health 
care  and  related  subjects— including  health  programs  in 
the  U.S.  and  abroad,  public  health,  medical  education 
and  current  health  legislation. 

Trained  researchers  and  indexers  at  the  AM  A review 
regularly  more  than  4,000  publications.  Selected  in- 


formation, indexed  by  author  and  subject,  is  cataloged 
for  easy  reference  storage, and  retrieval. 

Your  one-year  subscription  also  includes  a year-end 
Cumulative  Index  and  list  of  all  publications  reviewed. 

MEDICAL  SOCIOECONOMIC  RESEARCH  SOURCES 
can  save  time,  save  money  for  you  and  your  staff.  Sub- 
scribe now  by  mailing  the  coupon  below: 


Real  Estate  acquisition 
opportunities  with  immediate 


tax  write-offs,  leverage,  and 
a strong  cash  return 


Suppose  for  the  moment  that  your  income  taxes  for  1972  will  total  $50,000. 

Assume  further  you  are  interested  in  reducing  this  tax  liability  by  a very  substantia!  amount.  We 
can  make  available  to  you  maximum  tax  shelter  and  immediate  write-offs  through  well-structured 
real  estate  purchases. 

Our  real  estate  investment  firm,  Properties  Diversified,  Inc.,  specializes  in  the  purchasing, 
packaging  and  management  of  income  producing  properties  with  special  emphasis  upon  apart- 
ment complexes. 

Our  knowledge  of  tax  aspects,  leverage  and  purchasing  expertise  will  be  meaningful  to  you. 

We  are  constantly  reviewing  real  estate  offerings  in  which  you  could  become  a limited  partner  in- 
vestor . . . and  we  invite  your  inquiry  into  the  mechanics  of  your  joining  with  our  firm  in  the 
purchase  of  these  viable,  long  term,  tax  sheltered  investments. 

This  ad  will  be  of  particular  significance  to  you  if  you  have  either  substantial  gains  or  large 
amounts  of  ordinary  income  which  must  be  offset  in  order  to  substantially  reduce  income  taxes. 


I 

I PROPERTIES  DIVERSIFIED,  INC. 
j 3207  North  Front  Street 
1 Harrisburg,  Pa.  17110 
1 

I I would  be  interested  in  hearing  from  you  with  regard  to  a specific  investment  property.  1 

I ! 

! Name j 

I 1 
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I ; I 

I City State Zip j 
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Phone 


PENNSYLVANIA 

MEDICINE 


newsfronts 


PMS  moves  to  initiate  school  funding  study 


The  Pennsylvania  Medical  Society 
has  announced  that  it  is  taking  the  ini- 
tiative to  form  the  blue  ribbon  com- 
mittee it  had  suggested  the  legislature 
establish  to  hammer  out  proposals  for 
funding  medical  education  and  increas- 
ing the  number  of  physicians  in  state 
areas  of  need. 

George  P.  Rosemond,  M.D.,  PMS 
president,  has  sent  letters  to  concerned 
groups  to  invite  them  to  designate  rep- 
resentatives to  the  special  committee. 

"We  had  suggested  more  than  two 
months  ago  that  the  Legislature  form 
such  a committee  but  perhaps  its  work 
load  has  prevented  it  from  doing  so,” 
Dr.  Rosemond  said. 

Meanwhile,  a committee  formed  by 
the  governor’s  office  has  been  studying 
at  least  parts  of  the  problem  and  the 
Senate  passed  a resolution  calling  for  a 
study  of  medical  manpower  methods  in 
Indiana. 

Dr.  Rosemond  said  all  components 
of  the  question  deserve  study  but  that 
the  State  Society  hopes  proposed  solu- 
tions will  be  developed  within  the  con- 
text of  the  total  medical  manpower, 
school  financing  and  delivery  problem. 
"That  will  be  the  goal  of  our  com- 
mittee,” he  said.  "We  certainly  don’t 
want  to  duplicate  any  legislative  or  ex- 
ecutive branch  effort  and  we  hope  our 
response  to  the  urgency  of  the  situation 
will  meet  with  approval.” 

Dr.  Rosemond  said  representation 


on  the  committee,  in  addition  to  that  of 
the  State  Society,  is  being  invited  from 
the  Legislature,  the  governor’s  office, 
the  Departments  of  Health  and  Educa- 
tion, the  medical  schools,  the  Os- 
teopathic Medical  Association,  and 
medical  students.  He  said  the  com- 
mittee will  meet  at  the  earliest  possible 
date  after  the  various  representatives 
have  been  named. 

The  proposal  for  the  blue  ribbon 
group  in  early  December  came  when 
the  Senate  attached  a "stay  or  pay” 
medical  student  amendment  to  appro- 
priations for  medical  and  osteopathic 
schools  in  the  state.  The  amendment 
would  have  forced  students  to  pay  back 
the  state  subsidy  of  up  to  $30,000  each 
unless  they  were  able  to  practice  in  the 
state. 

At  the  time,  the  State  Society  said  the 
goal  of  the  amendment  was  laudable 
but  that  it  would  ruin  medical  educa- 


The  resignation  of  Robert  R.  Car- 
penter, M.D.,  director  of  the  Western 
Pennsylvania  Regional  Medical  Pro- 
gram (WPRMP),  has  been  announced 
effective  April  1 , 1 972.  He  is  leaving  to 
take  a position  as  professor  of  medicine 
at  the  University  of  Michigan  School  of 
Medicine  and  as  assistant  for  primary 


tion  in  the  state  by  driving  students  to 
schools  elsewhere  in  the  nation.  It 
proposed  appointment  of  a commission 
to  come  up  with  a better  solution  within 
six  months. 

Dr.  Rosemond  suggested  that  "any 
method  of  making  medical  care  con- 
venient to  the  maximum  number  of 
persons  may  be  somewhat  painful  to  at 
least  some  of  the  groups  involved  in  the 
committee  but  that  the  enlightened  best 
interests  of  the  public  must  be  met.” 

He  noted  that  the  state  had  tried  the 
"stay  or  pay”  concept  in  attempting  to 
correct  a shortage  of  social  workers 
about  eight  years  ago  and  that  it  failed 
to  achieve  its  intended  purpose.  "We 
must  find  a better  way  to  finance  medi- 
cal education,  to  increase  the  number 
of  physicians  in  the  state  and  to  correct 
the  uneven  distribution  that  exists,”  he 
said.  "We  hope  the  committee  can  find 
that  better  way.” 


care  and  community  medicine  to  the 
director  of  the  medical  center. 

A recruiting  effort  is  being  initiated 
for  a new  director  according  to  word 
from  F.S.  Cheever,  M.D.,  coordinator 
for  the  WPRMP  and  vice-chancellor 
for  health  professions  at  the  University 
of  Pittsburgh. 


Western  Pa.  RMP  director  announces 
April  1 resignation  from  post 


This  special  issue  of  Pennsylvania  Medicine  is  dedicated  to  the  men  and  women 
who  are  members  of  the  family  of  The  Medical  College  of  Pennsylvania,  formerly 
Woman’s  Medical  College.  Beginning  on  page  54  is  a picture  story  of  the  college — 
past,  present  and  future.  Beginning  on  page  67  are  the  papers  prepared  by  members 
of  the  faculty.  The  papers  reflect  the  “meaningful  research,  community  outreach  and 
quality  patient  care"  about  which  Bernard  Sigel,  M.D.,  dean  of  the  college,  speaks 
when  he  talks  about  MCP  goals.  First  of  these  goals  is  the  education  of  students.  The 
cover  shows  a group  of  the  students  conferring  with  Dean  Sigel.  They  are,  seated  left 
to  right,  Kathy  Handal,  Mary  Zishka,  Nancy  Kerr,  Frederic  Brownstein,  and  standing, 
same  order,  Judy  Murphy,  Joan  Traver,  Gwen  Wagner,  Lorraine  Giordano,  Margo 
McGowan  and  John  Gallo.  All  are  first  year  medical  students.  The  photograph  and  all 
other  photographs  of  the  college  and  its  staff  were  taken  by  Edmond  J.  Murray, 
Philadelphia. 
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Society  service  improves  care  availability 


Medical  care  availability  improved 
for  at  least  seventeen  Pennsylvania 
communities  as  a result  of  the  place- 
ment in  areas  of  need  of  twenty-one 
physicians  by  the  Pennsylvania  Medi- 
cal Society’s  Physician  Placement  Serv- 
ice last  year. 

Kenneth  Cooper,  M.D.,  of  Will- 
iamsport, chairman  of  the  Society’s 
Council  on  Public  Service,  said  that  al- 
though 1 971  was  a record  year  for  such 
placements,  it  fell  far  short  of  meeting 
the  requests  from  communities.  He  said 
the  placement  service  has  registered 
more  than  100  communities  who  are 
seeking  family  physicians  and  about 
seventy  communities  looking  for  spe- 
cialists but  that  the  degree  of  need  they 
represent  varies  widely. 

In  seeking  to  fill  community 
requests,  the  placement  service  con- 
tacted more  than  650  physicians  na- 
tionally who  had  expressed  some  inter- 
est in  relocating  to  try  to  lure  them  to 
practice  in  Pennsylvania  areas  of  need. 

Dr.  Cooper  said  family  physicians 
were  placed  in  Chambersburg, 
Franklin  County;  Colver,  Cambria 
County;  Danville,  Montour  County; 
and  Punxsutawney,  Jefferson  County. 
Five  specialists  in  internal  medicine, 
four  general  surgeons,  three  orthopedic 

MCP  board  names 
search  committee 

A search  committee  has  been  ap- 
pointed under  the  chairmanship  of 
George  A.  Bennington,  III,  to  institute 
a search  for  qualified  candidates  for  a 
new  president  of  the  Medical  College  of 
Pennsylvania.  Mrs.  Paul  R.  Kaiser, 
chairman  of  the  Board  of  Corporators, 
announced  the  establishment  of  the 
committee. 

The  committee  will  consist  of  repre- 
sentatives of  the  Commonwealth 
Board,  the  National  Board,  the  staff, 
faculty,  alumnae,  and  the  student  body. 

Among  the  members  who  will  serve 
as  an  institutional  advisory  group  to  the 
board  members  are:  Donald  R.  Cooper, 
M.D.,  of  the  clinical  faculty;  Robert  L. 
Lambert,  M.D.,  from  the  administra- 
tive staff;  Alma  Dea  Morani,  M.D.,  an 
alumna;  and  Paul  Siegel,  M.D.,  of  the 
part-time  clinical  faculty. 


surgeons,  two  anesthesiologists  and  an 
obstetrician,  a radiologist  and  a pedia- 
trician also  were  placed  in  thirteen 
communities.  They  are  Franklin, 


The  National  Cancer  Conference, 
cosponsored  by  the  American  Cancer 
Society  and  the  National  Cancer  Insti- 
tute, will  be  held  at  the  Biltmore  Hotel 
in  Los  Angeles,  California,  September 
27-29,  1972. 

All  members  of  the  medical  and 
related  professions,  research  inves- 
tigators, and  medical  and  dental 
students  are  invited  to  attend.  Although 
there  is  no  registration  fee,  preregistra- 
tion is  requested. 

The  purpose  of  the  conference  is  to 
bring  cancer  research  workers  and  cli- 
nicians together  for  an  exchange  of 
ideas  on  the  present  status  and  future 
direction  of  cancer  management. 

Among  the  speakers  will  be  several 
Pennsylvanians.  George  P.  Rosemond, 
M.D.,  Philadelphia,  president  of  the 
Pennsylvania  Medical  Society,  will 
conduct  a session  on  breast  cancer.  Dr. 
Fred  Rapp,  PhD.,  researcher  at  the 
Milton  S.  Hershey  Medical  Center  of 
The  Pennsylvania  State  University,  will 
conduct  a session  on  viral  and  chemical 
carcinogenesis. 

Further  information  about  the  con- 

Consumer  named 
to  review  board 

Allen  W.  Cowley,  M.D.,  Harrisburg, 
chairman  of  the  Pennsylvania  Blue 
Shield  board  of  directors,  announced 
that  the  first  consumer  to  serve  as  a 
voting  member  on  a professionally 
staffed  peer  review  group  has  been  ap- 
pointed recently  to  the  Pennsylvania 
Blue  Shield  Dental  Advisory  Com- 
mittee. 

He  is  Dominic  F.  Dornetto,  a union 
representative  from  Pittsburgh.  Mr. 
Dornetto  is  chairman  of  the  advisory 
council  whose  function  is  to  advise  the 
Blue  Shield  Board  of  Directors  on  the 
consumer’s  viewpoint  regarding  Blue 
Shield  policies  and  planning. 


Waynesburg,  Lancaster,  Lansdale,  In- 
diana, Jeannette,  Ellwood  City,  Union 
City,  Somerset,  Perryopolis,  Erie,  and 
Jersey  Shore. 


ference  may  be  obtained  by  writing  to 
Sidney  L.  Arje,  M.D.,  coordinator.  Sev- 
enth National  Cancer  Conference,  c/o 
American  Cancer  Society,  219  East 
42nd  St.,  New  York,  N.Y.  10017. 

TB/RD  study  shows 
facilities  lacking 

The  results  of  a survey  on  respiratory 
disease  facilities  and  personnel  in  Penn- 
sylvania have  been  published  by  the 
Pennsylvania  Tuberculosis  and  Respi- 
ratory Disease  Association  and  its  med- 
ical arm.  The  Pennsylvania  Thoracic 
Society,  with  the  assistance  of  local  TB 
and  RD  associations  and  the  Western 
Pennsylvania  Regional  Medical  Pro- 
gram. 

The  document,  entitled  Pennsyl- 
vania Hospital  Resources  for  the  Care 
of  Respiratory  Disease  Patients,  reveals 
that  major  deficiencies  in  the  quantity 
of  facilities  and  trained  personnel  exist 
throughout  the  state  with  the  exception 
of  a few  isolated  areas  and  center  city 
Philadelphia. 

Theodore  Rodman,  M.D.,  president 
of  the  Pennsylvania  Thoracic  Society, 
explained  that  one  of  the  major  inten- 
tions of  the  study  is  to  assist  hospitals  to 
identify  their  inadequacies  by  com- 
paring their  own  facilities  with  recom- 
mended minimal  standards.  He  empha- 
sized that  “The  establishment  of 
’minimal  standards’  clearly  define  nec- 
essary personnel,  the  recommended 
procedures,  undesirable  practices,  the 
administrative  structure  and  function 
of  a pulmonary  disease  service — all  in  a 
very  realistic  and  candid  manner,  but 
without  compromising  high  standards 
of  patient  care.” 

Copies  of  the  report  may  be  obtained 
from  local  TB-RD  Associations  or 
from  the  Pennsylvania  TB-RD  Associa- 
tion, 311  S.  Juniper  St.,  Philadelphia 

19107. 


National  Cancer  Institute  scheduled 
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FDA  changes  mind,  U.S.  studies  staph  outbreak 


The  U.S.  Public  Health  Service’s 
Center  for  Disease  Control  is  con- 
ducting hospital  surveys  in  connection 
with  outbreaks  of  staphylococcal  infec- 
tions in  hospitals  that  had  ceased  using 
hexachlorophene  to  bathe  infants  as  a 
result  of  the  Federal  Drug  Administra- 
tion’s warning  against  use  of  the  prod- 
uct. 

The  December  6 warning  followed 
research  showing  brain  damage  in  labo- 
ratory animals  that  had  absorbed  large 
amounts  of  hexachlorophene. 

Results  of  the  first  survey  to  be 
released  uncovered  twenty-three  nurs- 
eries with  outbreaks  of  staph  infec- 
tions involving  seventy-four  babies.  All 
twenty-three  of  the  hospitals  had  ceased 
the  use  of  hexachlorophene  as  a result 
of  the  FDA  warning. 

Two  months  after  the  original 
warning,  the  FDA  met  with  officials 
from  the  Atlanta  Center,  the  Environ- 
mental Protection  Administration,  and 
the  American  Academy  of  Pediatrics 
and  issued  a statement  saying  that 
doctors  should  consider  resuming  hex- 
achlorophene use  when  all  other  at- 
tempts at  controlling  staph  outbreaks 
fail. 

"There  should  be  a thorough  re- 
evaluation  of  techniques  and  facilities, 
and  if  these  are  found  to  be  inadequate 
(to  control  staph),  short-term,  once- 
daily  prophylactic  bathing  of  newborns 


with  3 percent  hexachlorophene 
followed  by  rinsing  should  be  consid- 
ered by  the  physician,”  the  FDA  said. 

A cautionary  note  was  sounded  to 
parents,  however,  advising  them  not  to 


An  ad  hoc  task  force  appointed  by 
the  State  Advisory  Committee  for 
Mental  Health  and  Mental  Retarda- 
tion, after  eighteen  months  of  study, 
has  presented  proposals  for  changes  in 
Pennsylvania’s  Mental  Health  and 
Mental  Retardation  Act  of  1966  to 
Public  Welfare  Secretary  Helene  Wohl- 
gemuth. 

The  recommendations  deal  with  the 
issue  of  involuntary  or  compulsory 
commitment  for  treatment.  Task  force 
chairman.  Jack  Wolford,  M.D.,  Wes- 
tern Psychiatric  Institute  and  Clinic, 
Pittsburgh,  explained  two  of  the  major 
proposals.  The  first  calls  for  the  cre- 
ation of  an  independent  government 
agency  to  maintain  a constant  review  of 
all  persons  receiving  mental  health 
care.  An  essential  element  in  this  part  of 
the  program  is  the  preservation  of  the 
rights  of  persons  needing  and  receiving 
care. 

The  second  provision  calls  for  the  es- 
tablishment of  an  Office  of  Public 
Guardian  for  the  mentally  incapable  to 


use  soaps  containing  hexachlorophene 
routinely.  The  FDA  added,  "There  is  a 
firm  basis  for  concern  about  the  indis- 
criminate or  prolonged  exposure  of 
humans  to  hexachlorophene.” 


protect  the  rights  and  handle  the  prop- 
erty of  persons  during  the  period  of  ex- 
amination. 

Other  amendments  remove  the 
judicial  hearing  requirements  and 
lower  the  age  at  which  a person  may 
apply  for  care  from  18  to  12.  All  the 
amendments  will  be  reviewed  by  the 
state  advisory  committee  and  the 
Department  of  Welfare  for  introduc- 
tion to  the  Legislature,  according  to 
Richard  Tyner,  chairman  of  the  adviso- 
ry committee. 

Warning  issued 

A warning  has  been  issued  by  the 
Pennsylvania  Department  of  Health 
against  the  use  or  sale  of  the  "Relax-A- 
Cizor,”  a machine  used  for  exercising 
and  reducing. 

In  1 970  the  FDA  sued  the  distributor 
to  halt  sales  of  the  small,  portable 
device.  At  that  time  the  court  ruled 
"Relax-A-Cizor”  to  be  hazardous  as  a 
result  of  testimony  from  witnesses  who 
had  suffered  injury  and  warnings  from 
medical  experts. 

Some  of  the  hazards  involved  are 
possible  miscarriage,  aggravation  of 
pre-existing  conditions  such  as  epilep- 
sy, hernia,  ulcers,  and  varicose  veins,  as 
well  as  serious  effects  to  persons  with 
gastrointestinal,  orthopedic,  muscular, 
neurological,  vascular,  renal,  gyneco- 
logical and  pelvic  disorders,  and  preg- 
nancy. 

A permanent  injunction  was  issued 
prohibiting  the  sale  to  the  public. 

The  health  department  warns  that 
machines  sold  prior  to  that  time  are  still 
being  circulated  and  should  not  be  used 
nor  sold,  as  such  re-sales  are  in  viola- 
tion of  both  state  and  federal  laws. 

Owners  should  contact  the  Pennsyl- 
vania Department  of  Health,  Division 
of  Drug  Control,  P.O.  Box  90,  Harris- 
burg, Pa.  17120  for  instructions  on 
proper  disposal. 


THE  ALLEGHENY  MEDICAL  SOCIETY  FOUNDATION  has  awarded  first  year 
grants  to  two  medical  scholars  at  the  University  of  Pittsburgh.  Ralph  C.  Wilde, 
M.D.,  second  from  right,  Allegheny  County  Medical  Society  president  and 
chairman  of  the  foundation,  presents  a check  to  Otis  D.  Pinkard  for  medical 
school  tuition  as,  left  to  right,  former  chairman,  William  F.  Donaldson,  M.D.; 
Secretary-Treasurer  William  A.  Barrett,  M.D.,  past  president  of  PMS;  Samuel  P. 
Harbison,  M.D.,  associate  dean  for  student  affairs  at  the  University  of  Pittsburgh 
School  of  Medicine;  and  Donald  N.  Medearis,  M.D.,  far  right,  dean  of  the  school  of 
medicine,  look  on.  Another  foundation  scholar  recipient,  John  W.  Shelicraft,  was 
not  present. 


Special  committee  proposes  changes 
in  state  MH/MR  Act  of  1966 
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Abortion  committee  studies,  to  report  May  1 


Governor  Milton  J.  Shapp  has  an- 
nounced the  appointment  of  twenty- 
three  women  to  the  Pennsylvania  Abor- 
tion Law  Commission  to  study  present 
laws  and  make  recommendations  for 
appropriate  changes  or  revisions. 

Mary  T.  Stack,  Philadelphia,  has 
been  named  staff  director  and  will  serve 
as  liaison  between  the  governor’s  office 
and  the  commission.  Co-chairmen  are 
Dr.  Emily  Mudd,  of  Haverford  and 
Mrs.  Rita  Burke,  Carbondale. 

A report  on  the  commission’s  find- 
ings will  be  made  to  the  governor’s  of- 
fice by  May  1 , 1972,  and  the  results  will 
be  passed  along  to  the  Legislature  for 
consideration  and  action. 

Members  of  the  commission  who  are 
physicians  or  are  active  in  the  health 
field  include:  Sister  Anastasia,  director 


Referrals  asked  by  NIH 

The  National  Institutes  of  Health  at 
Bethesda,  Maryland,  recently  issued 
requests  for  physician  cooperation  in 
the  referral  of  patients  with  two  condi- 
tions: precocious  puberty  and  re- 
ticulum cell  sarcoma. 

Precocious  puberty  patients  may  be 
referred  to  the  National  Institute  of 
Child  Health  and  Human  Develop- 
ment’s Reproduction  Research  Branch 
at  the  Clinical  Center  for  study  and 
treatment  regardless  of  age,  sex,  or  du- 
ration of  signs. 

Physicians  interested  in  having  their 
patients  considered  for  admission  may 
contact:  Howard  Kulin,  M.D.,  Clinical 
Center,  Room  lO-B-09,  National  Insti- 
tutes of  Health,  Bethesda,  Md.  20014. 
Telephone:  (301)496-4686. 

Patients  with  reticulum  cell  sarcoma 
may  be  referred  to  The  National 
Cancer  Institute’s  Medicine  Branch  at 
the  Clinical  Center.  Patients  in  all 
stages  of  the  disease  are  suitable  for 
study.  Those  previously  untreated  are 
needed  to  participate  in  clinical  trials. 

For  admission  of  patients,  contact: 
Phillip  Schein,  M.D.,  Clinical  Center, 
Room  4-B-13,  National  Institutes  of 
Health,  Bethesda,  Md.  20014.  Tele- 
phone (301)496-2031. 

After  completion  of  both  studies,  all 
patients  will  be  returned  to  the  care  of 
the  referring  physician  who  will  receive 
a summary  of  findings. 


of  nursing  at  Spencer  Hospital,  Mead- 
ville;  Rachel  Berg,  director  of  the 
Reproductive  Counseling  Institute, 
Western  Pennsylvania  Hospital,  Pitts- 
burgh; Dr.  Amanda C.  Blount,  assistant 
director  of  the  West  Nicetown-Tioga 
Neighborhood  Family  Health  Center, 
Philadelphia;  Dorothy  Czarnecki, 
M.D.,  assistant  clinical  professor  at 
Hahnemann  Hospital,  Philadelphia; 


Judy  Fink,  counselor  at  Child  Birth  Ed- 
ucation and  Infant  Nutrition,  Pitts- 
burgh; Valerie  Jorgensen,  M.D.,  obste- 
trician-gynecologist, Pennsylvania 
Hospital,  Philadelphia;  Rose  R.  Mid- 
dleman, M.D.,  public  health  physician 
and  University  of  Pittsburgh  faculty 
member;  and  Marie  Adele  Reagen, 
M.D.,  obstetrician-gynecologist,  Pitts- 
burgh. 


Subspecialty  review  planned 

A review  session  in  rheumatology 
will  be  offered  to  physicians  by  the 
American  Rheumatism  Association 
section  of  the  Arthritis  Foundation  on 
June  10,  1972  at  the  Fairmont  Hotel  in 
Dallas,  Texas,  in  conjunction  with  the 
annual  meeting  of  the  American 
Rheumatism  Association. 

The  review  session  is  designed 
primarily  for  physicians  wishing  to  take 
examinations  for  certification  in 
the  new  subspecialty  area — 
rheumatology — to  be  given  by  the 
American  Board  of  Internal  Medicine 
on  October  17,  1972. 

Registration  fee  for  the  session  is 

THE  NEW  PRESIDENT  of  the  Dela- 
ware County  Medical  Society,  Otto  F. 

Muller,  M.D.,  left,  takes  the  gavel 
from  the  outgoing  president,  John  H. 

Wigton,  M.D.,  at  the  recent  annual 
meeting  of  the  society  at  the  Alpine 
Inn. 


GEORGE  P.  ROSEMOND,  M.D.,  left.  President  of  PMS,  presents  50-year  awards 
to  Joseph  Greenwald,  M.D.,  Darby,  center,  and  Frank  G.  Bender,  M.D.,  Upper 
Darby,  at  the  recent  annual  meeting  of  the  Delaware  County  Medical  Society. 


$50.  Checks  made  payable  to  the  Ar- 
thritis Foundation  may  be  sent  to:  The 
Executive  Secretary,  American  Rheu- 
matism Association  Section,  The  Ar- 
thritis Foundation,  1212  Avenue  of  the 
Americas,  New  York,  N.Y.  10036 
before  May  25,  1972. 
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Congress  receives  second  marihuana  report 


Research  results  of  a second  annual 
study  of  marihuana  has  been  sent  to 
Congress  in  a recent  government  report 
prepared  by  the  National  Institute  of 
Mental  Health  and  released  by  the  U.S. 
Department  of  Health,  Education,  and 
Welfare. 

Referring  to  the  increased  knowl- 
edge gained  through  the  study,  Bertram 
S.  Brown,  director  of  the  National  In- 
stitute of  Mental  Health  and  special  as- 
sistant to  the  secretary  for  drug  abuse 
prevention  stated,  "Since  the  first 
report  to  Congress  on  marihuana  and 
health,  our  knowledge  of  this  complex 
issue  has  significantly  advanced.” 

Among  the  research  results  outlined 
in  the  report  are  findings  indicating  that 
(1)  Marihuana  use  has  increased  and  is 
very  widespread,  amounting  to  as  high 
as  90  percent  in  some  groups  of  high 
school  students;  (2)  Heavy  use  of 
marihuana  is  clearly  associated  with  the 
use  of  other  drugs  as  well,  but  there  is 
no  evidence  to  date  that  marihuana  by 
itself  causes  other  drug  use;  (3) 
Marihuana  use  decreases  intraocular 
pressure,  a finding  which  may  have 
therapeutic  implications  in  glaucoma 
patients. 

Estimates  are  that  total  marihuana 
users  in  the  country  are  between  15  and 
20  million,  with  over  half  of  this 
number  continuing  use  one  or  more 
times  a month.  The  latest  study  of  the 
National  Commission  on  Marihuana 
and  Drug  Abuse  places  the  figure  at 
24.6  million. 

An  intensive  research  program  by 
the  National  Institute  of  Health  is  con- 
tinuing to  supply  needed  answers  to 

Jefferson  announces  new 
post  for  Dr.  Sweeney 

The  new  vice-president  for  health 
services  at  Thomas  Jefferson  Universi- 
ty is  Francis  J.  Sweeney,  Jr.,  M.D.,  Bala 
Cynwyd,  the  former  director  of  Thom- 
as Jefferson  University  Hospital. 

In  his  new  capacity.  Dr.  Sweeney 
will  supervise  the  Thomas  Jefferson 
University  Hospital  and  Children’s 
Heart  Hospital,  an  affiliate  of  Jef- 
ferson. He  will  also  head  the  develop- 
ment of  community  health  centers  and 
planning  of  future  health  services  at 
the  University. 


many  unresolved  questions  about  the 
drug. 

Important  findings  to  date  include: 

• The  safety  margin  with  marihuana 
seems  to  be  very  high,  based  on  animal 
studies  and  limited  clinical  observa- 
tions in  humans.  Acute  reactions  to 
marihuana  apparently  are  rare. 

• Chemical  constituents  of  cannabis 
are  rapidly  transformed  by  the  body 
into  metabolites,  which  remain  for  sev- 
eral days.  The  implications  of  this  are 
unclear,  although  it  is  possible  that  the 
metabolites  may  effect  later  doses  of 
cannabis  or  interact  with  other  drugs 
in  presently  unknown  ways. 

• The  most  consistent  physiological 
effects  of  marihuana  continue  to  be  an 
increase  in  pulse  rate  and  a character- 
istic reddening  of  the  eyes. 

• Recent  findings  add  to  the  conten- 
tion that  acute  marihuana  intoxication 
causes  deficit  intellectual  performance 
and  psychomotor  skills,  such  as  those 
used  in  operating  a motor  vehicle. 

• Marihuana,  unlike  other  drugs, 
may  produce  a "reverse  tolerance”  ef- 
fect. Rather  than  needing  increased 
quantities  to  produce  the  same  "high,” 
as  in  the  case  with  other  drugs,  experi- 


A new  short-term,  in-patient  hospital 
facility  for  emotionally  disturbed 
children  and  adolescents  between  the 
ages  of  four  and  seventeen  years  has 
been  opened  by  the  Community  Mental 
Health  and  Mental  Retardation  Center, 
according  to  an  announcement  by 
Wharton  Shober,  president  of  Hah- 
nemann Medical  College  and  Hospital. 

The  nineteen-bed  unit  is  designed  for 
youngsters  who  are  psychotic,  very 
anxious,  or  who  show  very  uncon- 
trollable behavior.  Children  in  the  Hah- 
nemann catchment  area  will  have  prior- 
ity, but  since  there  is  no  comparable  fa- 
cility in  the  city,  patients  will  also  be 
admitted  from  other  areas. 

Patients  are  expected  to  stay  no 
longer  than  two  months.  Following 
this,  they  will  either  return  home  and 
receive  after-care  at  their  own  commu- 
nity mental  health  facility  or  they  will 
be  referred  to  a longer  term  facility. 

G.  Pirooz  Sholevar,  M.D.,  director 


enced  marihuana  users  have  frequently 
reported  that  they  require  smaller 
doses.  The  basis  for  this  reverse  toler- 
ance has  not  been  conclusively  deter- 
mined, although  it  may  be  related  to  the 
metabolism  of  the  active  ingre- 
dients and  possibly  the  psychological 
process  of  experienced  users  learning 
to  notice  drug  effects. 

• Preliminary  findings  in  limited 
studies  of  long-term  users  in  Greece 
and  Jamaica  have  found  a relative  ab- 
sence of  debilitating  physical  effects  in 
these  persons.  Larger  scale  epidemiolo- 
gical studies  of  chronic  marihuana 
users  are  planned  to  follow  up  on  this 
finding. 

• Evidence  of  brain  atrophy  was 
reported  in  a British  study  of  ten 
young  marihuana  smokers.  The  causal 
role  of  marihuana  is  unclear  since  the 
youths  were  multiple  drug  users  and 
presented  a variety  of  behavioral  and 
neurological  symptoms.  This  report 
also  will  be  carefully  followed  up  in  fu- 
ture research. 

• Little  evidence  of  chromosomal 
abnormalities  has  been  found  in 
marihuana  users  in  limited  studies  to 
date  bearing  on  this  question. 


of  in-patient  and  extended  child  mental 
health  services  at  Hahnemann,  stated, 
"We  will  see  the  children  and  their 
parents  intensively.  Family  visits  will 
be  encouraged....  Treatment  is  planned 
to  make  isolation  and  separation  almost 
impossible.” 

New  council  to  study 
hospital  security 

A council  to  study  means  of  increas- 
ing safety  and  security  for  patients,  em- 
ployees, and  visitors  has  been  formally 
organized  under  the  name  Central 
Pennsylvania  Hospital  Safety  and  Secu- 
rity Council. 

Eighteen  representatives  of  Central 
Pennsylvania  hospitals  recently  at- 
tended the  organizational  meeting  held 
at  the  Evangelical  Community  Hospital 
at  Lewisburg.  The  discussion  at  the  first 
formal  meeting  of  the  organization  was 
on  electrical  safety  in  special  care  units. 


Hahnemann  opens  in-patient  unit  for 
emotionally  disturbed  youngsters 
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Do  aides  want  cash  or 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


coverage? 


While  practicing  physicians  are  (or  should  be)  highly 
concerned  about  their  own  insurance  and  benefit  programs, 
many  of  these  same  doctors  tend  to  ignore  even  the  barest 
of  fringe  benefits  for  their  nurses,  secretaries  and  other 
aides.  This  attitude  may  be  based  on  a common  belief  that 
"My  aides  would  rather  have  the  extra  cash  than  benefit 
programs,”  a proposition  that  is  becoming  continuously  less 
accurate. 

Why  Provide  Fringe  Benefits? 

In  many  areas  of  the  state,  the  competition  for  competent 
aides  is  increasing  to  the  point  that  doctors  sometimes  find 
it  difficult  to  hire  adequate  help.  Competing  employers  may 
be  offering  rather  generous  fringe  benefit  programs  along 
with  comparable  salaries.  Secretaries  may,  for  instance, 
weigh  job  offers  from  large  corporations  or  governmental 
agencies  in  which  employee  benefits  amount  to  25  percent 
or  more  of  actual  salaries.  Similarly,  hospitals  are  adopting 
a variety  of  insurance  and  retirement  programs  to  obtain 
and  retain  good  nursing  help.  Under  these  circumstances,  a 
physician  should  consider  offering  reasonable  fringe 
benefits  simply  as  a means  of  competing  for  the  best  em- 
ployees available. 

Doctors  who  have  incorporated  their  practices  are  under 
another  form  of  economic  pressure  to  provide  extra  benefits 
to  their  employees.  As  a matter  of  tax  law,  many  of  the  pro- 
; grams  adopted  for  the  incorporated  physician  himself  must 
j be  offered  on  a comparable  basis  to  the  non-physician  em- 
ployees. Thus,  whether  or  not  really  wanted  by  his  aides, 
[ the  fringe  benefits  may  be  a "cost”  of  the  doctor’s  obtaining 
I the  tax  advantages  of  incorporation.  In  turn,  the  increasing 
number  of  incorporated  physicians  further  increases  the 
pressure  on  all  doctors  to  provide  comparable  benefits  in 
order  to  recruit  and  hold  good  medical  aides. 

Aside  from  the  economic  and  recruiting  aspects,  howev- 
! er,  a practicing  physician  should  consider  an  even  more  im- 
portant aspect  of  fringe  benefit  programs.  The  benefits  may 
be  unique  contributions  to  his  aides’  general  well-being  and 
as  such  may  help  maintain  an  effective,  loyal  office  staff. 
The  physician  should  thus  consider  the  needs  of  his  particu- 
lar employees,  their  ages,  their  family  obligations,  etc.  in  an 
effort  to  make  his  benefit  program  as  helpful  as  possible. 

Fringe  Benefits  to  Consider 

While  having  no  sales  interest  in  any  insurance  or  other 
1 programs,  I have  encouraged  a number  of  my  clients  to 
I consider  some  or  all  of  the  following  fringe  benefits: 
j 1.  Hospitalization  Insurance — A basic  Blue  Cross/Blue 
'j  Shield  or  comparable  policy  should  be  offered  almost 
I without  exception.  I usually  suggest  that  it  be  provided  for 
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each  full-time  employee  after  six  months  of  service,  and  to 
prevent  duplication  I suggest  that  it  not  be  provided  for  any 
aide  who  is  covered  through  her  husband’s  employer. 

Major  medical  insurance  might  also  be  considered,  for 
the  annual  cost  of  group  plans  offered  through  various  pro- 
fessional societies  is  surprisingly  low.  Coverage  of  a female 
employee  under  age  40,  for  example,  is  only  $25  per  year 
under  one  area  plan. 

2.  Disability  Income  Insurance — In  addition  to  freeing 
an  employee  from  uncertainties  in  case  of  long-term  illness, 
disability  insurance  has  a unique  value  to  the  employer.  It 
relieves  him  of  the  obligation  to  provide  sick  pay  while  the 
aide  is  receiving  the  insurance  payments.  Suppose,  for  ex- 
ample, a doctor  provides  up  to  three  weeks  of  paid  sick 
leave  to  employees  who  have  been  with  him  for  several 
years.  An  insurance  policy  providing  that  employee  with 
$100  a week  after  8 days  of  illness  would  pay  for  itself  sev- 
eral times  over  if  the  aide  were  absent  for  one  three-week 
period  during  a year.  Furthermore,  the  general  employee 
goodwill  created  if  the  aide  became  seriously  disabled  by 
illness  or  accident,  receiving  payments  for  several  months 
(or  more),  would  be  incalculable. 

An  incorporated  physician  whose  corporation  is  paying 
very  substantial  disability  insurance  premiums  for  his  own 
benefit  at  considerable  tax  advantage  should  consider 
having  his  corporation  buy  a policy  for  his  aides  as  well. 
The  policy  may  be  of  much  lower  value  and  yet  help  prove 
that  the  corporation  is  not  favoring  the  physician- 
shareholder  for  a tax  avoidance  purpose.  Given  the  general 
advantages  of  the  insurance  coverage  for  aides,  its  use  by 
professional  corporations  becomes  still  more  desirable. 

3.  Malpractice  Insurance- — ^The  chances  that  a nurse  or 
other  aide  will  be  included  in  a malpractice  suit  arising 
from  an  event  in  the  medical  office  are  still  small,  but  the 
incidents  are  occurring  increasingly  enough  to  cause  con- 
cern. Since  the  employee  would  not  individually  be  pro- 
tected by  the  physician’s  policy,  providing  her  with  separate 
coverage  provides  peace  of  mind  at  a cost  of  as  little  as  $25 
a year. 

4.  Life  Insurance — Except  in  large  clinic  situations,  unin- 
corporated physicians  rarely  find  it  useful  to  purchase 
group  term  life  insurance  for  their  aides.  For  doctors  prac- 
ticing in  professional  corporations,  however,  such  an  insur- 
ance program  covering  themselves  and  their  aides  is  often 
an  immediate  and  most  desirable  investment.  Perhaps  to  the 


Mr.  Beck  is  president  of  Manage- 
ment Consulting  for  Professionals, 
Inc.  of  Bala  Cynwyd. 
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chagrin  of  some  salesmen,  I often  encourage  my  incorpo- 
rating clients  to  obtain  this  group  term  coverage  before  con- 
sidering purchase  of  any  other  life  insurance  by  either  the 
corporation  or  its  retirement  plan. 

Under  a group  term  arrangement,  a doctor  can  obtain 
$50,000  of  life  insurance  on  himself  at  very  low  rates  with 
the  premium  payments  being  deductible  by  his  corporation. 
All  his  full-time  employees  must  also  be  covered,  but  either 
reduced  coverages  on  each  of  them  (at  particularly  low  rates, 
especially  if  the  aides  are  younger)  will  suffice.  As  a result,  a 
valuable  fringe  benefit  may  be  provided  the  other  employees 
as  a virtual  by-product  of  the  purchase  for  the  doctor  himself. 

5.  Retirement  Plan — Historically,  doctors  rarely 
provided  retirement  benefits  for  their  aides,  but  this  has 
changed  drastically  since  the  advent  of  Keogh  plans  and 
professional  corporations.  Both  Keogh  and  corporate  plans 
have  received  inordinate  attention  and  need  little  elabora- 


tion in  this  article.  Their  development  has,  however,  made 
physician  attention  to  retirement  as  a fringe  benefit  for  both 
himself  and  his  aides  far  greater  than  ever  before. 

Should  BeneHts  be  Publicized?  | 

Since  one  of  the  purposes  of  a fringe  benefit  is  to  foster  i 
employee  incentive  and  morale,  it  is  shocking  how  often 
doctors  overlook  properly  describing  the  programs  to  their  j 
aides.  This  is  particularly  true  of  incorporated  physicians 
who  apparently  provided  the  benefit  only  "because  our  law- 
yers told  us  we  had  to  do  so.”  If  the  benefit  is  offered  at  all, 
for  whatever  the  underlying  reason,  a physician  should  as- 
sure that  it  is  known  to  and  appreciated  by  the  employees  to  | 
the  fullest  extent  possible.  This  is  a matter  of  communi- 
cation, a vital  part  of  good  employer-employee  relations 
which  we  will  discuss  next  month. 


Susquehanna  Valley  RMP  schedules  program 


A workshop  on  the  team  approach  in 
respiratory  care  in  intensive  and 
coronary  care  units  (ICU  and  CCU) 
will  be  presented  on  April  27  at  the 
Milton  S.  Hershey  Medical  Center  of 
the  Pennsylvania  State  University 
under  the  combined  auspices  of  the 
Central  Pennsylvania  ICU  and  CCU 
Nurses  and  the  Susquehanna  Valley 
Regional  Medical  Program. 

Principal  objectives  are  to  provide  a 
basic  review  of  the  principals  of  blood 
gas  determination  and  definitive  thera- 
py; to  offer  a basic  review  of  all  phases 
of  respiratory  care;  to  present  a new 
approach  to  CCU  patients  with  respira- 
tory care  techniques;  and  to  introduce 


an  important  new  tool:  the  cardiac  res- 
piratory rehabilitation  center. 

In  addition  to  several  respiratory 
therapists,  the  following  physicians  are 
slated  to  speak:  Robert  Burns,  M.D., 
director  of  the  pulmonary  section, 
department  of  medicine,  Geisinger 
Medical  Center,  Danville;  John  P. 
Gaigon,  M.D.,  director  of  the  pulmo- 
nary division,  department  of  medicine, 
Allentown  Hospital;  Frank  Jackson, 
M.D.,  Rehabilitation  Center,  Mechan- 
icsburg;  and  Allen  Yeakel,  M.D., 
professor  and  chairman  of  the  depart- 
ment of  anesthesiology  and  Kermit 
Tantum,  M.D.,  associate  professor, 
department  of  anesthesiology,  both  of 


Hershey  Medical  Center.  1, 

The  Susquehanna  Valley  Regional  h 
Medical  Program  also  recently  held  a 
seminar  for  hospital  trustees  to  discuss 
trustee  and  corporate  roles  in  health  i 
care  delivery;  to  provide  additional 
knowledge  concerning  medical  audit, 
utilization,  and  peer  review;  and  to 
sharpen  hospital  trustees’  under-  i 
standing  in  the  rapidly  developing  field  j.l 
of  health  maintenance  organizations.  j' 

jj 

Hahnemann  establishes  | 
new  treatment  center  j> 

A spinal  cord  injury  treatment  center  | 
is  being  established  at  Hahnemann  i 
Medical  College  and  Hospital,  Phila-  i 
delphia,  under  the  direction  of  Jewell  1; 
Osterholm,  M.D.,  director  of  the  jj 
division  of  neurosurgery  and  professor  jrt 
of  surgery.  / 

The  Hahnemann  neurosurgery  team  | 
has  been  cited  for  this  pilot  project  by  1 
the  National  Institutes  of  Health  for  its  I 
pioneer  research  into  the  cause  and  I 
prevention  of  the  self-destructive  activ-  J 
ity  of  the  spinal  cord  resulting  from  (j 
traumatic  injury. 

Primary  areas  of  attention  at  the  | 
treatment  center  include  the  continued  ! 
search  for  a safe  and  effective  therapy 
to  combat  hemorrhagic  necrosis  and 
paralysis,  diagnosis  and  treatment  at  i 
the  place  of  injury  or  accident,  safe 
drugs  to  be  used  at  the  site  or  in  transit 
to  the  hospital  to  control  spinal  cord  ' 
bleeding,  and  improved  methods  of  i 
rapid  transportation  to  the  treatment  V 
center. 
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THREE  GETTYSBURG  COLLEGE  pre-med  students,  George  Reilly,  left,  and  Bev- 
erly Gageby  and  Marilyn  Little  are  spending  four  weeks  observing  in  York  Hospi- 
tal’s laboratory  in  a student  volunteer  program.  Three  other  Gettysburg  students 
who  have  completed  their  sophomore  year  in  work  leading  to  the  medical  field 
are  also  currently  engaged  in  the  program. 
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Wellcome 


Burroughs  Wellcome  Co. 
Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 


You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 


Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vz.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V6,  phenacetin  gr.  IVz, 
caffeine  gr.  Vz, 


T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid* 

(sodium  levothpxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THE 
SYNTHROID  PATIENT. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1 ) The  onset  of  action  of  T4  is  | 

gradual.  It  has  a long  in  vivo  | 
“half-life”  of  over  six  days.  | 

(Occasional  missed  doses  or  I 

accidental  double-doses  are  of  lesi| 
concern  because  of  this  factor)’;  ; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic  . 
surges  traceable  to  more  potent 
iodides  (T,)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 
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TEST 

HYPOTHYROID 

SYNTHROID 

TH6BftPEUTIC 

NORMAL 

P.B.I. 

T4  By  Column 

Ts  (Resin) 

Ts  (Red  Cell) 

Free  Thyroxine 

Murphy-Pattee 

Less  than  4 meg  % 
Less  than  3 meg 
Lesslhan 

Less  than  1 1 

Less  than  0.7 
nanograms  % 

Less  than  2.9 
meg  % 

0.7-2.5  ' 

nant^rams  % 

4^1  meg  % 

1 

Gllpose 
dip  Stnootii 

...to  tifyroidreplacemeiitdieTapy' 


WHY  DOES  SYNTHROID 
GOST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


TOLL 

AHEAD 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


(fery  simple.  T3  costs  more  to  make 
synttietically  than  does  T4.  So  it  is 
omicaily  necessary  for  a 
ithetic  thyroid  medication 
Iwitaining  T3  to  cost  more  than 
containing  T4  alone.  Synthetic 
binations  cost  patients  nearly 
more  than  SYNTHROID® 
:^ause  the  T3  costs  more  to  start 
also  there  is  the  additional 
ense  of  formulating  a tablet 
^ntaining  two  active  ingredients. 

;3,  AmeiiEan  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

SOURCE  OF  HORMONE 


RESPONSE,  RELIABIUTY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 


Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
animal,  season  in  which  gland  is  harvested,  and  diet 
of  animal,  i.s.  3.4.s 


Synthetically  derived  pure  crystalline  hormone. 
Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 


GENERAL  ASSAY  TECHNIQUE 


“Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content."* 


Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 


CLINICAL  RESPONSE 


“Ta  and  T4  ratio  varies  according  to  giand  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”* 


< PREDICTABILITY 


Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature.*-  v-»o.  ii. 
n.  19. 14.  IS.  16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 


"Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid.’’^ 

“There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”* 

Test  results  predictably  elevated.  ".  . . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels."** 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T*)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T*  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling*. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64, 1970. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF  THl 
PATIENT  DURING  THl 
BEGINNING  OF 
THERAPY  WILL  ALER^ 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage.  « 
Caution  should  be  exercised  in  ! 
administering  the  drug  to  patients; 
with  cardiovascular  disease.  Reai 
the  accompanying  prescribing  | 
information  for  additional  data 
write  Flint  Laboratories.  5 
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&lpose 
^Stnootli 

U^tot^rroidreplacetDeigttiprt^r 


0.1  mg.  0.15  mg.  0.2  mg. 


FREE  TAB-MINDER  medicati( 
dispensers— color-coded  in  4 do^ 
age  strengths— get  patients  off  j 
a good  start  and  encourage  ref 
ular  habit  patterns.  Contain  fr 
: 4-weeks'  supply  of  SYNTHROIj 
and  are  reusable  for  maintenan 
dosage. 


Anknal  Gland 

CYTOMEL 

(SotUum 

EUTHROID*^ 
(Lfotix) 
S^thetic  Ta-T4 

THYROLAR*** 

(Urrtrix) 

Synthetic  T»-T4 

D^icc^ed 
(Thyroid.  USP) 

Cow,  shs^  or  hog 
thyrt^ 

PROLOID 
^yroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unecored  5 meg. 

NX 

N.A. 

unscored  % gr. 

Vi  gr. 

0.025  mg. 

NX 

Mt 

unscored  Vt  gr. 

% gr. 

0.05  mg. 

SSmeg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

NX 

NX 

NX 

NX 

IVfe  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 

,2gr. 

0.2  mg. 

NX 

3 

3 

unscored  3 pr. 

3gr. 

0.3  mg. 

NX 

N.A, 

N,A. 

unscored  5 gr. 

5gr. 

0.5  mg. 

1 N.A. 

NX 

N.A, 

NX 

N.A. 

Injectebfe  500  meg. 

N.A.=  Not  Available  Commercially 

♦Ectulvalents  shown  are  chemical,  and  do  not  take  into 
constdestion  Individual  patient  variables.  Clinical 
effeet  Is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly impt^nt  In  patients  previously  on  desiccated 
thyroid.  }n  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

: jf^uthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

|*a«Thyrorar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg*  of  Tj^. 


^jfiniiraid 

Mium  levottpDdne) 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements,  if  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications;  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (O.l-l.O  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  injection:  500  meg.  iyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID, 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


PUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 
Morton  Grove,  Illinois  60053 


OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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PROFESSIONAL  LIABILITY  INSURANCE 

l6  a ki^k  maM  distinction' 


Professional  Protection  Exclusively  since  1899 

EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Rood,  Pittsburgh  15220  Telephone;  412-531-4226 




AVAILABLE  FOR  THE  TREATMENT  OF 


due  to  androgenic  deficiency  in  the  American  male. 


DESCRIPTION:  Methyltestosterone  is  i7/;-Hydroxy-17'MethylandfOst-4  en 
3one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male;  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental, 'and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Android 

Methyltestosterone  N.R-5  mg. 

Androidf  10 

Methyltestosterone  N.F.-10  mg. 

Android!  25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  mefastu 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  jnd  tie 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  • Sodium  and  water  retention.  • Pnapism  • Virili 
zation  in  female  patients  * Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Average^  D^any  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5,  10,  25  mg.  in  bottles  of  60,  250. 


Write  for  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  California  90057 
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m.d.'s  in  the  news 


Raymond  E.  Silk,  M.D.,  medical 
director  and  chairman  of  the  depart- 
ment of  surgery  at  Broad  St.  Hospital, 
Philadelphia,  will  address  coaches  on 
the  subject  of  treating  abdominal 
traumas  on  the  field  at  a medical  panel 
at  the  American  Football  and  Basket- 
ball conference  at  the  University  of 
Notre  Dame. 


DR.  SILK  DR.  DICKSTEIN 

Benjamin  Dickstein,  M.D.,  Philadel- 
phia, has  been  elected  president  of  the 
Philadelphia  Pediatric  Society.  Dr. 
Dickstein  is  associate  attending  pedia- 
trician and  an  associate  hematologist  at 
Children’s  Hospital  of  Philadelphia,  as- 
sistant professor  of  pediatrics  at  the 
University  of  Pennsylvania  School  of 
Medicine,  senior  attending  pediatrician 
at  the  Albert  Einstein  Medical  Center, 
and  chief  of  pediatrics  at  Jeanes  Hospi- 
tal and  John  F.  Kennedy  Memorial 
Hospital. 

Fifty  year  plaques  were  presented  to 
three  county  physicians  at  a recent 
meeting  of  the  Delaware  County  Medi- 
cal Society.  Frank  C.  Bender,  M.D., 
Upper  Darby;  Franklin  E.  Chamberlin, 
M.D.,  formerly  of  Ridley  Park;  and 
Joseph  Greenwald,  M.D.,  Darby,  were 
the  recipients.  Officers  installed  at  the 
meeting  were  Drs.  Otto  F,  Muller, 
Media,  president;  David  L.  Mudrick, 
Chester,  president-elect;  John  L.  Kelly, 
Media,  vice-president;  Hunter  S.  Neal, 
Media,  secretary;  and  Philip  J.  Esgro, 
Springfield,  treasurer. 

Blair  County  Medical  Society  has  in- 
stalled new  officers.  Leroy  W.  Bowers, 
M.D.,  Tyrone,  is  president;  Philip  W. 
Hoovler,  M.D.,  Hollidaysburg,  pres- 
ident-elect; A.  Leonard  Zimmerman, 
M.D.,  Juniata  Springs,  vice-president; 
Richard  W.  Skinner,  M.D.,  Hollidays- 
burg, secretary-treasurer. 

Robert  L.  Snyder,  M.D.,  Nazareth, 
has  been  installed  as  president  of  the 
Northampton  County  Medical  Society. 


John  G.  Updegrove,  M.D.,  Easton,  is 
the  new  president-elect;  Gilbert  M. 
Hoffman,  M.D.,  Bethlehem,  is  vice- 
president;  Joseph  W.  Fisher,  M.D., 
Bethlehem,  secretary;  and  John  H. 
Hobart,  M.D.,  Easton,  treasurer. 

Randolph  C.  Blodgett,  Jr.,  Danville, 
has  been  elected  president  of  the  Amer- 
ican Society  of  Clinical  Rheumatology. 
Dr.  Blodgett  is  an  associate  in  internal 
medicine  and  a rheumatologist  at 
Geisinger  Medical  Center. 

Maurie  D.  Pressman,  M.D.,  has 

been  promoted  to  senior  attending 
physician  at  the  Northern  Division  of 
Albert  Einstein  Medical  Center.  He 
remains  chairman  of  the  division  of 
psychiatry  and  of  the  department  of 
adult  psychiatry  at  Northern  Division. 


DR.  PRESSMAN  DR.  STROUD 


Morris  W.  Stroud,  III,  M.D.,  has  as- 
sumed the  duties  of  medical  director  of 
the  Rush  Hospital  Division  of  the  Bryn 
Mawr  Hospital  and  coordinator  of  the 
Bryn  Mawr-Rush  Rehabilitation  Pro- 
gram. 

C.  Melvin  Sonne,  M.D.,  Titusville, 
has  retired  from  medical  practice  after 
almost  fifty  years  of  service. 

At  a recent  meeting  of  the  Adams 
County  Medical  Society  the  following 
officers  were  elected:  Drs.  Leonard  L. 
Potter,  Littlestown,  president;  Bruce  N. 
Wolff,  president-elect;  and  Harold  O. 
Closson,  secretary-treasurer. 

Stephen  D.  Lockey,  Sr.,  M.D., 
founder  of  the  departments  of  allergy 
and  inhalation  therapy  of  the  Lancaster 
General  Hospital,  recently  delivered 
lectures  to  members  of  the  Society  of 
Clinical  Ecology,  Denver,  Col.  and  to 
the  staff  of  the  Children’s  Asthma 
Research  Institute  and  Hospital  in 
Denver. 

Mayer  A.  Green,  M.D.,  Pittsburgh, 
recently  served  as  delegate  of  the  Sec- 
tion Council  on  Allergy  at  the  Ameri- 
can Medical  Association’s  Clinical  Ses- 
sion in  New  Orleans.  He  also  presented 


a paper  on  Status  Asthmaticus  at  the 
Scientific  Session  of  the  Puerto  Rican 
Allergy  Society. 

Susquehanna  area  residents  have 
honored  Raymond  C.  Davis,  MJ>.,  for 
over  thirty-seven  years  of  general  prac- 
tice by  proclaiming  a day  of  honor  in 
his  name. 

Patricia  Roe  Reed  Moreschi,  M.D., 

Wayne,  has  been  named  staff  psychia- 
trist for  Montgomery  County  Mental 
Retardation  Center  in  King  of  Prussia. 
She  is  also  on  the  staff  of  Bryn  Mawr 
Hospital  and  Hospital  of  the  Medical 
College  of  Pennsylvania. 

Charles  R.  Hatfield,  M.D.,  Camp 
Hill,  has  been  sworn  in  as  Cumberland 
County  coroner  to  fill  the  term  of  the 
late  Edward  Haegele,  M.D. 

G.  Forrest  Wortham,  Jr.,  M.D.,  Fort 
Washington,  has  been  promoted  from 
associate  director  to  director  of  clinical 
investigation  for  McNeil  Laboratories, 
Inc. 

Robert  H.  Holmes,  M.D.,  has  been 
promoted  to  vice-president  for  medical 
affairs  at  Hahnemann  Medical  College 
and  Hospital.  He  will  be  responsible  for 
all  clinical  facilities  at  the  hospital  and 
will  administer  medical  education  and 
training  programs. 


DR.  HOLMES  DR.  MAHER 


John  P.  Maher,  M.D.,  has  been  ap- 
pointed director  of  community  medi- 
cine and  ambulatory  services  for  the 
Mercy  Catholic  Medical  Center, 
Philadelphia.  Formerly  he  was  assistant 
professor  of  community  medicine  at 
Cornell  University  Medical  College 
and  senior  public  health  officer  for  the 
Bedford-Stuyvesant  District  of  the  New 
York  City  Department  of  Health. 

David  bteinman,  M.D.  has  been 
awarded  a certificate  of  merit  by  the 
Allegheny  County  Commissioners  for 
fifty  years  of  service  to  the  community. 
Dr.  Steinman  has  been  chief  of  the 
county  health  department’s  Employee 
Health  Service  since  1957. 
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1972  Calendar  - 

Pennsylvania  Medical  Society 

April  19-20 

Woman’s  Auxiliary  Mid-Year 

Conference 

Holiday  Inn  Town,  Harrisburg 

April  26-27 

Officers’  Conference 

Penn  Harris  Motor  Inn, 

Camp  Hill 

June  18-22 

American  Medical  Association 

Annual  Convention 

San  Francisco,  California 

October  9-1 2 

Scientific  Assembly 

Host  Farm  Resort  Motel, 

Lancaster 

October  23-26 

Annual  Session  of  the 

House  of  Delegates 

Host  Farm  Resort  Motel, 

Lancaster 

October  23-26 

Woman’s  Auxiliary 

Annual  Convention 

Host  Farm  Resort  Motel, 

Lancaster 

November  26-29 

American  Medical  Association 

Clinical  Convention 

Cincinnati,  Ohio 

Margaret  I.  Handy,  M.D.,  Chadds 
Ford,  has  the  distinction  of  being 
awarded  the  first  honorary  fellowship 
to  the  College  of  Physicians  of 
Philadelphia  ever  bestowed  on  a 
woman.  Dr.  Handy,  a pediatrician,  is 
the  first  person  to  receive  the  honor 
since  1967.  She  is  82  years  of  age. 

F.  Boyd  Couch,  M.D.,  Springdale, 
has  announced  his  retirement  after 
thirty-five  years  of  medical  practice. 

Plaques  honoring  fifty  years  of  medi- 
cal service  were  recently  presented  to 
R.  Gay  Bashore,  M.D.,  Minersville;  J. 
Russell  Sweeney,  M.D.,  Allentown; 
William  J.  O’Neill,  M.D.,  Ashland;  and 
M.  O.  Blechschmidt,  M.D.,  Cressona. 

Drs.  Hratch  Kasparian,  Leslie 
Wiener,  and  Albert  N.  Brest,  members 
of  the  cardiology  department  at  Jef- 
ferson Medical  College,  have  received 
the  Regents  Award  for  the  best  scientif- 
ic exhibit  at  the  recent  annual  meeting 
of  the  American  College  of  Chest 
Physicians.  Their  exhibit  displayed  the 
hemodynamic  and  metabolic  basis  of 
angina  pectoris. 

Robert  B.  Edmiston,  M.D.,  Harris- 
burg, has  been  installed  as  president  of 
the  Dauphin  County  Medical  Society. 
He  succeeds  retiring  president,  Ray- 
mond C.  Grandon,  M.D.  Other  officers 
of  the  society  are:  Drs.  Walter  R. 
Kirker,  president-elect;  Claude  E. 
Nicols,  first  vice-president;  Milton 
Friedlander,  second  vice-president;  and 


G.  Winfield  Yarnall,  secretary- 
treasurer. 

New  officers  elected  by  the 
Lawrence  County  Medical  Society  are: 
president,  Frank  Geer,  M.D.,  New 
Castle;  president-elect,  Gerald  Weiner, 
M.D.,  New  Castle;  first  vice-president, 
Theodore  Grauel,  M.D.,  New  Castle; 
second  vice-president,  John  Mansell, 


M.D.,  New  Wilmington;  secretary. 
Jack  C.  W.  Brooks,  M.D.,  Elwood 
City;  and  treasurer,  Thomas  Uber, 
M.D.,  New  Castle. 

G.  Frank  Zerbe,  M.D.,  Camp  Hill, 
has  been  installed  as  president  of  the 
Central  Pennsylvania  Academy  of 
Medicine,  succeeding  R.  Edward 
Steele,  M.D.  William  J.  Boyd,  M.D.,  is 
president-elect,  and  Ernest  D.  Helmick, 
M.D.,  treasurer. 

Bruno  P.  Sicher,  M.D.,  was 
chairman  of  the  McKean  County  Car- 
diac Committee  fund  raising  campaign 
which  was  held  during  February  (Heart 
Month). 

Thomas  Patrick,  MJ>.,  Mifflinville, 
was  installed  president  of  the  Columbia 
County  Medical  Society  recently.  Rob- 
ert Campbell,  M.D.,  Nescopeck,  has 
been  elected  vice-president;  Richard 
Delp,  M.D.,  Bloomsburg,  president- 
elect; and  J.  Campbell  Martin,  M.D., 
Bloomsburg,  secretary-treasurer. 

New  officers  for  the  Lackawanna 
County  Medical  Society  are:  Richard 
L.  Huber,  M.D.,  Scranton,  president; 
Charles  R.  Druffner,  M.D.,  Scranton, 
president-elect;  John  P.  Lesniak,  M.D., 
Clarks  Summit,  first  vice-president; 
William  J.  Farrell,  M.D.,  Clarks  Sum- 
mit, second  vice-president;  and  Do- 
minick A.  Cruciani,  Jr.,  M.D., 
Scranton,  secretary-treasurer. 


THE  ROBERT  FOCH  FOUNDATION  medallion,  one  of  Germany's  highest  scientif- 
ic awards,  is  being  presented  to  Gertrude  Henie,  M.D.,  and  Werner  Henie,  M.D., 
researchers  at  the  Children’s  Hospital  of  Philadelphia,  by  Germany’s  secretary  of 
health  education  and  welfare. 
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Martin  Winkler,  M.D.,  9909  Frankstown  Rd.,  Pittsburgh  15235. 


members 

Michael  E.  Wald,  M.D.,  3600  Forbes  Ave.,  Pittsburgh  15213. 
Harvey  M.  Rubin,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
Somasundaram  K.  Sekaran,  M.D.,  706  Union  National  Bank 
Bldg.,  McKeesport  15132. 

Vijai  P.  Singh,  M.D.,  1500  Fifth  Ave.,  McKeesport  15132. 
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DELAWARE  COUNTY: 
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The  Treatment  of  Impotence 
with  Methyltestosterofle  Thyroid 
(100  patients  — Double  Blind  Study) 
T,  Jakobovits 

Pertility  and  Steritity,  January  1970 
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(thyroid-androgen)  tablets 


/ 


Choice  of  4 strengths; 

Android  Android~HP 


Android-X  Androld-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Eit.(1/6gr.)  ..10  mg. 
GlutamicAcid  ....... .50  mg. 

Thiamine  HCL ....10  mg. 

Dose:  I table!  3 times  daily. 
Available: 

Bottles  of  too.  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. (Ve  gr.)  ...30  mg. 

GlutamicAcid SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

GlutamicAcid  50  mg. 

Thiamine  HCL 10  mg. 
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WITH  HIGH  POTENCY 
B COMPIEX  ANO  VITAMIN  C 
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Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindiestisns:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 
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dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
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Philadelphia  191 18. 

Curtis  A.M.  Ngau,  M.D.,  427  W.  Chelten  Ave.,  Apt.  102, 
Philadelphia  191 44. 

Frank  I.  Marlowe,  M.D.,  3701  N.  Broad  St.,  Philadelphia  19140. 

Maureen  E.  O’Connor,  M.D.,  1122  Greentree  Lane,  Narberth 
19072. 

Solomon  Schwartz,  M.D.,  Veterans  Administration,  128  N. 
Broad  St.,  Philadelphia  19102. 

R.  Soundararajan,  M.D.,  6439  N.  Broad  St.,  Philadelphia  19126. 

Saul  F.  Weinstein,  M.D.,  128  Harvest  Cir.,  Bala  Cynwyd  19004. 

George  F.  Zinninger,  M.D.,  Thomas  Jefferson  Hospital, 
Philadelphia  19107. 

Wahib  Bichara,  M.D.,  330  Nicholson  Rd.,  Ridley  Park  19078. 

Albar  Bonakdar-Pour,  M.D.,  Department  of  Radiology,  Temple 
University  Hospital,  Philadelphia  19140. 

Robert  Braunfeld,  D.O.,  800  Derwyn  Rd.,  Drexel  Hill  19026. 

Lamberto  G.  Bentivoglio,  M.D.,  8121  Cedar  Rd.,  Elkins  Park 
19117. 

WESTMORELAND  COUNTY: 

Mehdi  B.  Javan,  M.D.,  638  Fourth  Ave.,  New  Kensington  15068. 

Joseph  A.  Testa,  M.D.,  McGee  & 2nd  St.,  Jeannette  15644. 

John  M.  Aber,  M.D.,  1106  Skyline  Dr.,  Greensburg  15601. 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


upfohit 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

(£  1972  The  Upjohn  Company 
* trademark 


JA  72-1959-6 


Upjohn  has  been  able 
to  reduce  the  price  of 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quality  you  expect  from  an  Upjohn  product. 


(potassium  phenoxymethyl  penicillin, 
US.E, Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 
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Applauds  education  plan 


Raises  abortion  question 


To  the  editor: 

In  Pennsylvania  Medicine  for  January  I read  on  pages  13 
and  14  the  interview  with  J.  Reed  Babcock,  M.D.  regarding 
the  mandatory  requirement  of  evidence  of  continuing  medi- 
cal education  for  active  members  of  the  Pennsylvania  Medi- 
cal Society. 

In  this  connection,  it  may  be  of  interest  that,  as  the  hold- 
er of  a license  to  practice  medicine  in  Pennsylvania  since 
1907,  but  long  retired  from  active  practice  and  formal 
teaching  at  the  School  of  Medicine  of  the  University  of 
Pennsylvania,  I still  attend  and  occasionally  participate  in 
the  scientific  programs  of  several  international,  national, 
regional  and  local  societies  and  groups  of  specialists  in 
plastic  surgery. 

I took  a chance  in  1970  and  sent  my  credentials  and 
application  for  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association.  Somewhat  to  my  surprise,  I 
was  notified  that  I had  accumulated  sufficient  points  to 
qualify,  and  now  proudly  possess  a Certificate  of  this 
Award,  now  hanging  in  my  den,  qualifying  me  for  the  three 
years  July  1,  1970  -June  30,  1973.  It  is  too  early  to  predict, 
at  my  present  age  of  over  90  years,  whether  I will  be  in  a 
position  to  apply  for  renewal  of  the  Certificate  in  1973. 
Anyway,  I think  this  is  one  of  the  most  progressive  propos- 
als that  ever  came  out  of  organized  medicine. 

Robert  H.  Ivy,  M.D.,  F.A.C.S. 

Lansdowne 


OPEN  THE  DOOR  QUIETLY...  SOMETIMES  ONE’A 
THEM  INTERN  FELLAS  TAKES  A NAP  IN  THERE. 


To  the  editor: 

Dr.  Richard  H.  Schwarz  in  his  article,  "Antenatal  Diag- 
nosis of  Congenital  Disorders”  in  the  January  issue  of 
Pennsylvania  Medicine  refers  to  the  18  to  20  week  “com- 
monly accepted  upper  limit  of  pregnancy  duration  for  ther- 
apeutic abortion.” 

Would  someone  who  accepts  this  limit  spell  out  why  a 
later  stage  of  development  is  not  acceptable  for  therapeutic 
abortion?  Precisely  what  characteristics  make  a human 
fetus  of  24  or  26  weeks  development  so  essentially  different 
from  a fetus  of  20  weeks.  If  termination  of  a human  life  is 
therapeutically  indicated  at  20  weeks,  why  not  at  24  weeks, 
28  weeks,  36  weeks,  or  for  that  matter  why  not  after  birth. 

Paul  M.  Hemler,  M.D. 

Camp  Hill 

Commentary  on  MECO 

After  its  inception  as  a pilot  program  in  a few  states  in 
the  summer  of  1970,  the  summer  of  1971  saw  600  students 
participating  in  the  MECO  (Medical  Education-Com- 
munity Orientation)  Program  of  the  Student  American 
Medical  Association.  This  included  300  hospitals  across  18 
states.  More  than  10  percent  of  these  hospitals  were  in 
Pennsylvania. 

This  year,  it  is  anticipated  that  there  will  be  a SAMA- 
MECO  program  in  almost  every  state.  In  Pennsylvania,  it  is 
expected  that  there  will  be  even  stronger  state-wide  partici- 
pation because  of  the  reaffirmation  of  support  by  the  Hospi- 
tal Association  of  Pennsylvania,  the  Pennsylvania  Academy 
of  Family  Physicians,  the  State  Board  of  Medical  Education 
and  Licensure  and  our  own  PMS. 

Announcements  have  been  mailed  to  all  hospitals  in 
Pennsylvania,  outlining  the  details  of  the  program  and  the 
requirements  for  participation.  Each  individual  program  is 
in  the  form  of  a preceptorship,  the  preceptor  being  a 
primary-care  physician,  wherever  possible.  It  should  be 
noted  that  each  family  physician  who  participates  can  re- 
ceive credit  from  the  American  Academy  of  Family 
Physicians  in  the  amount  of  one  hour  of  credit  per  hour  of 
teaching  up  to  a maximum  of  twenty  hours. 

The  primary  goals  of  the  program  are  (1)  to  increase 
communication  between  the  medical  student  and  the  medi- 
cal community  and  (2)  to  affect  a change  in  the  present  mal- 
distribution of  physicians.  Pennsylvania  MECO  offers  the 
pre-clinical  students  8 to  10  weeks  of  experience  in  three 
areas — community,  hospital,  and  physician’s  office.  The 
overview  of  medical  care  that  can  be  obtained  from  such  an 
experience  is  invaluable  and  unique — a broad  foundation 
upon  which  the  student  can  build  his  medical  career.  A pre- 
liminary evaluation  of  the  1971  program  indicates  that  70 
percent  of  the  students  would  consider  returning  to  their 
SAMA-MECO  community  to  practice  in  the  future. 
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Salute  to  The  Medical  College  of  Pennsylvania 


In  this  issue  of  Pennsylvania  Medicine  we  focus  our  atten- 
tion on  the  Medical  College  of  Pennsylvania— formerly 
Womens  Medical  College  of  Pennsylvania.  Since  its 
founding  in  1850  as  the  Female  Medical  College  of  Penn- 
sylvania, the  achievements  of  the  institution  and  its  gradu- 
ates have  justifiably  earned  the  recognition  of  American 
medicine. 

The  refusal  of  medical  schools  to  accept  women  as  medi- 
cal students  led  to  the  founding  of  the  college  in 
Philadelphia  in  March  1850.  At  this  time  our  own 
Philadelphia  County  Medical  Society  refused  women 
physicians  society  membership  because  of  their  so-called 
"physical  frailties.”  Despite  this  initial  hostile  reception,  the 
college  has  continued  to  grow  and  develop,  making  signifi- 
cant contributions  to  the  nation’s  health. 

In  1868,  the  college  was  renamed  Woman’s  Medical 
College  of  Pennsylvania.  A century  later,  male  students 
were  accepted  into  the  graduate  degree  programs  and  the 
name  was  changed  to  the  medical  College  of  Pennsylvania. 

Many  dedicated  women  and  men  have  contributed  to  the 


college’s  growth  and  development.  From  the  time  of  its  in- 
corporation in  1850,  when  Mr.  William  Mullen  provided 
energy,  time,  and  financial  aid  to  establish  the  school,  to  the 
present  day  leadership  by  its  Board  of  Corporators,  chaired 
by  Mrs.  Louise  Kaiser,  many  distinguished  Americans  have 
been  associated  with  the  college. 

The  college  has  had  distinguished  professional  leadership 
over  the  years.  Dr.  Marion  Fay  deserves  special  recognition 
for  her  accomplishments  during  her  tenure  as  Dean  from 
1946-1959  and  for  serving  as  Dean  and  President  until  1963. 
Currently,  Dr.  Bernard  Sigel  is  serving  as  dean  and  acting 
president,  providing  the  necessary  academic  leadership  to 
keep  MCP  in  the  mainstream  of  American  medicine.  Dr. 
Sigel  has  attracted  to  the  faculty  young  and  able  talent  and 
has  instituted  curriculum  changes  that  will  enable  MCP  to 
meet  the  present  and  future  challenges  of  medical  education. 

Pennsylvania  physicians  are  proud  of  MCP! 

David  A.  Smith,  M.D. 

Medical  Editor 


^Let  George  say  if 

Medicine  by  Fiat 


"It  was  a pleasant  grassy  plot  deep  in  the  woods  beside  a 
rippling  stream.  The  water  came  down  from  a mountain  that 
could  be  seen  towering  over  the  trees.  Below,  the  stream  fell 
over  a rocky  cliff.  The  roar  of  the  waterfall  was  softly  evi- 
dent. 

"The  little  family  had  just  completed  a picnic  and  the 
gentle  young  mother  had  mixed  water  heated  over  a fire  with 
clear  stream  water  to  give  her  baby  a bath.  Finally  clean,  she 
washed  off  the  last  residue  of  soap  suds  from  his  tiny  form 
and  then  picked  up  the  basin  and  with  one  quick  sweep  tossed 
its  contents  into  the  rapidly  moving  water.  She  scarcely  had 
time  for  a scream  before  the  baby  disappeared  over  the  wa- 
terfall.” 

This  gruesome  little  story,  the  reader  is  assured,  is  based  on 
no  element  of  truth  whatsoever.  The  allegory,  however,  is 
very  applicable  to  medicine  in  America  today.  Although  ex- 
amples are  manifold,  the  one  in  point  has  to  do  with  govern- 
ment restrictions  on  hexachlorophene.  A story  about  a baby 
is  especially  appropriate  in  this  case  as  many  babies  may  be 
doomed  to  float  over  the  falls  if  the  present  course  is  con- 
tinued. 

Perhaps  some  of  the  bureaucrats  responsible  for  the  latest 
edicts  do  not  remember  the  actual  fright  that  was  felt  by  al- 
most all  members  of  the  health  team  in  any  discussion  of  hos- 
pital based  infections.  It  seems  like  yesterday  that  practically 


every  medical  journal  had  at  least  one  article  on  the  control 
of  hospital  infections  and  staph  epidemics.  Today  these  ar- 
ticles are  very  rare.  It  is  a long  time  since  the  horror  of  a nur- 
sery epidemic  has  occurred. 

Many  steps  were  made  in  those  days  to  cut  down  on  hospi- 
tal based  infections.  Each  institution  had  its  own  infection 
control  committee  which  did  yeoman  work.  It  is  a fact,  how- 
ever, that  the  committees  only  directed  the  battle.  The  one 
factor  which  was  used  in  practically  every  hospital  to  combat 
this  dreadful  scourge  was  the  use  of  anti-infective  agents.  In 
most  cases  this  was  hexachlorophene.  Practically  every  nur- 
sery in  the  country  has  been  scrubbing  every  newborn  with  a 
hexachforophene-laden  detergent  for  the  last  fifteen  years.  In 
that  time  newborn  enteritis  and  pyoderma  has  practically 
disappeared. 

Because  some  monkeys  get  dizzy  from  exposure  to  large 
quantities  of  this  substance,  we  are  still  not  justified  in 
turning  one  nursery  into  a place  of  death  as  so  many  were 
about  fifteen  years  ago.  The  wash  water  has  been  tossed  away 
and  we  are  watching  the  baby  go  with  it.  How  long  before  the 
pronouncements  of  the  FDA  will  have  reduced  once  great 
American  medicine  to  the  level  of  tribal  witchcraft? 

George  A.  Rowland,  M.D. 

Millville 


MARCH  1972 
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Anger,  by  Leo  Madow,  M.D.,  132  pages,  bibliography 
and  index,  $6.95,  New  York,  Charles  Scribner’s  Sons,  1972. 

Dr.  Madow,  professor  and  chairman  of  the  Department 
of  Psychiatry  at  the  Medical  College  of  Pennsylvania,  has 
written  a book  which  should  be  valuable  for  everyone  from 
informed  laymen  to  nonpsychiatric  physicians.  He  discusses 
anger  in  non-technica!  terms  and  gives  the  reader  in  132 
pages  a big  boost  toward  recognizing  and  understanding  the 
hostility  and  aggression  that  is  a giant  part  of  each  of  us. 

Dr.  Madow  says  anger  probably  has  a greater  influence 
on  behavior  and  on  mental  and  physical  health  than  the 
drive  for  love  and  he  will  find  many  who  will  agree  with 
him.  He  builds  his  case  expertly  and  lucidly  and  if  the  book 
has  a fault,  it  may  be  in  his  general  directions  on  what  to 
do  about  anger — on  how  to  cope  with  it.  Because  of  the  in- 
finite differences  of  individuals,  any  general  "prescription” 
must  by  its  nature  be  too  general.  This  is  a fault  of  human 
nature  rather  than  the  fault  of  Dr.  Madow  who  has  been  as 


specific  as  he  dares  to  be  in  a work  of  this  nature  and  scope. 

As  an  "informed  layman”  I might  express  some  disap- 
pointment that  I gained  the  inference  that  socially  accept- 
able outlets  for  anger  are  necessarily  healthy  outlets  but 
perhaps  the  inference  was  not  intended. 

With  the  physician  suicide  rate  being  twice  that  of  the 
general  population,  it  might  be  well  for  every  physician  to 
read  Dr.  Madow’s  "Anger”  for  the  self-understanding  as 
well  as  the  better  understanding  of  others  that  it  can  ad- 
vance. I doubt  that  Dr.  Madow’s  book  will  become  a best 
seller  among  the  general  population  because,  despite  its 
non-technical  language,  it  perhaps  presumes  a greater  in- 
sight than  the  average  person  achieves,  but  it  does  deserve 
to  be  a best  seller  among  physicians  and  others  who  must  be 
concerned  with  behavior. 

Dane  S.  Wert 

Director  of  Communications 


Author  Madow  not  'angry’  man 


Dr.  Leo  Madow,  noted  psychiatrist 
and  professor  and  chairman  of  the 
department  of  psychiatry  at  the  Medi- 
cal College  of  Pennsylvania,  shows  no 
sign  of  anger  at  the  reception  of  his 
recently  published  book.  He  is  "en- 
couraged” by  it,  and  is  thinking  about 
further  writing  efforts. 

Although  Anger  is  his  first  published 
book.  Dr.  Madow  has  written  exten- 
sively for  psychiatric  and  medical 
publications,  and  co-edited  in  the  past 
two  years  three  symposia:  Psychody- 
namic implications  of  the  Physiological 
Studies  on  Dreams,  Phychodynamic 
Implications  of  the  Physiological 
Studies  on  Sensory  Deprivation,  and 
Psychodynamic  Implications  of  the 
Physiological  Studies  on  Psychomi- 
metic  Drugs. 

His  impressive  credentials  include 
certification  by  the  American  Board  of 
Neurology  and  Psychiatry  in  both 
specialties  and  membership  in  the 
highly  respected  Group  for  the  Ad- 
vancement of  Psychiatry.  He  is  a 
training  analyst  at  the  Philadelphia  Psy- 
choanalytic Institute  and  an  instructor 
at  its  professional  school.  He  is  senior 
attending  on  the  medical  staff  of  the  In- 


stitute of  Pennsylvania  Hospital,  con- 
sultant in  psychiatry  at  Eastern  Penn- 
sylvania Psychiatric  Institute  and  con- 
sultant in  neurology  and  psychiatry  at 
the  Philadelphia  Verterans  Administra- 
tion Hospital. 

A native  of  Cleveland,  Ohio,  Dr. 
Madow  received  a master’s  degree  in 
psychology  before  entering  medical 


school  at  Western  Reserve  University, 
where  he  won  his  medical  degree  in 
1942. 

He  is  one  of  only  twelve  persons  in 
the  country  belonging  to  both  the 
American  Neurological  Association 
and  the  American  Psychoanalytic  As- 
sociation. He  is  a fellow  of  the  Ameri- 
can Psychiatric  Association  and  of  the 
American  College  of  Physicians.  His 
membership  and  activities  in  profes- 
sional organizations  is  impressive  and 
lengthy.  Currently  he  serves  as 
chairman  of  the  APA’s  Committee  on 
Mental  Retardation. 

The  temptation,  having  read  Anger, 
is  to  comment  on  it,  but  that  has  been 
done  by  the  reviewer  and  his  comments 
appear  above.  The  book  is  profes- 
sional— written  from  knowledge  and 
with  style — and  highly  readable.  The 
author,  relaxed  and  affable,  appears 
satisfied  that  he  has  done  what  he  set 
out  to  do — write  a helpful  book. 

Dr.  Madow,  a World  War  II  veteran, 
is  married  and  the  father  of  two  sons. 
One  is  an  intern  at  Presbyterian  Uni- 
versity Hospital  in  Philadelphia.  The 
other,  a senior  at  the  University  of 
California,  is  considering  a legal  career. 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  11 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 

Vitannin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  Bi2  (Cobalamin 
Concentrate,  N.F.) 

25  meg.  ’ 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

d mg. 

Vitamin  Efc/-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 

Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron. 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421-1 


the  compound  analgesic 
that  calms  instead  of  caf  f einates 

In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 

A.  H.  Robins  Company,  Richmond,  Va.  /l'H'[^OBINS 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2y2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  'A  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

/^I  Phenaphen  with  Codeine  is  now  classified  in  Schedule 
vli  III,  Controlled  Substances  Act  of  1970.  Available  on  pre- 
scription and  may  be  refilled  5 times  within  6 months,  unless 
restricted  by  state  law. 


Snifter  working  again 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  AH'I^OBINS 

prescribing  information  appears  on  next  page  Richmond,  va.  23220 


Dimeter 

Extentabs 

Dimetane^"  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg. 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal  ^ 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient's  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
trsss 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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meetings 


APRIL 

American  College  of  Radiology,  April  3-8,  Fontainebleau 
Hotel,  Miami  Beach,  Fla.  Contact:  Mr.  William  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago,  111.  60606. 

American  Geriatrics  Society,  AprU  5-6,  Americana  Hotel, 
New  York,  N.Y.  Contact:  Dr.  Edward  Henderson,  10 
Columbus  Circle,  New  York,  N.Y.  10019. 

International  Academy  of  Proctology,  April  7-14,  , Town 
and  Country  Hotel,  San  Diego,  Cal.  Contact:  Alfred  J. 
Cantor,  M.D,,  147  Sanford  Ave.,  Flushing,  N.Y.  11355. 

American  Assn,  of  Immunologists,  April  10-14,  Traymore 
Hotel,  Atlantic  City.  Contact:  Henry  Metzger,  M.D.,  9650 
Rockville  Pike,  Bethesda,  Md.  20014. 

Taylor  Manor  Hospital  Psychiatric  Symposium,  April  IS, 
Psychiatric  Center,  Taylor  Manor  Hospital,  Ellicott  City, 
Md.  Contact:  Symposium  Secretary  for  reservations. 

American  Society  of  Internal  Medicine,  April  14-16, 
Sheraton-Deauville  Hotel,  Atlantic  City.  Contact:  Mr. 
Wm.  R.  Ramsey,  525  Hearst  Bldg.,  Third  and  Market  Sts., 
San  Francisco,  Cal. 

Industrial  Medical  Assn.,  April  16-20,  Bellevue  Stratford 
Hotel,  Philadelphia.  Contact:  Mr.  Howard  N.  Schulz,  150 
N.  Wacker  Dr.,  Chicago,  111.  60606. 

American  Assn,  of  Neurological  Surgeons,  April  16-20, 
Statler  Hilton,  Boston.  Contact:  Mr.  Michael  L. 
O’Connor,  428  E.  Preston  St.,  Baltimore,  Md. 

American  College  of  Physicians,  April  17-21,  Atlantic  City. 
Contact:  Dr.  Edward  C.  Rosenow,  Jr.,  4200  Pine  St., 
Philadelphia.  Subject:  Immunology. 

The  Pennsylvania  Thoracic  Society  and  the  Pennsylvania 
Chapter  of  the  American  College  of  Chest  Physicians 
joint  scientific  session,  April  20.  AAFP  7 hours  credit. 

American  Society  for  Microbiology,  April  23-28,  Civic 
Center,  Philadelphia.  Contact:  Mr.  R.W.  Sarber,  1913  Eye 
St.,  N.W.,  Washington,  D.C.  20006. 

American  Academy  of  Facial  Plastic  and  Reconstructive 
Surgery,  April  23-25,  The  Breakers  Hotel,  Palm  Beach, 
Fla.  Contact:  Carl  N.  Patterson,  M.D.,  1 1 10  W.  Main  St., 
Durham,  N.C.  27701. 

American  Pediatric  Society,  April  26-29,  Traymore  Hotel, 
Atlantic  City.  Contact:  Dr.  Charles  D.  Cook,  333  Cedar 
St.,  New  Haven,  Conn.  16510. 

Student  American  Medical  Assn.  (SAMA),  April  28-May  1, 
Biltmore  Hotel,  Los  Angeles. 

American  Federation  for  Clinical  Research,  April  29-30, 
Chalfonte-Haddon  Hall,  Atlantic  City.  Contact:  Mr. 
Charles  B.  Slack,  6900  Grove  Rd.,  Thorofare,  N.J.  08086. 

American  Society  for  Clinical  Investigation,  April  30-May  1, 
Haddon  Hall,  Atlantic  City.  Contact:  Dr.  Paul  Calabresi, 
Roger  Williams  General  Hospital,  Providence,  R.I. 
02908. 

American  College  of  Sports  Medicine,  April  30-May  3, 
Philadelphia  Sheraton  Hotel,  Philadelphia.  Contact:  Mr. 
Donald  E.  Herrmann,  1440  Monroe  St.,  Madison,  Wise. 
53706. 

Interamerican  Congress  of  Cardiology,  April  23-29,  San 
Francisco.  Registration  fee  $115.  Contact:  American 
Heart  Association,  44  East  23rd  St.,  New  York  10010. 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®VK 

Deltasone® 
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Oxylone® 

Reserpoid® 


Up|oHn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


© 1972  The  Upjohn  Company 

*TRADEMARK 


JA72-1985-6 


PI 


! 


Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 
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Paninycin 


(tetracyc 


250  mg. 
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Panmycin 

(tetracycline  HCljUpjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml. 


Keeping  quality  up 


and  cost  down 


The  spirit  which  pervades  the  physical  plant  and  the  future 
plans  of  the  Medical  College  of  Pennsylvania  is  the  spirit  of 
youth  facing  problems  and  solving  them. 

Faced  with  making  changes  to  meet  society’s  needs  for 
quality  medical  care  for  a growing  population,  the  family  of 
the  college,  using  strictly  private  funding,  set  out  to  chart  a 
course  and  establish  goals  for  the  seventies.  The  college  has 
faced  crises  in  its  history,  and  has  changed  as  change  was 
needed.  Its  plans  for  the  future  reflect  this  philosophy. 

In  1971  renovations  on  the  hospital  were  completed.  Med- 
ical Director  Robert  Lambert,  M.D.,  is  quick  to  express  his 
pride  in  the  350-bed  facility,  completely  air-conditioned,  and 
says  it  is  "among  the  best  of  hospitals.”  But  as  in  all  hospitals, 
there  are  problems.  Faced  with  Blue  Cross  contract  stipula- 
tions, the  hospital  took  the  initiative  and  changed  functions 
in  service  areas  in  order  to  stay  within  the  budget  without 
damaging  the  quality  of  patient  care.  Despite  this,  the  finan- 
cial crisis  continues.  Emergency  room  and  outpatient  clinic 
visits  are  increasing  sharply  each  year.  Although  Kenneth  N. 
Wenrich,  associate  dean  for  administration,  says  there  will  be 
no  increase  in  beds  at  the  hospital  as  the  college  grows, 
increased  demand  for  ambulatory  services  indicate  expan- 
sion of  the  emergency  department  and  outpatient  clinic  must 
be  planned. 

Because  quality  care  is  offered  to  all  at  the  hospital,  these 
ambulatory  services  are  costly  to  operate,  and  often  the  pa- 
tients are  unable  to  pay.  Dr.  Lambert  explained  that  of  the 
patients  seen  at  the  hospital,  40  percent  are  on  medical  assis- 
tance, 16  percent  on  medicare,  33  percent  pay  for  service, 
usually  through  a third  party,  and  1 1 percent,  without  means 
but  ineligible  for  assistance,  cannot  pay  at  all.  All  hospital 
services  increased  in  1970-71,  but  emergency  room  visits 


jumped  a whopping  24  percent.  Both  Mr.  Wenrich  and  Dr. 
Lambert  said  that  the  hospital  faces  the  possibility  of  bank- 
ruptcy because  of  the  commitment  to  serve  people  regardless 
of  their  ability  to  pay. 

These  men  and  their  colleagues  on  the  faculty  and  in  the 
administration  see  the  kind  of  growth  planned  for  the  college 
as  a means  to  achieving  financial  stability.  Applying  the  Car- 
negie Commission’s  "economies  of  scale,”  a student  body  of 
at  least  one  hundred  is  the  answer  to  operating  a medical 
school  without  a deficit.  Charles  A.  Glanville,  vice-president 
for  planning  and  development,  pointed  out  that  this  kind  of 
growth,  doubling  first  year  enrollment  by  1980,  "and  pos- 
sibly sooner,”  is  the  "heart  of  MCP’s  mission.  He  added  that 
medical  colleges  would  continue  to  need  public  funding,  and 
increased  public  funding,  if  society’s  needs  are  to  be  met.  He 
pointed  out  that  private  donations  paid  for  the  planning  part 
of  the  expansion  program,  but  said  both  public  and  private 
funding  would  be  needed  to  bring  the  plans  to  fruition. 

Teaching  doctors,  nurses,  postgraduate  students  in  related 
scientific  fields,  and  medical  technicians  is  the  work  of  the 
Medical  College  of  Pennsylvania  as  is  providing  patient  care. 
The  students  are  what  it’s  all  about.  Associate  Deans  Ethel 
Weinberg,  M.D.,  and  Mary  Ellen  Hartman,  M.D.,  are  in- 
volved with  the  students  and  their  courses  of  study.  Dr. 
Weinberg  is  associate  dean  for  curriculum  and  planning.  She 
still  directs  the  retraining  program  for  physicians  which  ini- 
tially brought  her  to  the  staff.  The  program  provides  studies 
for  physicians  who  have  been  away  from  the  practice  of  med- 
icine. 

Of  the  twenty-three  physicians  who  have  completed  re- 
training, all  are  either  in  practice  or  involved  in  residency 
training.  Dr.  Weinberg  reported  that  an  additional  forty- 
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I eight  are  currently  in  the  program  or  have  just  completed  it. 

Dr.  Hartman  is  associate  dean  for  student  affairs  and 
chairman  of  the  admissions  committee.  She  is  directing  a 
recruiting  program  aimed  at  young  women  in  high  school 
and  college  to  interest  them  in  careers  in  medicine  by  ex- 
posing them  to  work  and  research  situations  at  MCP.  The 
program  is  in  keeping  with  the  commitment  to  the  education 
of  women  physicians,  a part  of  the  MCP  mission.  Dr. 
Hartman  is  quick  to  admit  that  the  task  of  the  admissions 
committee  is  monumental,  but  speaks  with  enthusiasm  of  the 
kind  of  guidance  the  students  receive  after  they’ve  been  ad- 
mitted. "Each  first  year  student  is  assigned  to  an  older 
student,  and  through  the  older  student,  to  a faculty  adviser,” 
she  explains.  The  college  does  everything  possible  to  assist 
students  to  reach  their  common  goal,  a degree  in  medicine. 
Financial  obstacles  are  met  with  administration  guidance 
and  assistance,  and  help  in  solving  personal  problems  is  avail- 
able. 

Gerald  H.  Escovitz,  M.D.,  recently  named  associate  dean 
for  continuing  education  and  extramural  affairs,  continues  to 
direct  regional  medical  program  activities  for  the  college.  He 
and  Dr.  David  K.  Wagner,  M.D.,  professor  of  surgery  who 
assists  in  RMP  activities,  explained  that  a number  of  the  out- 
reach into  the  community  programs  are  RMP  projects.  The 
college  works  with  other  community  organizations  to 
achieve  the  total  well-being  of  the  people  in  the  RMP  area  as- 
signed to  it. 

Both  the  retraining  program  and  the  AMA-approved 
acute  care  internship  program  at  MCP  are  RMP  projects 
aimed  at  solving  the  manpower  shortage. 

Currently  the  college  is  working  with  ten  other  hospitals 
on  a self-evaluation  of  diagnosis  and  patient  care  which  is 


known  as  the  RMP  Mandate  Project.  When  completed  it  will 
provide  data  for  continuing  education  programs  to  improve 
treatment. 

Providing  continuing  education  programs  to  community 
hospitals  and  MCP  preceptorships  for  practicing  physicians 
are  under  the  guidance  of  Dr.  Escovitz.  The  preceptorships 
are  tailored  to  the  needs  of  individual  physicians  and  operate 
in  six  areas.  Activities  include  clinics  and  rounds  and  can  be 
limited  to  one,  or  built  around  a combination,  of  the  depart- 
ments involved. 

This  is  the  scene  at  the  Medical  College  of  Pennsylvania  as 
it  celebrates  Founder’s  Day,  March  1 972.  The  spirit  is  one  of 
looking  ahead  with  a courage  built  on  the  bedrock  of  the  past. 


DEAN  SIGEL  SPEAKS  WITH  STUDENTS. 
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Dean  Sigel — Man  at  the  Helm 


Bernard  Sigel,  M.D.,  dean  and  acting 
president  of  the  Medical  College  of 
Pennsylvania,  is  a dedicated  doctor, 
committed  to  meeting  the  challenges 
and  solving  the  problems  in  medical  ed- 
ucation today. 

Dr.  Sigel  is  caught  up  in  fulfilling  the 
mission  of  MCP  doubling  the  enroll- 
ment of  first  year  medical  students  by 
1980  with  the  concomitant  increase  in 
faculty  and  growth  of  facilities,  while 
continuing  the  school’s  commitment  to 
the  education  of  women  physicians  and 
to  the  enhancement  of  opportunities  for 
women  in  medicine. 

He  expresses  concern  for  the 
challenges  placed  before  the  medical 
schools  because  of  society’s  increased 
expectations  for  quality  medical  educa- 
tion, more  physicians,  meaningful 
research,  quality  care  for  individuals  in 
the  community,  and  even  a solution  for 
the  problems  of  physician  distribution. 
He  points  out  that  these  responsibilities 
have  been  placed  on  medical  schools 
and  feels  that  the  challenges  can  be  met 
if  the  schools  are  properly  compensated 
through  public  as  well  as  private 
funding. 

Dr.  Sigel  has  a medical  heritage.  His 
father  was  a physician  and  his  mother  a 
dentist.  He  came  with  them  from 
Poland  as  a young  child  and  was  raised 
in  Dallas,  Texas.  He  received  his  M.D. 
degree  in  1953  from  the  University  of 
Texas.  A residency  in  genera!  surgery 
brought  him  to  the  Graduate  Hospital 


of  the  University  of  Pennsylvania,  and 
he  took  further  surgical  training  as  a 
resident  at  the  Veterans  Administration 
Hospital  in  Cora!  Gables,  Florida. 

His  teaching  career  began  in  Florida 
where  he  was  clinical  instructor  in  gen- 
eral surgery  at  the  University  of  Miami 
School  of  Medicine. 

Dr.  Sigel  joined  the  faculty  of 
Woman’s  Medical  College  in  1960  as 
an  associate  in  surgery.  Because  "mean- 
ingful research”  has  been  a major  inter- 
est during  his  professional  career,  he 
has  been  director  of  surgical  research 
since  1960.  His  investigations  of  gas- 
trointestinal physiology,  liver  regenera- 
tion, and  vascular  diseases  have  been 
the  subject  of  numerous  papers  he  has 
written  for  scientific  publications. 

The  dean’s  devotion  to  research  is  an 
important  facet  of  his  overall  devotion 
to  improving  medical  education, 
providing  more  physicians,  and  pro- 
viding quality  medical  care,  which,  he 
says,  "is  believed  to  be  a fundamental 
human  right  by  society.” 

In  this  regard  he  has  assumed  chair- 
manship of  the  Dean’s  Committee 
recently  reactivated  by  Pennsylvania’s 
medical  schools. 

Of  medical  students  today  he  says, 
"They  are  committed  to  service  now  to 
a much  greater  extent  than  ever  before, 
and  this  is  a wholesome  situation.” 

If  this  is  true  of  medical  students 
today,  it  can  be  said  of  Bernard  Sigel 
that  he  leads  the  students  on  their  way. 


“Looking  ahead  I see  the 
doubling  of  our  student  body  as 
our  most  significant  objective. 

“We  plan  to  accomplish  this 
goal  gradually — by  increasing 
our  enrollment  in  the  fall  of  ’72 
and  each  year  thereafter  until  we 
should  be  enrolling  132  first  year 
students  by  the  fall  of  1980.  This 
will,  of  course,  necessitate  addi- 
tional facilities  and  faculty. 

“We  are  also  working  toward 


increased  community  involve- 
ment, not  only  in  our  own  geo- 
graphic service  area  but  in  other 
areas  in  the  Commonwealth. 

“In  addition  we  plan  to  con- 
tinue the  expansion  of  our 
research  efforts  in  both  the 
basic  and  clinical  sciences.  Al- 
though there  seems  to  be  less 
national  emphasis  on  research, 
we  do  not  plan  to  diminish  our 
efforts  in  this  important  area.” 


PENNSYLVANIA  MEDICINE 


The  College  Grows  into  the  Present 


March  11,  1850-— Incorporation  of  The  Female  Medi- 
cal College  of  Pennsylvania. 

1867 — Name  change  to  The  Woman’s  Medical 
College  of  Pennsylvania. 

1875 — Erection  of  building  at  Twenty-First  St.  and 
North  College  Ave.  made  possible  by  bequest 
from  Isaac  Barton. 

1895 — ^General  hospital  and  dispensary  opened  in 

slum  area  of  Philadelphia  by  alumnae. 

1903 —  Small  maternity  hospital  opened  on  Washing- 
ton Ave. 

1904 —  Pavilion  Hospital  opened  in  rented  house  ad- 
jacent to  college. 

1908 — School  of  Nursing  established  at  Hospital  of 
MCP. 

1913 — Permanent  hospital  completed. 

1930 — New  college  and  hospital  facilities  opened  at 
3300  Henry  Ave. 

1952 — Ann  Preston  Residence  Hall  and  administra- 
tive offices  for  School  of  Nursing  opened. 

1954 — Preventive  medicine  wing  opened. 

1960 — $3  million  research,  teaching,  and  diagnostic 
wing  completed. 


1968 —  $7.3  million  clinical  teaching  and  services 
wing  dedicated. 

1969 —  ^Men  accepted  for  the  first  time  in  the  M.D. 
program. 

1970 —  Name  changed  to  The  Medical  College  of 
Pennsylvania. 


Supportive  Organizations  Recognized 


No  description  of  the  Medical 
College  of  Pennsylvania  would  be 
complete  without  recognition  of  the  ef- 
forts on  behalf  of  the  college  and  hos- 
pital by  its  various  supportive  organi- 
zations. 

The  Board  of  Corporators  of  the 
college,  under  the  chairmanship  of 
Mrs.  Paul  R.  Kaiser,  steers  a course 
for  the  institution  through  a number  of 
’ standing  and  special  committees  and 
j provides  support  beyond  measure. 

"it  is  impossible  to  estimate  the  con- 
I tribution  in  manpower  and  financial 
I support  which  the  college  receives 
i from  the  corporators,”  says  Louise 
I Kaiser,  whose  own  contributions  are 
j lauded  by  all  in  the  MCP  family.  "This 
j is  a private,  non-profit  institution 
I which  serves  the  community  by  giving 
quality  medical  care  and  by  educating 
students  for  careers  in  medicine  and 
allied  fields.  The  Board  of  Corporators 
helps  to  form  the  goals  and  works  to 
see  that  they  are  met.” 

Mrs.  Kaiser  is  an  active  woman  with 
time  to  serve  the  community  in  many 
ways.  Although  she  gives  of  herself  to 
a number  of  causes,  it  is  obvious  that 
she  and  the  other  corporators,  about 
fifty  in  number,  put  MCP  at  the  top  of 
the  list. 

Other  groups  of  supporters  to  the 


college  and  hospital  include  the  Na- 
tional Board,  the  Commonwealth 
Board,  the  College  and  Hospital  Auxil- 
iary, and  the  Alumnae  Association  of 
Woman’s  Medical  College. 

As  the  course  for  the  future  of  MCP 


is  charted,  the  men  and  women  on  the 
Board  of  Corporators,  and  the  women 
of  the  other  supporting  organizations, 
along  with  representatives  of  the 
student  body  and  the  faculty,  partici- 
pate in  the  effort. 


LOUISE  KAISER,  chairman  of  the  MCP  Board  of  Corporators,  enjoys  golf  and  gar- 
dening, but  she  is  most  enthusiastic  when  she  speaks  of  recreation,  of  flying  and 
sport  fishing,  activities  which  she  and  her  husband  share.  She  is  a licensed 
airplane  pilot  and  a licensed  helicopter  pilot.  She  is  shown  above  in  a pose  most 
naturai  for  her. 
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To  single  out  for  recognition  in  this  special  issue  a few  from  the  hundreds  of  WMC  alumnae  who  have 
achieved  greatness  and  won  distinction  is  a formidable,  even  a dangerous,  task.  But  no  magazine  dedicated  to 
the  Medical  College  of  Pennsylvania  would  be  complete  without  a history  or  listing  of  memorable  events,  nor 
would  it  be  complete  without  a listing  of  notable  achievements  by  distinguished  graduates. 

So  with  a salute  to  all  of  the  alumnae,  PENNSYLVANIA  MEDICINE  pays  particular  tribute  to  four  representatives 
of  the  distinguished  WMC  alumnae:  Catharine  Macfarlane,  M.D.,  Katharine  Boucot  Sturgis,  M.D.,  Louise  C. 
Gloeckner,  M.D.,  and  Alma  Dea  Morani,  M.D.  They  have  served  their  profession  with  distinction,  brought  honor 
to  their  alma  mater  and  been  devoted  to  the  Commonwealth  of  Pennsylvania.  Although  serving  in  various  ways, 
all  have  served  their  fellow  humans  with  indefatigable  devotion. 


LOUISE  C.  GLOECKNER,  M.D.,  Class 
of  1928,  has  served  as  president  of 
the  Montgomery  County  Medical  So- 
ciety, vice-president  of  the  Pennsyl- 
vania Medical  Society  and  vice- 
president  of  the  AMA,  while  prac- 
ticing general  medicine  for  forty 
years.  In  1970  she  was  named  a Dis- 
tinguished Daughter  of  Pennsylvania. 
She  is  a member  of  the  American 
Academy  of  Family  Physicians  and 
has  been  active  in  the  American 
Cancer  Society.  In  her  activities  she 
has  encouraged  closer  cooperation 
among  the  AMA,  American  Medical 
Women’s  Association  and  the  Na- 
tional Medical  Association,  and  has 
urged  other  women  physicians  to  be 
active  In  their  medical  organizations. 


ALMA  DEA  MORANI,  M.D.,  Class  of 
1931,  is  a professor  of  clinical  sur- 


gery at  the  Medical  College  of  Penn- 
sylvania, has  served  as  an  officer  of 
the  Philadelphia  County  Medical  So- 
ciety, and  is  active  in  several  interna- 
tional medical  associations.  She  is 
the  first  woman  member  of  the  Ameri- 
can Society  of  Plastic  and  Recon- 
structive Surgery  and  in  1955 
received  a citation  for  work  in  this 
field  from  the  Order  of  the  Sons  of 
Italy.  She  is  a talented  amateur 
sculptor  and  has  served  as  president 
of  the  American  Physicians  Art  Asso- 
ciation. 


KATHARINE  BOUCOT  STURGIS, 
M.D.,  Class  of  1942,  overcame  great 
odds  and  several  interruptions  in  her 
education  to  win  her  degree  in  medi- 
cine. She  had  a bout  with  tubercu- 
losis which  hospitalized  her  for  two 
years,  but  Dr.  Sturgis  turned  this 
handicap  into  a professional  asset 
when  she  decided  to  specialize  in 
pulmonary  diseases.  Her  studies  con- 
vinced her  that  early  detection  of 
tuberculosis  was  necessary  to  stop 
the  rate  of  new  infections.  Her  major 
research  work  has  been  in  the  field  of 
tuberculosis  and  lung  cancer.  For  ten 
years  she  served  as  chief  editor  of 
"Archives  of  Environmental  Health." 
Dr.  Sturgis  served  on  the  faculty  of 
Woman’s  Medical  College  from  1945 
until  1968  and  was  professor  and 
chairman  of  the  department  of 
preventive  medicine  from  1962.  She  is 
emeritus  professor  of  preventive  med- 
icine at  her  Alma  Mater.  Her  leader- 
ship in  many  professional  and  public 


health  organizations  caused  her  to  be 
named  a Distinguished  Daughter  of 
Pennsylvania  in  1964.  Dr.  Sturgis’ 
leadership  was  instrumental  in 
making  Pennsylvania’s  air  quality 
control  standards  the  highest  in  the 
nation. 


CATHARINE  MACFARLANE.  M.D., 
Class  of  1898,  was  a distinguished 
doctor,  teacher,  researcher,  and  lec- 
turer whose  long  and  honorable  ca- 
reer in  medicine  brought  her  many 
honors  and  awards.  She  was 
research  professor  of  gynecology  at 
Woman’s  Medical  College  from  1942 
until  1966,  when  she  was  named 
emeritus  professor.  She  was  interna- 
tionally known  for  her  work  in  the 
field  of  cancer  research  and  was  a 
fellow  and  one  of  the  founders  of  the 
American  Academy  of  Obstetrics  and 
Gynecology.  Before  her  death  in  1969 
she  was  honored  as  a Distinguished 
Daughter  of  Pennsylvania  and  as 
honorary  president  of  the  Philadel- 
phia Division,  American  Cancer  Soci- 
ety. Among  the  awards  she  received 
were  the  Strittmatter  Award,  the 
Lasker  Award  of  the  American  Public 
Health  Association,  The  Page  One 
Award  of  the  Greater  Philadelphia 
Newspaper  Guild,  the  Annual  Citation 
from  the  National  Council  of  Negro 
Women,  and  the  Gimbel  Award.  She 
was  active  in  the  Philadelphia  County 
Medical  Society  and  the  State  Soci- 
ety and  served  as  president  of  the 
American  Medical  Women’s  Associa- 
tion. She  lives  in  eternal  memory  at 
the  Medical  College  of  Pennsylvania. 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC  , RICHMOND,  VIRGINIA  23217 


The  new  Rocoih" 
Medical 
Mana^ment 
System... 


1.  ROCOM  Health  History  System 

provides  maximum  screening  informa- 
tion about  the  patient  with  a 
minimum  expenditure  of  your  time. 

Prior  to  your  examination,  the 
patient  answers  129  carefully  chosen 
questions  arranged  by  body  system. 

Only  positive  answers  transfer 
through  to  the  summary  sheet.  You 
get  an  immediate  picture  of  the 
patient's  current  complaints  with 
the  knowledge  that  important  screen- 
ing questions  are  covered. 

SOMETHING  NEW. . .ROCOM  HEALTH  HISTORY 
SYSTEM  (Spanish)  --  Questions  are 
in  Spanish,  answers  in  English.  The 
form  does  the  "translating." 


hdps  solve  these  five  vexing 

office  prohlems 

1-ta.king  health  histories 

2.  maintaining  meaningful 
patient  records 

3.  handling  incoming 
telephone  calls 

4.  keeping  appointments 
on  schedule 

5.  providing  visefUl  suppLemental 
patient  instructions 


Each  component  in  the  new  ROCOM  Medical 
Management  System*  deals  with  a specific 
office  problem  to  help  you  provide 
better  patient  care  and  improve  the  use 
of  your  office  time. 

In  designing  these  products,  hundreds 
of  doctors,  nurses  and  receptionists  were 
consulted  about  their  particular  office 
problems.  More  than  two  years  of  development 
under  actual  office  conditions  proved  that 
the  ROCOM  systems  actually  do  help  solve 
difficulties  without  upsetting  existing 
office  routines. 

In  private  or  group  practice,  most 
physicians  will  find  one  or  more  of  these 
products  useful.  The  components  can  be 
employed  alone,  in  various  combinations, 
or  preferably  as  the  complete  ROCOM  Medical 
Management  System,  depending  on  your  own 
office  situation.  To  obtain  additional 
information,  please  send  this  coupon  to 
ROCOM  — the  health  information  and  education 
division  of  Hoffmann  - La  Roche  Inc. 


2.  ROCOM  Medical  Record  System 

a simple  but  comprehensive  method 
for  keeping  a complete  record  on 
every  one  of  your  patients.  Permits 
you  to  review  a patient's  medical 
history  in  seconds  and  retrieve 
information  quickly.  Can  be  used 
with  the  "problem-oriented"  method 
of  keeping  patient  records.  Color 
coding  virtually  eliminates  the 
likelihood  of  misplaced  files.  A 
disease  cross-index  card  keeps  track 
of  patients  by  disease  entity. 

Family  Jacket  Holder  keeps  all 
medical  records  of  an  individual 
family  in  one  location.  Well-kept 
records  can  be  one  of  the  great- 
est deterrents  to  malpractice  suits. 

The  ROCOM  Medical  Record  System 
helps  protect  your  good  name. 

3.  ROCOM  Telephone  System 

a complete  system;  one  that  can  be 
understood  quickly  by  your  newest 
office  aide;  one  that  permits  your 
staff  to  answer  specific  patient 
questions  with  confidence;  one  that 
will  make  your  practice  more  pro- 
ductive by  assuring  that  you  are 
interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing 
assures  that  all  incoming  calls  can 
become  part  of  the  patient's  perma- 
nent record. 

4.  ROCOM  Appointment  System 

worked  out  by  you  in  your  own  prac- 
tice with  the  help  and  guidance  of 
ROCOM.  Time  segments  are  individ- 
ualized to  your  own  requirements. 

Can  be  coordinated  with  your  col- 
league's or  nurse's  schedule.  Helps 
keep  a steady  flow  of  traffic  through 
the  waiting  room.  An  unlimited 
variety  of  schedules  available. 

5.  ROCOM  Patient  Health  Guides 

a series  of  25  education  aids  that 
provide  basic  knowledge  to  sup- 
plement your  counselling  and  in- 
structions. Follows  a question  and 
answer  format.  Tested  for  accuracy 
and  effectiveness  in  private  medical 
practices.  This  literature  is  "pa- 
tient-oriented" not  "product- 
oriented."  A convenient  holder  for 
storage  of  the  Guides  is  also 
available . 


'Created  and  developed  by  Patient  Care  Systems,  Inc, 


ROCOM"  ^ I 

Division  of  Hof fmann  - La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□Health  History  I I Patient  Health 

System  ' — ' Guides 

I I Telephone  System  Appointment  System 

□Medical  Record 
System 


Name Specialty 


Street 


City State 


Please  do  not  forget  Zip  Code 


1 


Same  price  as 
150 -ml.  size* 


Two  dosage 
strenqths- 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Based  on  LHty  selling  price  to  whoiesalers 


The  Papers  from  The  Medical  College  of  Pennsylvania 


Doppler  Ultrasound  Diagnosis  in  Vascular  Disease 

W.  ROBERT  FELIX,  M.D.,  F.A.C.S. 

BERNARD  SIGEL,  M.D.,  F.A.C.S. 


The  search  for  non-invasive,  safe, 
reasonably  accurate  diagnostic 
tools  useful  in  screening  for  peripheral 
vascular  disease  has  led  to  a wide- 
spread clinical  interest  in  Doppler  ul- 
trasound instrumentation  for  this  pur- 
pose. We  have  utilized  this  tool  in  the 
study  of  pathologic  states  including  ar- 
terial disease,  post-arterial  surgery 
monitoring  and  diagnosis  of  venous 
occlusion  and  incompetent  valves.  The 
tool  has  proven  useful  in  the  evalua- 
tion of  the  swollen  leg,  determination 
of  competency  of  the  deep  venous 
system  prior  to  varicose  vein  surgery 
and  location  of  the  source  of  pulmo- 
nary emboli.  Franklin  and  Rushmer 
described  the  instrumentation  and 
initial  clinical  application  of  Doppler 
Ultrasound  to  study  arterial  blood 
flow.  In  1967,  Sigel,  et  aP  described  a 


method  for  detection  of  venous  disease 
and  subsequently  validated  the  tech- 
nique. 

Instrumentation 

The  Transcutaneous  Doppler  Ul- 
trasound Blood  Velocity  Detector 
presents  an  audible  display  of  blood 
flow  in  the  following  manner.  An  ul- 
trasound beam  of  known  frequency  (5 
to  10  Megahertz)  is  generated  by  a pi- 
ezo-electric crystal  and  transmitted 
into  the  tissue  via  a coupling  gel. 
The  sound  waves  are  reflected  from 
the  blood  elements  and  these  re- 
flected waves  are  detected  by  an- 
other piezo-electric  crystal.  The 
frequency  of  these  reflected  waves 
is  shifted  from  the  initial  fre- 
quency by  an  amount  directly  pro- 
portional to  the  velocity  of  the 
blood  elements.  The  amount  of  this 


Doppler  shift  is  detected  by  the  in- 
strument and  the  average  velocity  of 
the  blood  can  be  calculated.  These 
frequency  shifts  are  within  the  human 
audible  range  (from  500  to  16,000 
Hz.)  under  most  clinical  circumstances 
when  using  the  commercially  available 
instruments.  With  appropriate  amplifi- 
cation and  a speaker  or  head  phones 
one  can  "hear”  blood  flow.  We  have 
used  two  commercially  available  in- 
struments* in  our  clinical  studies  and 


* I ) Parks  Model  805,  806  and  810 
Parks  Electronics,  Beaverton, 
Oregon 

2)  D op  tone 

Corbin-Farnsworth  (Smith  Kline 
Instrument  Company) 

Palo  Alto,  California 
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Doppler  Ultrasound 
Diagnosis 

TABLE  1 

DIAGNOSIS  OF  VENOUS  OCCLUSION 

Doppler  Ultrasound  Findings 

Distal  Positive  “A”  Sounds  at  Femoral  Vein  Following: 

Thigh  Calf 

Compression  Compression 

Foot 

Dorsiflexion 

Extremity  Normal 

Present 

Present 

Present 

Leg  Partial 

Diminished 

Occlusion 

Present 

Diminished 

or  Absent 

Leg  Complete 

Diminished 

Occlusion 

Present 

Absent 

or  Absent 

Femoral  Partial 

Diminished 

Diminished 

Occlusion 

Diminished 

or  Absent 

or  Absent 

Femoral  Complete 

Diminished 

Diminished 

Occlusion 

Absent 

or  Absent 

or  Absent 

TABLE  2 

DIAGNOSIS  OF  VALVE  INCOMPETENCE:  LEG  VEINS 

Combinations  of  Doppler  Findings* 

Proximal  Positive 

Distal  Negative 

Distal  Negative  “A” 

“A”  Sound  in  Post- 

“A”  Sound  in 

Sound  at  Femoral 

Doppler  Ultrasound 

Tibial  Vein 

Popiiteal  Vein 

Vein  Following 

Diagnosis 

Calf  Compression 

Normal 

Absent 

Absent 

Absent 

Present 

Absent 

Absent 

Leg  Partial 

Absent 

Present 

Absent 

Incompetence 

Absent 

Absent 

Present 

Absent 

Present 

Present 

Present 

Present 

Absent 

Leg  Complete 

Present 

Absent 

Present 

Incompetence 

Present 

Present 

Present 

* Where  more  than  one  combination  is  presented  for  a Doppler  diagnosis,  any  one  combination  read  across  is  interpreted  as 

that  diagnosis. 

TABLE  3 

DIAGNOSIS  OF  VALVE  INCOMPETENCE:  THIGH  VEINS 

Combinations  of  Doppler  Findings* 

Proximal  Positive  “A” 

Proximal  Positive  “A” 

Distal  Negative 

Sound  at  Popiteal 

Sound  at  Popliteal 

“A  Sound  at  Fern- 

Vein  Following  Com- 

Vein  Following  Com- 

orai  Vein  Following 

Doppler  Ultrasound 

pression  of  mid  Vs 

pression  of  upper 

Thigh  Compression 

Diagnosis 

of  thigh 

Vs  of  thigh 

Normal 

Absent 

Absent 

Absent 

Femoral  Partial 

Present 

Absent 

Absent 

Incompetence 

Absent 

Absent 

Present 

Absent 

Present 

Absent 

Femoral  Complete 

Absent 

Present 

Present 

Incompetence 

Present 

Absent 

Present 

Present 

Present 

Absent 

Present 

Present 

Present 

* Where  more  than  one  combination  is  presented  for  a Doppler  diagnosis,  any  one  combination  read  across  is  interpreted  as 
that  diagnosis. 
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have  found  them  both  to  be  satisfac- 
tory. 

Methods  of  Examination 
and  Results 

Arterial  Examinations — For  the 

bedside  clinical  examination  described 
here,  the  simple  audio  output  of  these 
instruments  is  used.  By  monitoring 
selected  anatomic  sites  and  application 
of  a series  of  maneuvers  described 
below,  one  can  accurately  assess  the 
peripheral  arterial  and  venous  systems. 

The  arterial  examination  consists  of 
placing  the  ultrasound  transducer  over 
the  anatomic  sites  of  the  common 
femoral,  popliteal,  dorsalis  pedis  and 
posterior  tibial  arteries  and  listening  to 
the  instrument  output.  The  normal  ar- 
terial flow  sound  consists  of  a high 
frequency  short  duration  "first  sound” 
followed  by  a lower  frequency  longer 
duration  “second  sound.”  Occasionally 
there  is  a third  or  fourth  sound.  Nor- 
mally, there  is  always  a pause  before 
the  next  high  frequency  "first  sound.” 

Arterial  abnormalities  proximal  to 
the  monitoring  site  produce  changes  in 
these  normal  sounds.  These  changes 
range  from  lower  frequency  first  sound 
to  absence  of  the  second  sound  to  loss 
of  the  full  pause  (a  continuous  sound) 
to  absence  of  arterial  flow  sounds.  The 
degree  of  arterial  disease  roughly  cor- 
relates with  these  changes  in  the  ul- 
trasound signals  and  has  been  reported 
in  detail  by  others. s Often  the  site  of 
occlusion  can  be  predicted. 

In  patients  with  acute  loss  of  periph- 
eral pulses  (post-operative  arterial  sur- 


gery, post-cardiac  catheterization, 
post-arteriogram  spasm,  arterial  em- 
bolus, etc.),  we  have  noted  that  the 
prognosis  for  the  limb  is  favorable  if 
Doppler  ultrasound  signals  can  be 
elicited  from  the  distal  arteries. 

Ultrasound  examination  can  be  used 
to  determine  the  patency  of  silastic 
renal  dialysis  A-V  shunts.  A calibrated 
instrument  can  be  used  to  calculate  the 
actual  blood  flow  in  these  shunts  if  the 
internal  diameter  of  the  catheter  is 
known.  Thus,  the  potential  for  con- 
tamination by  a blood  flow  meter  in- 
serted into  the  system  can  be  avoided. 
Ultrasound  examination  has  been  used 
by  us  to  pinpoint  A-V  fistulae  which 
could  not  be  located  on  arteriogram 
because  of  a myriad  of  obscuring 
dilated  veins. 

It  should  be  noted  that  in  spite  of 
the  occasional  superiority  of  the  ul- 
trasound technique  in  locating  an  A-V 
fistula,  this  instrument  is  not  a substi- 
tute for  the  arteriogram.  This  in- 
strument as  currently  used  should  not 
be  expected  to  be  more  than  a 
screening  or  monitoring  tool.  The 
major  value  of  this  tool  is  the  ease  and 
safety  of  re-examination. 

The  diagnosis  of  venous  occlusion  is 
based  on  the  absence  of  an  augmented 
flow  sound  upon  compression  of  the 
extremity  distal  to  the  monitoring  site. 
Examination  at  the  femoral  vein  is  all 
that  is  necessary  to  evaluate  occlusion 
in  the  deep  veins  of  the  lower  extremi- 
ty. A spontaneous  flow  sound  (”S” 
sound)  is  usually  heard  over  the 
femoral  vein.  This  sound  is  reminis- 


cent of  wind  rushing  through  tree 
leaves  and  is  cyclic  with  respiration.  It 
is  higher  pitched  (faster  flow)’  on  expi- 
ration. Compression  of  the  thigh,  the 
calf  and  dorsiflexion  of  the  foot 
produce  an  augmented  flow  sound 
(distal-positive  "A”  sound)  if  the  deep 
venous  system  is  patent.  Table  I is  a 
summary  of  the  definition  of  venous 
occlusion. 

The  diagnosis  of  incompetent  valves 
is  slightly  more  complex  but  is  also 
based  upon  augmented  sounds.  Incom- 
petent valves  are  detected  and  located 
in  one  of  two  ways: 

(1)  production  of  an  augmented 
sound  upon  compression  prox- 
imal to  the  monitoring  site  (as 
blood  is  forced  retrograde 
through  incompetent  valves).  We 
call  this  a proximal-positive  "A” 
sound. 

(2)  Production  of  an  augmented 
sound  upon  release  of  compres- 
sion distal  to  the  monitoring  site 
(as  blood  is  allowed  to  flow  re- 
trograde past  incompetent  valves 
to  fill  the  veins  emptied  by 
compression).  We  call  this  a 
distal  negative  "A”  sound. 

Tables  II  and  III  summarize  the  defini- 
tion of  leg  vein  (calf)  and  femoral  vein 
(thigh)  incompetence. 

In  a validative  study,  Doppler  ul- 
trasound examination  was  compared 
to  clinical  examination  in  147  patients 
(248  extremities)  in  which  the  true 
status  of  the  veins  was  determined  by 
venogram,  operation  or  autopsy. 


TABLE  4 

DIAGNOSIS  OF  OCCLUSION:  DOPPLER  ULTRASOUND  VS.  CLINICAL 


Doppler  Ultrasound  Diagnosis 

Clinical  Diagnosis 

Diagnosis  Confirmed  * 

Occlusion 

Normal 

Total 

Occlusion 

Normal 

Total 

Occlusion 

63 

20 

83 

45 

38 

83 

Normal 

15 

150 

165 

59 

106 

165 

Total  Number  Examined 

248 

248 

Sensitivity 

Specificity 

Doppler  Ultrasound 

63/83  = 

76% 

Doppler  Ultrasound 

150/165  = 91% 

Clinical 

45/83  = 

= 54% 

Clinical 

106/165  = 64% 

False  Negative 

20/83  = 

24% 

False  Positive 

15/165  = 9% 

(Doppler) 

(Doppler 

False  Negative 

38/83  = 

= 46% 

False  Positive 

59/165  = 36% 

(Clinical) 

(Clinical) 

* Diagnosis  confirmed  by  venogram,  operation  or  autopsy. 
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TABLE  5 

DIAGNOSIS  OF  INCOMPETENT  VALVES:  DOPPLER  ULTRASOUND  VS.  CLINICAL 


Doppler  Ultrasound  Diagnosis 

Clinical  Diagnosis 

Diagnosis  Confirmed  * 

Incompetence 

Normal 

Total 

Incompetence 

Normal 

Total 

Incompetence 

55 

17 

72 

38 

34 

72 

Normal 

40 

84 

124 

26 

98 

124 

Total  Number  Examined 

196 

196 

Sensitivity 

Specificity 

Doppler  Ultrasound 

55/72  = 76% 

Doppler  Ultrasound 

84/124  = 68% 

Clinical 

38/72  = 

= 53% 

Clinical 

98/124  = 79% 

False  Negative 

17/72  = 24% 

False  Positive 

40/124  = 32% 

(Doppler) 

(Doppler) 

False  Negative 

34/72  = 

= 47% 

False  Positive 

26/124  = 21% 

(Clinical) 

(Clinical) 

* Diagnosis  confirmed  by  venogram,  operation  or  autopsy. 


The  data  on  venous  occlusion  is 
displayed  in  Table  IV.  One  sees  that 
Doppler  sensitivity  is  76%  while 
clinical  sensitivity  is  only  54%. 
Another  way  of  stating  this  is  to  say 
that  the  Doppler  Ultrasound  technique 
missed  the  diagnosis  in  24%  of  the 
cases  and  clinical  examination  missed 
the  diagnosis  in  46%  of  the  cases. 
When  only  limbs  with  "new”  venogra- 
phic  occlusion  (i.e.,  evidence  of 
occlusion  without  extensive  collateral 
channels)  are  considered  the  ul- 
trasound sensitivity  increased  to  78% 
(missed  22%)  while  clinical  sensitivity 
rose  only  to  66%  (still  missed  34%). 

Table  V presents  the  comparison  of 
ultrasound  and  clinical  examinations 
in  196  extremities  examined  for  in- 
competent valves.  The  Doppler  ul- 
trasound technique  was  again  more 
sensitive  than  clinical  examination 
(76%  vs.  53%).  However,  the  clinical 
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examination  was  more  specific  (79% 
vs.  68%). 

Comments 

The  methods  of  examination  de- 
scribed in  this  paper  can  be  mastered 
by  medical  and  paramedical  personnel 
with  a moderate  amount  of  instruction 
and  practice.  In  our  affiliated  institu- 
tions, we  have  trained  four  "genera- 
tions” of  "Doppler  Technicians,”  all  of 
whom  are  now  working  independently 
on  consultations  and  investigative  pro- 
jects. The  safety  and  ease  of  examina- 
tion has  been  established  by  8,000  ar- 
terial and  venous  examinations  per- 
formed without  incident  over  the  last 
five  years. 

Chronic  and  acute  arterial  occlusion 
can  be  detected,  post-operative  flow 
states  monitored,  the  flow  in  A-V 
shunts  evaluated  and  occult  A-V 
fistulae  located.  However,  Doppler  ul- 
trasound cannot  replace  the  ar- 


teriogram in  evaluation  of  arterial  ab- 
normalities. 

In  the  evaluation  of  venous 
occlusion  and  incompetent  valves,  the 
Doppler  ultrasound  technique  is  more 
accurate  than  clinical  examination. 
Since  the  precise  location  of  lesions  in 
the  venous  system  is  not  always  a 
prerequisite  for  institution  of  therapy, 
a clinical  impression  supported  by  ul- 
trasound examination  is  usually  ade- 
quate information  upon  which  to  base 
an  intelligent  therapeutic  decision. 

Ultrasound  examination  alone  is  ad- 
equate in  diagnosis  of  incompetent 
valves  of  the  deep  venous  system  and 
is  probably  also  adequate  alone  in 
diagnosis  of  deep  vein  occlusion. 

The  Doppler  ultrasound  technique 
is  more  precise  in  occlusions  involving 
the  femoral  vein  and  thromboses 
which  appear  to  be  recent.  The  tech- 
nique is  useful  as  a screening  and  sur- 
veillance procedure  to  be  performed 
together  with  clinical  examination  in 
patients  with  suspected  pulmonary 
embolism  or  with  limb  findings  sug- 
gestive of  venous  thrombosis.  □ 
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The  Physician’s  Role  in  Prevention 
of  Mental  and  Emotional  Disorders 


ROBERT  C.  PRALL,  M.D.,  F.A.P.A.,  F.A.A.C.P. 


IT  IS  TIMELY  to  review  what  is 
known  about  prevention  of  mental 
and  emotional  disorders  including 
mental  retardation,  cerebral  damage, 
and  the  physical  handicaps  which  can 
so  directly  affect  the  individual’s 
mental  health  and  functioning.  Every 
physician  should  make  it  his  responsi- 
bility to  keep  abreast  of  the  develop- 
ments in  this  field  in  order  to  be  alert 
to  potentially  hazardous  situations 
which  may  be  avoided  or  corrected 
early  enough  to  avoid  tragic  con- 
sequences. 

Massive  public  education  is 
required  to  transmit  our  rapidly  ex- 
panding knowledge  to  the  average  citi- 
zen but  we  must  begin  by  educating 
ourselves  so  that  we  may  be  well 
enough  informed  to  be  able  to  pass  on 
the  information  to  others. 

Recently  there  has  been  a tre- 
mendous increase  in  knowledge 
presented  in  the  literature  on  tera- 
togenic substances  and  influences 
causing  physical  damage  in  newborn 
infants. 

This  paper  presents  a summary  of 
the  knowledge  which  may  eventually 
help  to  reduce  the  incidence  of  cere- 
bral damage,  mental  retardation,  and 
physical  malformations  along  with  the 
j severe  emotional  disorders  and  fami- 
1 Hal  distress  which  so  often  accompany 
I them.  Other  aspects  of  prevention  will 
also  be  discussed. 

Prevention  Prior  to  Pregnancy 

1.  Preconception:  It  is  now  possible 
with  the  aid  of  careful  genetic  diagnosis 
and  counseling  to  prevent  certain  he- 
reditary abnormalities  connected  with 
chromosomal  defects,  enzymatic,  and 
metabolic  errors.  Studies  of  the  genetic, 
enzymatic,  and  metabolic  patterns  of 
the  parents,  grandparents,  and  siblings 
can  uncover  potential  hazards  which 
may  lead  to  the  birth  of  a malformed  or 
retarded  child.  Of  course,  it  is  not  the 
physician’s  role  to  determine  whether  a 
I couple  should  take  the  risk  of  having  a 


defective  child.  However,  he  can  advise 
prospective  parents  as  to  the  percentage 
risk  of  such  a tragedy  and  then  it  is  up 
to  the  individuals  to  make  their  own 
decision  in  view  of  the  risk  in- 
volved. 3® 

Certain  chromosomal  defect  dis- 
eases can  be  predicted  with  a high 
degree  of  accuracy.  For  example,  adult 
carriers  of  Tay-Sachs  Disease,  a reces- 
sive genetic  disorder  that  kills  its 
victims  in  the  second  to  fourth  years  of 
life,  can  now  be  identified  by  a simple 
blood  test  based  on  a decrease  of  the 
enzyme,  hexosaminidase  A.  This 
disease  affects  predominately  those 
with  an  ancestry  of  Ashkenazi  Jews  of 
Eastern  Europe,  which  includes  about 
90  percent  of  the  Jews  in  this  country, 
approximately  one  in  thirty  of  whom 
carries  the  Tay-Sachs  gene.  Mass 
surveys  are  being  undertaken  to  iden- 
tify the  carriers  and  it  is  theoretically 
possible  to  eliminate  the  disease  with 
our  present  knowledge. Should  a 
couple  have  a pregnancy  after  the  dis- 
covery of  the  likelihood  of  an  affected 
fetus,  prenatal  intrauterine  diagnosis 
and  intervention  is  possible  and  a trag- 
edy can  be  avoided.  This  will  be  dis- 
cussed later. 

Cystic  fibrosis  , a non-sex-linked 
recessive  condition  in  which  the  carri- 
er excretes  ten  times  the  normal 
amount  of  salt,  is  also  a predictable 
disease. 

The  sickle  cell  anemia  trait  in  a car- 
rier can  be  readily  detected  by  ex- 
amining a drop  of  blood  under  low  ox- 
ygen tension.  Hemophilia,  in  the 
clinically  normal  female  carrier,  can 
be  detected  by  chromosomal  studies  as 
can  numerous  other  disorders. 

The  complexities  of  diagnosis  and 
prediction  of  recurrence  after  the  birth 
of  one  abnormal  child  are  illustrated 
by  Down’s  syndrome  (mongolism) 
which  is  associated  with  extra 
chromosomal  material.  However, 
three  different  sub-types  occur  with 
varying  rates  of  recurrence. 


The  Trisomy  21  “standard”  type, 
the  most  common,  is  related  to  ad- 
vanced age  of  the  mother  and  is 
usually  not  familial.  The  15,15/21  or 
"translocation”  type  can  occur  in 
women  of  any  age.  Risk  of  recurrence  is 
high  and  it  is  transmissible  through 
families. 

Genetic  counseling  can  provide  very 
helpful  data  when  previous  preg- 
nancies have  led  to  infants  with  con- 
genital malformations,  retardation,  or 
to  spontaneous  abortions  or  stillbirths. 

It  is  particularly  important  for 
prevention  of  subsequent  deformed 
children  to  accomplish  chromosomal 
studies  on  stillbirths,  spontaneous 
abortions,  and  handicapped  children 
so  that  attempts  may  be  made  to  detect 
parental  genetic  defects  which  may  af- 
fect the  siblings. 

2.  Planning  of  Pregnancies:  In  view 
of  the  unquestioned  increase  in  the  in- 
cidence of  fetal  abnormalities,  serious 
deformities,  and  mental  retardation 
with  increasing  age  of  the  mother  as 
well  as  with  higher  numbers  of  preg- 
nancies, it  is  obvious  that  counseling 
of  parents  should  include  increased 
caution  with  advancing  age  of  the 
mother.  At  present  there  does  not 
seem  to  be  any  definitive  evidence 
relating  the  age  of  the  father  to  fetal 
abnormalities  with  the  exception  of  ex- 
posure to  radiation  which  may  affect 
the  male  germ  plasm. ^ 

In  regard  to  psychological  factors, 
one  of  the  most  important  aspects  is 
the  parents’  readiness  for  a child. 
Unplanned  and  unwanted  pregnancies 
very  frequently  result  in  parental,  par- 
ticularly maternal,  feelings  of  guilt, 
remorse,  rage,  and  rejection  of  the  un- 
born child,  often  reaching  proportions 
of  self-neglect,  attempts  at  self-induced 
abortions  and,  after  the  child’s  birth, 
even  child  abuse  and  infanticide. 

Every  infant  has  tremendous  emo- 
tional needs  and  demands  which,  along 
with  the  physical  demands  they  make 
on  the  mother,  can  only  be  met  ade- 
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quately  when  the  mother  feels  com- 
fortable and  reasonably  warm  and  ac- 
cepting toward  the  baby. 

The  emotional  well  being  of  the 
mother  is  of  primary  concern  since  her 
availability  to  her  infant  is  dependent 
upon  her  inner  and  outer  resources 
and  supports. 

Sensible  planning  and  spacing  of 
pregnancies  can  help  parents  to  be 
better  prepared  emotionally  and 
physically  to  provide  for  the  child’s 
physical  and  emotional  needs.  Our 
clinical  experience  with  mothers  of 
twins  and  triplets  and  those  who  have 
children  quite  close  together  reveal 
how  burdensome  these  circumstances 
can  be  for  an  average  mother.  Case 
studies  of  such  children  confirm  the 
impact  on  the  offspring  of  the  heavy 
demands  upon  the  mother. 

Our  clinical  experience  also  shows 
that,  when  there  is  tension  and  discord 
in  the  family,  fighting,  marital  strife, 
separations  and/or  divorce,  the  chil- 
dren are  prone  to  emotional  and  be- 
havior disorders  which  have  their 
roots  in  the  disturbed  relationships 
particularly  with  their  mothers. 
Without  adequate  emotional  supports 
from  her  husband,  the  mother  very 
often  finds  it  exceedingly  difficult  to 
be  adequately  available  to  her 
children.  In  addition,  children  become 
entangled  in  the  complex  loyalty 
conflicts  and  parental  struggles  which 
add  to  their  emotional  turmoil. 

3.  Pre-marital  and  marital  coun- 
seling, casework  intervention  and  mar- 
riage counseling,  psychotherapy  or 
psychoanalysis  for  parents  can  often 
do  a great  deal  to  help  to  avoid  or  to 
solve  marriage  adjustment  problems 
which  will  in  turn  help  to  prevent  dif- 
ficulty for  their  children. 

An  important  aspect  of  prevention 
is  education  for  parenthood  and  mar- 
riage which  can  and  should  be  made 
readily  available  to  all  young  people  at 
least  by  high  school  age.  Physicians 
should  assist  the  school  systems  with  a 
sound  educational  program  of  this 
type. 

Practical  experience  and  knowledge 
about  what  to  expect  from  infants  and 
children  should  also  be  made  available 
to  all  young  people.  At  present  some 
high  schools  in  the  Philadelphia  area 
are  offering  such  practical  experience 
to  girls  who  work  in  the  day  nurseries 
and  similar  programs  under  experi- 
enced supervision.  These  opportunities 


to  learn  about  children  should  be  wide- 
ly expanded. 

Every  pre-natal  clinic  should  offer 
adequate  instruction  and  emotional 
support  to  pregnant  mothers,  particu- 
larly with  their  first  pregnancy  and 
especially  for  the  young  mother. 

4.  Planned  parenthood  education 
and  readily  available  birth  control 
measures  for  all  those  who  desire  them 
would  help  immeasurably  in  pre- 
venting unwanted  and  unplanned  preg- 
nancies. With  the  present  population 
over  200  million,  which  is  expected  to 
increase  to  300  million  in  thirty  years, 
the  vast  social  problems  of  poverty, 
over-crowding,  unemployment,  inade- 
quate housing,  and  violence  will  be 
tremendously  increased.  Liberalization 
of  abortion  laws  is  mandatory  in  order 
to  help  prevent  countless  unwanted 
pregnancies.  The  current  furor  in 
Pennsylvania  over  abortion  support 
for  welfare  women  should  be  settled  in 
favor  of  liberalized  regulations. 

Apgar  stated  that  it  has  been  shown 
that  the  age  of  both  the  sperm  and  the 
ovum  at  the  time  of  fertilization  has  an 
effect  on  the  viability  and  prognosis 
for  a normal  fetus.  The  older  the 
oocytes  (i.e.  the  longer  between  ovula- 
tion and  fertilization  for  the  ovum, 
and  between  spermatogenesis  and  con- 
tact with  the  ovum),  the  higher  the 
chance  of  abnormalities  in  the  fetus. 

Thus,  for  the  best  chance  of  fertil- 
ization between  a healthy  ovum  and 
sperm,  when  planning  a pregnancy, 
ideally  the  prospective  parents  should 
have  intercourse  every  24  hours  from 
the  10th  to  the  25th  day  after  the 
beginning  of  the  last  menstrual  period 
to  insure  early  fertilization  of  the 
ovum  by  young,  viable  sperm. 

In  addition,  Apgar  stated  that 
breaks  in  oral  contraceptive  pill  rou- 
tine may  be  related  to  abnormal  preg- 
nancies due  to  the  effects  of  the 
progestins  on  the  fetus.  Therefore, 
when  planning  pregnancy  women 
should  stay  off  the  pill  and  also  avoid 
pregnancy  tests  with  ingested  or  in- 
jected steroids  which  may  be  tera- 
togenic.^ 

5.  Prevention  of  maternal  physical 
disease,  vitamin  deficiencies,  anemia, 
malnutrition  and  other  debilitating 
conditions  in  advance  of  pregnancy 
can  aid  in  prevention  of  fetal  damage. 
Pregnant  women  with  endocrine  or 
metabolic  disorders  require  particu- 
larly careful  medical  attention  prior  to 


and  throughout  pregnancy  since 
diabetes,  thyroid  disease  and  other  me- 
tabolic disorders  may  adversely  affect 
the  fetus. 

Medical  evaluation  and  clearance 

for  planning  pregnancy  would  be  a big 
step  forward  toward  prevention  of 
avoidable  fetal  and  maternal  distress. 
Just  as  we  require  a serological  clear- 
ance for  a marriage  license,  we  should 
demand  medical  clearance  for  child- 
bearing. 

Detection  of  blood  type  incompati- 
bilities should  be  accomplished  rou- 
tinely by  blood  type  studies  of  both 
parents  in  order  to  avoid  serious 
consequences  in  the  newborn.  It  is 
now  possible  to  prevent  5,000  deaths 
per  year  and  thousands  of  stillbirths  by 
eradication  of  erythroblastosis  due  to 
Rh  incompatibility  through  the  new 
vaccine  for  Rh-negative  women  with 
Rh-positive  husbands. 

Combating  of  cigarette  smoking 
during  pregnancy  as  well  as  the  more 
serious  drug  addictions  can  help  to 
save  fetal  insults.  Infants  of  mothers 
who  smoke  weigh  less  than  those  of 
non-smokers.  In  known  heroin  addicts. 
Methadone  maintenance  programs  can 
spare  the  severe  signs  of  fetal 
withdrawal  and  possible  deaths  seen  in 
the  newborn  babies  of  addicts. 

6.  Prevention  of  the  infectious 
processes  known  to  involve  fetal  dam- 
age can  be  accomplished  to  some  ex- 
tent by  early  and  comprehensive  pro- 
grams for  immunization  against  such 
diseases  as  rubella.  Unfortunately, 
even  though  much  is  now  known 
about  prevention,  100  percent  protec- 
tion is  not  being  taken  advantage  of  in 
this  country.  Evidence  for  our  ineffec- 
tiveness in  immunization  programs 
can  be  seen  from  the  fact  that  the  in- 
cidence of  measles,  which  dropped 
dramatically  after  1963,  when  the 
measles  vaccine  became  available,  to  a 
low  in  1968,  increased  in  1969  and 
1970,  and  figures  available  to  date  in- 
dicate that  the  rate  for  1971  will  be 
still  higher.  In  some  “backward”  coun- 
tries, such  as  Gambia  in  West  Africa, 
where  universal  immunization  pro- 
grams have  been  carried  out,  measles 
has  been  virtually  wiped  out. 

Vaccination  against  rubella  should 
be  done  early  (pre-puberty)  and  should 
be  avoided  in  women  of  childbearing 
age  because  of  possible  harm  to  the 
fetus.  The  one  time  when  it  is 
reasonably  safe  is  immediately  after  a 
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pregnancy  before  another  pregnancy  is 
planned. 

Public  education  regarding  im- 
munization and  the  risks  of  exposure 
to  the  known  deforming  diseases,  par- 
ticularly in  the  first  trimester  of  preg- 
nancy, could  help  to  avoid  much  dam- 
age to  infants. 

Prevention  During  Pregnancy 

Infections — A review  of  the  litera- 
ture reveals  much  evidence  on  the  ef- 
fect of  infections  on  the  fetus  during 
pregnancy  particularly  in  the  first 
trimester. 

White  and  Sever  in  1967  indicated 
that  there  were  then  three  known  mi- 
croorganisms proven  to  cause  fetal 
malformations:  (a)  cytomegalic  inclu- 
sion disease  virus,  (b)  the  rubella  virus, 
and  (c)  the  protozoan  toxoplasma 
gondii.  There  also  appeared  to  be 
other  likely  candidates  to  be  added  to 
this  list  in  the  future.  All  of  these 
diseases  can  cause  serious  sequelae 
including  mental  retardation, 
blindness,  and  other  conditions.^® 

Other  infections  which  may  cause 
fetal  damage  include  fetal  meningitis, 
syphilis,  diphtheroid  bacterium,  sta- 
phylococcus, and  cryptococcus  infec- 
tions. Suspect  infections  also  include 
influenza  and  mumps  virus  which  may 
be  proven  to  be  teratogenic  according 
to  White  and  Sever.  The  Coxsackie  B- 
4 virus  may  also  be  involved  in  con- 
genital heart  defects. 

Since  the  White  and  Sever  review  in 
1967,  more  recent  work  by  Ermert  has 
linked  other  virus  diseases  with  fetal 
damage.  Virus  hepatitis  during  the 
first  trimester  may  cause  changes  in 
the  brain,  blood  vessels,  spinal  cord, 
lungs  and  the  crystalline  lens  in  the 
embryo.  Elizan  and  Fabiyi  stated  that 
the  placental  barrier  has  been  passed 
by  rubella,  herpes  simplex  and  Cox- 
sackie B viruses.®  South  related  con- 
genital malformations  and  higher 
abortion  rates  to  herpes  virus  (type  2) 
genital  type.®® 

Recently  mumps  has  been  suspected 
in  relationship  to  endocardial  fibroe- 
lastosis.*® Laurence  and  Carter  in- 
dicated that  virus  influenza  may  play  a 
role  in  fetal  abnormalities.®*  New  work 
in  progress  will  shed  more  light  on  this 
important  area  of  investigation. 

Drugs — With  the  knowledge  we 
have  gained  about  the  teratogenic  and 
toxic  effects  of  certain  drugs,  educa- 
tion as  to  the  dangers  of  self-medica- 
tion and  indiscriminate  use  of  drugs  is 


urgently  needed.  Further  drug  research 
is  essential  in  the  prevention  of  such 
tragedies  as  occurred  with  the  use  of 
thalidomide.  Particularly  in  the  first 
twelve  weeks  during  the  rapid  prolifer- 
ation of  the  nervous  system  and  the 
limbs  and  just  before  birth,  great  care 
is  required  in  use  of  medications. 

Suspicion  exists  concerning  a wide 
variety  of  drugs  some  of  which  have 
been  proven  beyond  any  reasonable 
doubt  to  have  profoundly  toxic  or  tera- 
togenic effects  on  the  developing  fetus. 
Since  the  damage  may  be  done  quite 
early,  often  before  the  mother  may  be 
fully  aware  of  the  pregnancy,  it  is  of 
great  concern  for  physicians  to  use  ex- 
treme caution  in  prescribing  certain 
medications  to  women  of  childbearing 
age  and  to  obtain  a detailed  menstrual 
history  prior  to  and  during  drug  thera- 
py- 

As  far  back  as  1959,  experi- 
mentation showed  the  possibilities  of 
even  such  an  ubiquitous  drug  as 
aspirin  producing  teratogenic  effects  in 
animals.®® 

Schwartz  and  Pearson  in  1971 
found  that  aspirin  prolonged  bleeding 
time  which  leads  to  the  possibility  that 
newborn  infants  may  show  altered 
platelet  function  due  to  maternal 
aspirin  ingestion.  Other  pain-killing 
drugs  which  do  not  alter  platelet  func- 
tion should  be  used  during  pregnancy 
instead  of  aspirin  such  as  ace- 
taminophen or  dextropropoxyphene 
(Darvon).®® 

Platelet  formation  also  is  affected  by 
glyceryl  guiacolate,  phenylbutazone, 
sulfinpyrazone,  dipyridamole  and 
some  antihistamines  among  other  sub- 
stances. 

With  our  population  bombarded  by 
hundreds  of  drug  commercials  on  TV 
and  radio,  and  other  advertising  media, 
self-medication  by  millions  of  people 
constitutes  a potential  hazard  of 
tremendous  proportions.  Physicians 
should  urge  the  FDA  to  require 
warnings  with  the  advertising  of  poten- 
tially dangerous  drugs,  and  should  cau- 
tion their  patients  against  self-medica- 
tion. 

Over-the-counter  medications  may 
contain  drugs  harmful  to  the  unborn 
child.  For  example,  quinine  is  absolute- 
ly contraindicated  in  pregnancy  and  yet 
it  is  available  in  certain  drugstore 
remedies  and  also  in  tonic  mixer  (qui- 
nine water). 


For  a complete  presentation  of  cur- 
rent pharmacological  data  on  this  sub- 
ject see  Garb*®  and  Goodman  and 
Gillman.*'*  Several  categories  of  drugs 
are  being  investigated  or  have  been 
proven  to  be  related  to  fetal  distress, 
retarded  fetal  growth,  abnormal  births 
and  teratogenicity.  A brief  summary  of 
the  data  presented  by  Fraser  and  other 
contributors  follows:  14049,23,24,38 

Alkylating  agents — These  anticar- 
cinogens are  highly  teratogenic  in  rats 
and  defects  have  been  reported  in 
humans  when  the  mother  has  received 
the  drug  in  pregnancy  (e.g.  chloram- 
bucil, cyclophosphamide,  busulfan, 
and  melphalan.) 

Antimetabolites — Aminopterin,  a 
folic  acid  antagonist,  has  been  shown 
to  be  a potent  teratogen  in  animals  and 
has  been  incriminated  in  human  in- 
fants as  well.  Its  use  as  an  abortive 
medication  has  resulted  in  widespread 
malformations.  Methotrexate  and  mer- 
captopurine  are  also  potentially  tera- 
togenic.®® 

Carbon  Monoxide — Fraser  cited 
reports  of  malformation  following  ma- 
ternal carbon  monoxide  poisoning 
during  pregnancy.*® 

Antibiotics — Reports  abound  on  the 
placental  transfer  of  tetracycline  and 
its  incorporation  into  human  fetal 
bones  after  maternal  drug  administra- 
tion with  subsequent  discoloration  and 
hypoplasia  of  infants’  teeth.  Swift 
reported  the  newborn  infant’s  inade- 
quate renal  clearance  of  penicillin  in- 
dicating the  possibility  that  penicillin 
could  be  dangerous  to  the  fetus.®® 

The  tetracyclines,  including  Aureo- 
mycin  (chlortetrocycline),  Terramycin 
(oxytetracycline)  and  Achromycin  (te- 
tracycline H Cl),  are  potentially  dan- 
gerous and  should  be  avoided  in  later 
stages  of  pregnancy  according  to 
Mirkin.®^  Albamycin  (novobiocin) 
should  be  avoided  especially  near 
term,  as  should  Ilosone  (erythro- 
mycin). 

NegGram  (nalidixic  acid)  was 
reported  by  Anderson  in  1971  to  have 
caused  intracranial  hypertension  with 
6th  nerve  palsy  and  papilledema  in  a 
five-year-old  child  resulting  in  a resid- 
ual strabismus.* 

Streptomycin  was  reported  to  be 
connected  with  impaired  infant 
hearing  following  administration  of 
the  drug  to  the  mother  during  preg- 
nancy. 
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Macrodantin  and  Furadantin  (ni- 
trofurantoin), used  in  treatment  of 
urinary  infections,  should  be  avoided 
in  late  pregnancy  and  early  infancy  up 
to  one  month  of  age  because  of  the 
danger  of  infantile  hemolytic  anemia.^^ 

Ethionamide,  used  in  tuberculosis, 
may  be  dangerous  to  the  fetus  and 
should  be  avoided. 

The  long  acting  sulfonamides, 
including  Gantrasin  (sulfisoxazole), 
used  in  urinary  infections,  especially 
near  term,  seem  to  be  implicated  in 
hyperbilirubinemia  and  kernicterus. 

Chloromycetin  (chloramphenicol) 
near  term,  has  been  related  to  car- 
diovascular collapse,  the  "Gray  Syn- 
drome” and  fetal  death. 

Cortisone — Fraser  stated  that  some 
evidence  indicated  that  cortisone  in 
early  pregnancy  may  cause  cleft  pal- 
ates as  it  does  in  mice  and  rabbits.*®  In 
addition,  steroids  may  suppress  fetal 
adrenal  activity.  Steroids  should  be 
avoided  during  pregnancy. 

Quinine — Fraser  cited  some  evi- 
dence of  congenital  deafness  and  mal- 
formation following  quinine  intake  for 
abortive  purposes.*®  Garb*^  listed  qui- 
nine as  absolutely  contraindicated  in 
pregnancy  and  Mirkin  related  quinine 
to  thrombocytopenia  in  infants. ^4 

Sulfonylureas — Fraser  stated  that 
Orinase  (tolbutamide),  an  anti-diabetic 
drug,  was  suspected  of  teratogenicity.*® 
Since  that  time,  Schiff,  et  al  indicated 
that  neonatal  thrombocytopenia  and 
congenital  malformations  are  as- 
sociated with  the  use  of  tolbutamide.®^ 
Garb  also  listed  tolbutamide  as  abso- 
lutely contraindicated  in  pregnancy  as 
are  acetohexamide  and  Diabinese 
(chlorpropamide).*® 

Anticoagulants — The  antico- 
agulants are  dangerous  to  the  fetus 
because  of  fetal  bleeding  and  possible 
death.  Bloomfield  indicated  that  fetal 
death  and  malformation  occurred  with 
the  use  of  coumarin  derivatives  in  preg- 
nancy.® Pitkin  stated  that  heparin  was 
preferable  to  coumadin  because  of  the 
lack  of  placental  transfer  and  its  ready 
reversability.®® 

Thiazides — Fraser  indicated  the 
danger  of  thrombocytopenia  and  bone 
marrow  depression  in  the  infant  fol- 
lowing administration  of  the  diuretic 
thiazides.*® 

Drugs  in  Metabolic  Disorders  and 
Endocrine  Disorders — Fraser  pointed 
out  that  insulin  may  interact  with 


salicylates  or  chlorpromazine  and 
raised  the  question  of  a possible  con- 
nection with  sacral  aplasia  noted  in 
diabetic  pregnancies.*®  DBI  (phen- 
formin  hydrochloride)  should  be 
avoided  in  pregnancy. 

Thyroid  and  thiouracil  derivatives, 
as  well  as  potassium  iodide,  may 
depress  fetal  thyroid,  increase  thyro- 
tropic hormone  output  and  result  in 
fetal  goiter.*®  Propylthiouracil  has  its 
effect  later  in  pregnancy  according  to 
Mirkin. ®4  Radioactive  iodine,  from  the 
14th  week  on,  appears  to  lead  to  con- 
genital hypothyroidism.*® 

Estrogens  (stilbestrol)  may  well  lead 
to  masculinization  of  the  female  fetus 
and  synthetic  progestins  may  be  tera- 
togenic more  than  progesterone.  Oral 
contraceptives  are  contraindicated  in 
pregnancy.  Cafergot  (ergotamine  tar- 
trate) is  absolutely  contraindicated.*® 

The  androgens  may  cause  masculin- 
ization and  pseudohermaphroditism  of 
some  female  babies  and  are  contrain- 
dicated.*® 

Tranquilizers  and  Sedatives  (used  as 
antiemetics) — Meprobamate  (Equanil, 
Deprol,  Meprospan,  Meprotabs,  Mil- 
town,  Wyseals,  etc.)  is  absolutely  con- 
traindicated in  pregnancy,  as  is 
Thalidomide,  a known  teratogen.  The 
phenothiazines  (Compazine,  Mellaril, 
Sparine,  Stelazine,  Thorazine,  etc.)  are 
possibly  dangerous  to  the  fetus.  Ser- 
pasil  (reserpine),  which  crosses  the 
placenta,  is  more  dangerous  soon 
before  delivery.  The  safety  of  Librium 
(chlordiazepoxide)  has  not  yet  been  es- 
tablished. Mirkin  indicated  that 
phenobarbital  may  produce  hemor- 
rhage and  an  increased  rate  of 
neonatal  drug  metabolism. 

Antidepressants — Tofranil  (imipra- 
mine)  and  Triavil,  Etrafon,  Elavil 
(amitriptyline),  are  contraindicated  in 
pregnancy.  Aventyl  (nortriptyline  H 
Cl)  has  not  been  ruled  out  as  a possible 
hazard.  Eutonyl  (pargyline  hydrochlo- 
ride) is  not  recommended.  The  safety 
of  Norpramin  (desipramine  hydrochlo- 
ride) has  not  yet  been  established.*® 

Antiemetics — ^Torecan  (thiethyl- 
perazine)  is  absolutely  contraindicated 
and  Bonine  and  Bonamine  (meclizine) 
should  be  avoided.  Marezine  (cycH- 
zine),  buclizine  and  chlorcyclizines  are 
listed  as  dangerous  in  animal  studies.*® 

Antihistamines — In  addition  to 
Bonine,  listed  above,  other  antihis- 
tamines such  as  Marezine  (cyclizine) 


have  been  suspected. 

Parasympathomimetic  drugs — 
Myocholine  and  Urecholine  (bethane- 
chol  chloride)  are  absolutely  contrain- 
dicated in  pregnancy.*® 

Antiparasitic  drugs — Aralen  (chlor- 
oquine)  was  suspected  by  Fraser*® 
and  listed  as  definitely  dangerous  by 
Garb.*®  Chloroquine  is  used  as  an  an- 
timalarial  drug  as  well  as  in  the  treat- 
ment of  lupus  erythematosus,  rheuma- 
toid arthritis,  and  scleroderma.  Flagyl 
(metronidazole),  used  for  trichomonas, 
is  not  recommended,  during  preg- 
nancy.*® Daraprim  (pyrimethamine), 
an  antimalarial,  is  teratogenic  in 
animals. 

Antiinflammatory  Agents — In  addi- 
tion to  the  cortisones,  pyrazole  com- 
pounds, e.g.,  Butazolidine  (phenylbu- 
tazone), used  in  arthritis,  should  be 
avoided.*®  Salicylates  have  produced 
CNS,  skeletal  and  eye  defects  in  mice 
and  rats,  and  large  doses  are  suspected 
in  possible  damage  to  the  human 

fetus. '2,19,33 

Analgetics — Heroin  and  morphine 
near  term  are  related  to  respiratory 
depression  and  neonatal  death.*® 
Severe  withdrawal  symptoms  have 
been  encountered  in  the  newborn  in- 
fants of  mothers  who  are  addicts. 

Anesthetics — Mepivacaine  (car- 
bocaine),  near  term,  may  possibly  be 
related  to  fetal  bradycardia  and 
neonatal  depression.*® 

Stimulants — Some  reports  have  ap- 
peared on  the  occurrence  of  malforma- 
tions connected  with  Dexedrine  and 
Preludin,  used  in  obesity  in  preg- 
nancy.Animal  studies  show  a rela- 
tionship between  malformations  and 
caffeine  and  Dexedrine.*®  Serotonin 
has  been  shown  to  produce  fetal  death 
and  deformity  in  rats  and  mice  by  con- 
striction of  uterine  vessels  and  may 
have  a role  in  toxemia  of  pregnancy. *4 

Depressants  and  Anticonvulsants — 
Meperidine,  alphaprodine,  pentobar- 
bital and  promethazine  were  listed  as 
dangerous  by  Sutherland  and  Light.®® 
Dilantin  (diphenylhydantoin)  may  in- 
duce teratogenic  effects,  e.g.,  cleft 
lip/palate  in  rodents  and  does  pass 
across  the  placenta.  Mirkin  added  that 
the  concentrations  of  Dilantin  in 
breast  milk  of  mothers  receiving  the 
drug  are  very  low  and  do  not  consti- 
tute a clinical  hazard  during  nursing.®® 

Vitamins — In  large  doses  Vitamin 
A may  produce  congenital  defects 
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J (cleft  palate,  eye  damage  and  syndac- 
I tyly)  while  large  doses  of  Vitamin  D 
i may  cause  excessive  blood  calcium 
1 and  mental  retardation. Vitamin  K 
f analogues  in  large  doses  near  term 
i may  cause  hyperbilirubinemia  and  ker- 
I nicterus.  Garb  listed  large  doses  of  Vi- 
f tamin  E as  suspect. 

Vitamin  deficiencies  are  known  to 
produce  definable  disease  patterns 
such  as  congenital  rickets  from  insuf- 
ficient Vitamin  D. 

Miscellaneous — Anisotropine,  a 
parasympathetic  blocking  agent  and 
the  antihypertensive  Aldomet  (methy- 
Idopa)  are  not  recommended.  Hex- 
amethonium  bromide,  a ganglionic 
blocking  agent  used  in  treatment  of 
toxemia  of  pregnancy,  has  been  con- 
nected with  the  occurrence  of  paralytic 
ileus  and  death  in  infants  and  should 
be  avoided. ’^’*4, 19  Quinindine,  used 
in  auricular  fibrillation,  is  probably 
dangerous  to  the  fetus.  The  nitrites, 
e.g.,  (nitroglycerine  vasodilators)  may 
produce  methemoglobin  and  reduced 
oxygen  carrying  capacity. 

Heavy  metal  poisoning  in  the  preg- 
nant female  from  arsenic,  lead  or  mer- 
i cury  should  be  considered  as  a danger 
I to  the  fetus. 

Fluid  and  electrolyte  imbalance 
from  ammonium  chloride,  hypotonic 
solutions  of  glucose,  or  hypertonic 
solutions  of  mannital  might  influence 
fetal  survival  according  to  Sutherland 
' and  Light. 37 

This  is  by  no  means  a complete  list 
but  represents  some  of  the  drugs  to 
which  the  physician  should  direct  at- 
tention in  taking  a pregnancy  history 
or  in  evaluating  a child  suspected  of 
possible  cerebral  damage. 

Physicians  should  avoid  using  these 
drugs  with  pregnant  women  and  where 
pregnancy  is  likely.  Public  education 
as  to  the  hazards  of  drugs  could  help  to 
reduce  the  incidence  of  toxic  effects, 
possible  fetal  damage  and  mental  re- 
tardation. 

Mechanical  Damage 

Fetal  damage  has  been  associated 
with  anoxia  and  hypoxia  from  a vari- 
ety of  mechanical  causes.  Constriction 
of  the  cord,  wrapping  of  the  cord 
around  the  neck,  prolonged  and  dif- 
ficult labor,  dry  births,  pelvic 
disproportion,  breech  and  transverse 
presentations  as  well  as  placental  ab- 
normalities or  separations  are  but  a 
few  of  the  possible  hazards. 


Hypoxia  may  be  connected  with 
maternal  anemia,  high  altitudes'®  and 
possibly  with  chronic  air  pollution, 
smog,  and  carbon  monoxide  toxicity. 
Much  mechanical  damage  to  the  fetus 
can  be  prevented  by  careful  prenatal 
and  good  obstetrical  care  during  labor 
and  delivery.  New  diagnostic  tech- 
niques for  placental  abnormalities  can 
prevent  fetal  damage  by  permitting 
cesarian  section  before  labor  begins 
with  such  hazards  as  ruptured 
placenta,  bleeding,  and  placental  sepa- 
ration. 

Fetal  monitoring  by  electrical 
recording  of  the  ECG  can  detect 
distress  in  time  for  obstetrical  inter- 
vention to  avoid  damage  to  the  fetus. 
Phonocardiography  and  ultrasonic 
cardiography  are  extremely  sensitive 
new  methods  of  detecting  fetal  distress 
and  have  proven  100  percent  reliable 
in  determining  the  presence  of  a live 
fetus. 

Environmental  Toxins 

Controversy  surrounds  the  use  of 
the  phenoxy  herbicides  used  with 
picloram  as  defoliants  in  the  war  in 
Vietnam  as  well  as  for  domestic  uses. 
Galston  indicated  that  the  spraying  of 
27  pounds  per  acre  of  2,  4-D  (2-4- 
dichlorophenoxyacetic  acid)  and  2,  4, 
5-T  (2,  4.  5-  trichlorphenoxyacetic 
acid)  could  lead,  after  one  inch  of  rain, 
to  such  concentrations  in  drinking 
water  in  the  Vietnam  area  involved 
that  a pregnant  woman  drinking  one 
liter  of  water  per  day  could  receive  a 
dosage  of  50  mg  per  day,  roughly  1 mg 
per  kilogram  of  body  weight.  This  dos- 
age is  not  far  enough  below  the 
minimum  comparative  teratogenic 
dose  in  mice  and  rats  to  give  any 
margin  of  safety."  Nelson  also  called 
for  further  study  and  added  to  the  list 
of  possibly  dangerous  substances 
PCNB  (pentachloronitrobenzene)  and 
other  pesticides  which  produce  malfor- 
mations in  mice  and  rats.^^ 

Radiation  in  therapeutic  doses'®  and 
atomic  radiation  as  experienced  at 
Hiroshima  and  Nagasaki  has  been 
implicated  in  microcephaly  and 
skeletal  malformations. 3®  The  high 
stronium-90  levels  in  milk  and  in 
human  tissues  as  a result  of  fallout 
from  atomic  testing  led  to  great  con- 
cern about  damage  to  fetal  and  infant 
development.  The  possibility  of  gen- 
etic mutations  and  defects  in  sub- 


sequent generations  raises  serious  con- 
cern about  the  risk  of  atomic  radia- 
tion.^ The  dangers  of  radiation  can  be 
decreased  by  avoidance  of  x-rays  in 
pregnancy  and  by  cessation  of  nuclear 
explosions. 

Lead  from  paint  and  other  sources 
has  long  been  identified  as  an  environ- 
mental toxin.  The  highly  volatile  or- 
ganic lead  compounds,  such  as  te- 
traethyl lead  used  in  gasoline,  are  con- 
verted into  toxic  inorganic  lead  in  the 
body  and  may  constitute  a hazard  if 
inhaled  in  sufficient  concentrations. 
Arsenic  from  industrial  products  and 
farming  is  judged  harmful  to  the  fetus. 

Fishbein,  et  al.  noted  the  potential 
health  hazards  due  to  chemical  mu- 
tagens.® New  research  will  add  to  our 
knowledge  of  other  environmental 
dangers  to  the  fetus  which  should  then 
be  eliminated. 

Insecticides  have  been  implicated  as 
potentially  hazardous.  The  increasing 
concentration  of  DDT  and  Endrin  in 
the  food  cycle  chain  has  lead  to  mas- 
sive fish  kills  in  our  rivers  and  to  near 
extermination  of  certain  bird  species 
due  to  excessive  DDT  concentrations 
in  the  body  tissues.  Widespread  occur- 
rence of  DDT  concentration  in  human 
tissues  poses  possible  hazards  of  this 
neurotropic  poison  to  coming  genera- 
tions. Infant  and  child  deaths  from 
toxic  doses  of  insecticides,  particularly 
in  farming  areas,  are  common. 

Elimination  of  environmental  toxins 
such  as  Strontium-90,  the  heavy 
metals,  herbicides,  pesticides,  and 
carbon  monoxide  will  require  much 
education  and  concerted  effort.  How- 
ever, public  education  and  efforts  to 
obtain  stronger  legislation  and  en- 
forcement on  environmental  sanitation 
may  be  able  to  reduce  the  danger  to  in- 
fants. Physicians  should  exert  their  in- 
fluence with  determination  to  help  to 
interrupt  the  ecological  imbalance  and 
degradation  which  has  gained  so  much 
momentum. 

Hereditary  Disorders: 

It  has  been  shown  that  many  heredi- 
tary disorders  cause  birth  defects. 
Apgar®  in  1968  reported  on  1,487 
known  hereditary  conditions  which 
caused  birth  defects.  The  recent 
increase  in  our  knowledge  of  phar- 
macogenetics and  the  role  of  errors  in 
the  construction  of  protein  molecules 
has  added  greatly  to  our  understanding 
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and  detection  of  birth  defects.  Met- 
abolic deficiencies  may  have  hereditary 
trends  and  familial  studies  are  indicated 
whenever  an  abnormality  is  detected  in 
a child. 

Apgar  noted  that,  in  cultures  from 
spontaneous  abortions,  one  quarter  to 
one  half  of  the  cultures  showed 
chromosomal  abnormalities.  She  rec- 
ommended an  accurate  history  of 
spontaneous  abortions  and  examina- 
tion of  the  chromosomal  structure  of 
the  fetus  which  can  be  very  useful  in 
genetic  counseling. 

When  hereditary  disorders  are 
suspected,  early  prenatal  intrauterine 
diagnosis  is  imperative.  New  tech- 
niques of  prenatal  diagnosis  make  it 
possible  to  diagnose  with  a high  degree 
of  certainty  the  presence  of  ab- 
normalities early  enough  to  permit 
therapeutic  abortion  where  there  is  a 
certainty  of  deformity.  A recent  study 
by  O’Brien,  using  amniocentesis  assay 
of  hexosaminidase  A,  determined  the 
presence  or  absence  of  Tay-Sachs 
Disease  in  fifteen  cases  with  great  ac- 
curacy in  pregnancies  with  a history  of 
previous  siblings  with  the  disease.*® 

The  diagnosis  of  Down’s  Syndrome 
can  be  made  readily  by  amniocentesis 
in  time  to  permit  termination  of  the 
pregnancy  and  thus  prevent  the  birth 
of  a mongoloid  baby. 

Other  genetic  disorders  including 
Niemann-Pick  Disease  and  Fabry’s 
Disease  have  been  added  to  those  con- 
ditions which  can  be  diagnosed  in 
utero  in  time  for  intervention. 

Fortunately,  liberalization  of  abor- 
tion laws  and  public  acceptance  make 
this  method  even  more  useful  and 
physicians  should  assist  in  public  edu- 
cation concerning  this  aspect  of 
prevention. 

Intrauterine  photography  by  means 
of  a flexible  glass  fiber  hysteroscope 
permits  visualization  of  fetal  defects. 

Schwarz’s  review  in  January  1972 
of  intrauterine  diagnosis  is  note- 
worthy.®^ 

Prevention  in  Later  Pregnancy 

Adequate  nutrition,  vitamin,  iron, 
and  mineral  intake  throughout  preg- 
nancy is  essential  as  is  the  avoidance 
of  excessive  weight  gain  and  the  ac- 
cumulation of  fluid  in  the  body  tissues, 
eclampsia,  and  hypertension  which 
may  jeopardize  the  new-born  infant’s 
condition. 

Assessment  of  fetal  viability  is  pos- 
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sible  by  means  of  analysis  of  the  ma- 
ternal urinary  excretion  of  steroids.  A 
sudden  drop  in  urinary  estriol  excre- 
tion below  normal  levels  reflects  dete- 
rioration of  the  condition  of  the  fetus. 
A fall  below  6 mg/24  hours  signals  a 
30  percent  risk  of  intrauterine  death 
within  48  hours.  Lowered  levels  of 
excretion  are  also  found  in  cases  of  re- 
tarded fetal  growth,  premature  deli- 
very, toxemia,  and  placental  insuf- 
ficiency. Weekly  determination  of 
urine  estriol  level  after  32  weeks  of 
pregnancy  is  indicated  in  patients  with 
suspected  retarded  fetal  growth, 
previous  unexplained  stillbirths,  and 
hypertensive  toxemias  with  al- 
buminuria. ^*>31 

With  toxemia,  prolonged  gestation, 
pregnancies  in  women  over  35  years  of 
age,  maternal  diabetes  or  Rh  sensitiza- 
tion, and  after  treatment  for  sterility, 
special  care  should  be  taken 
throughout  pregnancy.  In  these  cases 
amnioscopy  may  be  done  to  determine 
the  fetal  condition  and  amniography 
may  be  used  for  the  detection  of  con- 
genital malformations.'® 

Prevention  in  Infancy 

and  Early  Childhood 

If  the  infant  survives  the  hazards  of 
intrauterine  life  and  delivery,  there  is 
still  the  possibility  of  damage  to  the 
central  nervous  system  after  birth. 
Careful  pediatric  infant  management 
in  the  immediate  postnatal  period  can 
help  to  avoid  these  dangers.  Thorough 
pediatric  evaluation  immediately  after 
birth  and  at  regular  intervals  may  un- 
cover treatable  abnormalities  in  their 
early  stages.  Unfortunately  with  lower 
socio-economic  families  such  care  is 
often  grossly  inadequate  or  lacking. 

Prevention  of  infections  which  may 
lead  to  encephalitis  and  cortical  dam- 
age in  the  child  should  be  ac- 
complished. Many  of  the  childhood  in- 
fectious diseases  which  can  result  in 
brain  damage  or  other  serious 
consequences,  including  rubella, 
measles,  diphtheria,  pertussis  and 
mumps,  may  be  prevented  by  prompt 
immunization.  However,  care  must  be 
used  to  prevent  the  spread  of  infection 
from  actively  immunized  children  to 
young  women  of  child  bearing  age. 

Many  chronic  parasitic,  bacterial, 
and  viral  infections  can  adversely  af- 
fect the  growth  and  development  of 
the  young  child.  Continued  pediatric 
care  through  the  use  of  well-baby 


clinics  or  private  medical  care  is  of 
great  importance  to  the  child’s  future 
health  and  mental  and  physical  devel- 
opment. 

Adequate  nutrition,  vitamin,  iron 
and  other  mineral  intake  is  essential  in 
the  avoidance  of  a wide  variety  of 
deforming  and  debilitating  diseases  of 
infancy  including  such  deficiency 
disease  as  rickets,  scurvy,  and  anemia. 

Prevention  of  drug  toxicity  in  in- 
fancy— Many  drugs  may  affect  the 
new-born  or  young  child  adversely. 
Certain  antibiotic  drugs  are  not  well 
tolerated  by  the  young  infant  and 
should  be  used  with  great  care.  These 
include  the  tetracyclines,  penicillin, 
nalidixic  acid,  nitrofurantoin,  and 
chloramphenicol.  1.24,37,38  ; 

Great  care  should  be  used  in 
prescribing  any  medication  to  infants 
in  order  to  avoid  those  potentially 
harmful,  and  the  physician  should  | 

watch  for  possible  toxic  side  effects,  j 

The  avoidance  of  self-medication  of  5 

infants  by  their  parents  is  essential.  | 

Drugs  which  affect  growth  and  me- 
tabolism  should  be  used  only  with  I 

great  care.  Such  drugs  as  the  estrogens  | 

may  be  inadvertantly  introduced  indi- 
rectly through  the  use  of  oral  con- 
traception with  nursing  mothers  since 
the  estrogens  are  secreted  in  the  ma- 
ternal milk.  Oral  contraception  should 
be  avoided  by  nursing  mothers. 

Accidental  poisoning  of  infants  and 
young  toddlers  is  extremely  common 
and  constitutes  one  of  the  preventable 
damaging  events  in  early  childhood 
which  requires  the  attention  of  all 
those  working  with  parents  and 
children.  A massive  educational  pro- 
gram is  needed  if  we  are  to  avoid  J 
much  needless  damage  to  children. 

Aspirin  poisoning  is  one  of  the  com- 
monest causes  of  death  in  childhood. 
Each  year  between  one  and  two 
million  cases  of  poisoning  occur  in  the 
United  States  with  over  3,000  deaths.  | 
One-third  of  these  occur  in  children  I 
under  five  years  of  age  who  are  at- 
tracted to  bottles  and  containers  of  j 
drugs.  The  actual  figures  are  undoubt-  | 

edly  much  higher.®  j 

In  addition  to  drugs  which  are  so  ■: 
readily  accessible  to  children,  a wide 
variety  of  toxic  substances  is  easily 
available  in  the  average  household  I 
kitchen,  laundry,  and  bathroom.  Lye, 
bleaches,  hydrocarbon  cleaning  com- 
pounds, insecticides,  moth-proofing 
compounds,  cooking  substances,  and  a 
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S vast  array  of  caustic  and  poisonous 
chemicals  are  within  easy  reach  of 
f little  children. 

I Many  of  these  toxic  drug  and  chem- 
I ical  reactions  may  result  in  death  or 
brain  damage,  convulsions,  and  im- 
pairment of  various  bodily  functions 
! which  may  interfere  with  the  child’s 
future  growth,  psychological  develop- 
ment and  educational  progress.  Physi- 
cians should  cooperate  with  the  poison 
control  center  programs  in  their  area. 

The  impact  of  television  advertising 
of  drugs,  various  sprays,  and  cosmetics 
on  children  cannot  be  over- 
emphasized. Efforts  should  be  made  to 
! curtail  the  exposure  of  children  to  such 
advertising  and  to  insist  on  warnings  of 
danger  to  children  with  the  advertise- 
ments. 

The  physician  can  encourage  parents 
to  keep  toxic  substances  out  of  reach  of 
children  including  detergents,  cleaning 
fluids  such  as  benezene  and  naphtha- 
lene, and  the  various  bottled  and 
spraycan  products  such  as  antiseptics, 
astringents,  and  deodorants  which  con- 
tain toxic  aluminum  and  zinc  com- 
pounds. 

Another  attractive  hazard  lies  in  a 
variety  of  plants  and  shrubs  whose  toxic 
bright-colored  berries  or  leaves  and 
roots  are  poisonous.  Children  should  be 
taught  to  avoid  ingestion  of  all  such  po- 
j tentially  dangerous  plants.  The  impact 
I of  a recent  educational  campaign  at 
halloween  was  apparent.  Children  were 
wary  of  suspicious  or  unwrapped 
candy.  Thus,  it  may  be  possible  to  edu- 
cate children  as  to  other  hazards. 

Head  injuries  frequently  result  in 
brain  damage  affecting  various  func- 
tions including  speech,  learning,  and 
I motor  performance.  Automobile  ac- 
cidents account  for  a sizable  number  of 
head  injuries  in  young  children  where 
the  unrestrained  child  is  catapulted 
against  sharp  protrusions  or  the 
windshield.  Crash  research  has  shown 
conclusively  that  a properly  designed 
child’s  restraint  harness  can  prevent 
many  head  injuries.  Children  should 
always  be  made  to  sit  down  and  to  use 
seat  belt  or  harness  restraints  and  never 
be  allowed  to  ride  standing  up  in  an 
auto  since  sudden  stops  or  turns  can 
cause  serious  injury. 

Accidents  in  the  home  are  also  very 
common  and  can  be  avoided  to  some 
degree  by  such  preventive  measures  as 
removing  sharp  and  dangerous  objects 
(e.g.  razors  and  knives)  to  a safe  place, 
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using  non-slip  rugs  and  bath  mats,  and 
child-proof  electric  plugs  for  light 
sockets.  It  is  impossible  to  remove 
every  danger,  but  careful  adult  super- 
vision of  small  children  can  help  to 
avert  much  harm. 

An  important  concept  in  prevention 
is  the  identification  of  high  risk  infants, 
i.e.,  those  children  who  merit  special  at- 
tention because  of  the  possibility  of  de- 
velopmental difficulties  and/or  the  oc- 
curance  of  physical  handicaps  which 
may  develop  after  birth.  The  high  risk 
group  includes:  (a)  Premature  and  post- 
mature  infants,  those  born  with  a 
prolonged,  complicated  or  percipitous 
delivery,  and  those  newborns  who 
showed  a low  Apgar  score,  (b)  Presence 
of  a family  history  of  mutant  genes, 
central  nervous  system  disorders,  and 
allergies,  as  well  as  low  socio-economic 
status,  (c)  Certain  conditions  in  the 
mother:  diabetes,  hypertension,  thyroid 
disease,  cardiovascular  renal  disease, 
radiation  or  chemo-therapy,  and  short 
stature,  (d)  Previous  obstetrical  history 
of  stillbirths,  abortions,  toxemia,  and 
abnormal  birth  weight  infants,  (e)  In 
the  present  pregnancy:  maternal  age 
under  16  or  over  35  years,  multiple 
births,  polyhydramnios,  pyelonephritis, 
medications,  radiation,  anesthesia,  tox- 
emia, fetal-maternal  blood-group  in- 
compatibility. (f)  Placental  infarction, 
separation,  placentitis,  and  amnion 
nodosum,  (g)  Neonatal  conditions: 
single  umbilical  artery,  jaundice,  ab- 
normal head  size,  infections,  convul- 
sions, failure  of  weight  gain,  congenital 
defects,  disproportion  between  weight 
or  length  and  gestational  age. 

Since  timely  medical  management 
can  correct  many  defects  if  they  are  de- 
tected early,  it  is  important  to  offer  ade- 
quate and  prompt  care  for  the  high  risk 
child.  Particularly  in  the  low  socio- 
economic disadvantaged  groups  many 
treatable  conditions  go  undetected  until 
severe  or  irreversible  pathology  sets  in. 

In  spite  of  every  effort  at  prevention, 
many  children  will  unavoidably  show 
congenital  or  acquired  physical  handi- 
caps. With  these  children  we  should  be 
on  the  alert  for  the  development  of  psy- 
chological difficulties  which  ail  too 
frequently  come  to  overlie  the  physical 
handicap. 

Psychological  Difficulties  in 
Handicapped  Children 

Many  of  the  congenital  malforma- 
tions and  acquired  handicaps  which 


result  from  the  various  toxic  and 
traumatic  agents  discussed  above  have 
serious  effects  on  the  psychological  de- 
velopment and  emotional  adjustment 
of  the  child. 

Physical  handicaps  may  interfere 
with  the  smooth  progression  in  devel- 
opment of  human  relationships  in  one 
of  two  ways.  First,  by  interfering  with 
the  child’s  motor,  perceptual,  and  in- 
tellectual development,  the  handicap 
may  impede  his  natural  movement 
toward  and  attachment  to  the  mother. 
Blindness  and  deafness,  for  example, 
interfere  quite  directly  in  the  normal 
progression  of  the  child’s  emotional 
development.  Motor  and  intellectual 
defects  also  extract  a heavy  toll  since 
the  child  cannot  compete  adequately 
with  siblings  and  peers  and  suffers 
from  feelings  of  inadequacy,  discour- 
agement and  failure.  He  may  attempt 
to  retaliate  by  aggressive,  destructive 
behavior  or  he  may  withdraw  from 
social  contact. 

Second,  from  the  point  of  view  of 
the  mother,  it  is  apparent  that  any 
physical  defect  in  the  child  may  lead  to 
interference  in  the  mother’s  capacity 
to  relate  to  her  infant  and  in  her  ca- 
pacity for  emotional  availability  to  the 
child.  Feelings  of  anguish,  guilt, 
shame,  self-degradation,  self-blame 
and  depressive  attitudes  are  extremely 
common  among  mothers  of  infants 
with  any  kind  of  physical  defect 
whether  congenital  or  acquired. 

Commonly  the  parents  blame  them- 
selves, each  other,  their  heredity,  and 
an  array  of  possible  etiological  factors. 
Family  tensions  often  ensue. 

The  anxiety  on  the  mother’s  part 
may  interfere  with  the  development  of 
a close  need-fulfilling  relationship  with 
her  baby.  Guilt  feelings  and  the  uncon- 
scious wish  to  get  rid  of  the  child  may 
disguise  themselves  in  overprotection 
and  infantalization  which  are  seen 
clinically  in  the  parents  doing  too 
much  for  the  child,  keeping  him  from 
exploring  and  experimenting,  and  in 
not  setting  appropriate  limits. 

Such  oversolicitousness  and  overpro- 
tection tend  to  delay  the  child’s  emo- 
tional growth  and  emergence  from  the 
close  symbiotic  mother-child  ties  to  in- 
dividuation and  independent  func- 
tioning by  keeping  the  child  closer  to 
the  mother  and  more  dependent  upon 
her  than  is  advisable. 

Failure  to  develop  a comfortable, 
satisfying  symbiotic  phase  is  noted 
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very  frequently,  particularly  where  the 
mother  is  depressed  and  withdraws 
emotionally  from  the  infant.  The  child 
may  regress  to  the  autistic  phase  of  de- 
velopment as  frequently  noted  with 
many  of  the  physically  handicapped 
children  we  encounter  in  our  work. 
(For  more  detail  on  the  mother-child 
relationship,  see  Mahler.)^^ 

Stranger-anxiety  may  be  greatly  ex- 
aggerated at  6 to  8 months  in  the  han- 
dicapped child  where  there  has  been  a 
partial  failure  of  the  early  close 
mother-child  relationship.  The  basic 
sense  of  trust  which  has  its  foundation 
in  the  early  mother-child  interaction  is 
often  lacking.  (See  Erikson.  Y 

The  handicapped  child’s  delight  in 
mastery  and  in  experimenting  with  in- 
dependent locomotion  may  be  im- 
peded by  many  of  the  physical  handi- 
caps as  well  as  by  parental  overprotec- 
tion. 

Medical  and  surgical  manipulations, 
repeated  examinations,  painful  experi- 
ences, hospitalizations,  and  necessary 
separations  from  the  mother,  before 
the  child’s  ego  is  sufficiently  developed 
to  cope  with  such  trauma,  add  to  the 
already  over-burdened  ego’s  capacity 
to  cope  with  its  situation.  Regression 
may  occur  at  various  points  in  devel- 
opment and  is  frequently  encountered 
at  times  of  hospitalization  where  even 
the  most  normal  child  needs  help  in 
mastering  untimely  separations  from 
his  mother.  Physicians  should  encour- 
age the  mother  or  other  trusted  adult 
to  remain  in  the  hospital  with  the  child 
at  all  times. 

Repeated  or  prolonged  hospital- 
izations for  reconstructive  surgery  can 
prove  very  traumatic. 

Prevention  of  undue  trauma  from 
surgical  and  medical  interventions 
may  be  accomplished  by  careful  psy- 
chological preparation,  advanced 
warning  for  the  child,  and  complete 
explanation  of  the  procedure,  and  by 
verbally  assuring  the  child  of  the 
mother’s  presence  throughout. 

Medical  and  nursing  personnel 
treating  the  child  as  an  individual  and 
as  one  who  deserves  consideration, 
extra  kindness,  and  tact  in  handling 
can  help  prevent  some  of  the  trauma 
which  may  occur  when  a child  is 
handled  in  an  unfeeling,  insensitive 
manner  as  happens  all  too  frequently 
in  a busy  hospital.  When  the  medical 
staff  and  students  make  rounds  and 


talk  about  a child’s  case  within  his 
hearing,  many  fears,  fantasies,  and 
misunderstanding  may  develop. 

Physicians  should  remember  that 
even  the  littlest  child  has  feelings  and 
needs  the  utmost  in  tact  and  consider- 
ation if  we  hope  to  prevent  undo 
trauma  from  hospitalization  and  medi- 
cal and  surgical  intervention. 

Every  physician  has  an  important 
role  in  education  of  parents  to  assist  in 
the  prevention  of  mental  and  emo- 
tional disorders.  □ 
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PENNSYLVANIA  MEDICINE 


Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — -because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat- — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


; 
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Break  the 
ufcer  circuit 
to  hyperacidity, 
hypermatiiity  and 

nicer  pain. 


Pro-Bandiinr 

propanllieline  bromide 

n Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

PrO”Banthine”insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  “insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
ylorospasm,  biliary  dyskinesia,  functional 
ypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
fatic  hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a cirrare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eifects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and', 
for-parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. ..  o. 


Research  in  the  Service  of  Medicine 

Distributed  by  G.  D.  Searie  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


Helps  control 
the  underlying  problem- 
anxiety 


Miltowrf 

(meprobamate) 

when  reassurance  is  not  enough 


Indications:  Relief  of  anxiety  and  ten- 
sion; adjunctively  in  various  disease 
states  in  which  anxiety  and  tension  are 
manifested;  and  to  promote  sleep  in 
anxious,  tense  patients. 
Contraindications:  Acute  intermittent 
porphyria  and  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  meb- 
utamate,  tybamate,  carbromal. 
Warnings:  Drug  Dependence:  Physical 
and  psychological  dependence  and 
abuse  have  occurred.  Chronic  intoxica- 
tion, from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
prone  persons.  Sudden  withdrawal  after 
prolonged  and  excessive  use  may  pre- 
cipitate recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
vomiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders^ 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Preeautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEC  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions;  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity; hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death . Empty  stomac  h,  treat  symptomati- 
cally;  cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 

absorption  REV.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 

kfTi  WALLACE  PHARMACEUTICALS 
^^Cranbury,  N.J.  08512 


In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  aonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®1972  The  Upjohn  Company 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 


liSbicin' 

sterile  spectinomycin  dihydrochloride 
penta hydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 


A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


I Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-upfor  at  leastS  months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeoe  on  Thayer- 

! Martin  media  in  all  patients.  Criteria  for  cure-,  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 
follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included. 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

IDosage  and  administration;  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 
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Leg  Ischemia  in  the  Aged  and  Infirm 

JAMES  P.  BOLAND,  M.D. 


Leg  ischemia  leading  to  severe 
pain  and/or  loss  of  limb  in  the  el- 
derly or  infirm  is  usually  the  last  straw. 
Their  final  days  are  often  stigmatized 
by  the  dependence  on  others  that 
breeds  mutual  hostility.  Advice  and  at- 
tention to  the  feet  of  the  elderly  can  be 
of  considerable  help  in  preventing  an 
ischemic  catastrophe. 

Prevention 

General  counsel  for  everyone  and 
certainly  for  anyone  with  diabetes  or 
lack  of  pulses  in  their  feet  includes: ^ (1) 
The  avoidance  of  tobacco;  (2)  Keeping 
the  feet  clean  by  a daily  bath  in  luke- 
warm water  and  mild  soap,  followed 
by  careful  drying  and  the  use  of 
desenex  powder  for  fungal  infections; 
(3)  The  avoidance  of  injury  to  the  feet 
and  legs;  (4)  Wearing  a pair  of  loose 
clean  white  cotten  socks  under  wool 
socks  when  in  bed;  (5)  Wearing  loose 
socks  and  well-fitting  shoes  when  out 
of  bed;  (6)  Attention  to  toenails,  corns, 
and  calluses  by  a knowledgeable 
person  other  than  the  patient,  while 
avoiding  irritating  medicines;  (7) 
Refraining  from  applying  heat  to  the 
foot  and  the  avoidance  of  cold;  (8) 
Raising  the  bed  four  to  eight  inches 
higher  at  the  head  than  the  foot. 

Examination 

The  degree  of  ischemia  can  be  ascer- 
tained with  precision  by  inspection  of 
the  feet.  Periodic  evaluation  will  help  to 
assess  problems  and  determine  the  in- 
tensity with  which  prophylaxis  is  in- 
dicated. 

Specifically,  we  hope  to  identify  a 
critical  level  of  perfusion  beyond  which 
surgical  revascularization  will  be 
required.  Short  of  this  point,  prophy- 
laxis or  conservative  therapy  often  will 
suffice. 

This  critical  perfusion  level  can  be 
recognized  by  elevating  the  foot  of  a 
comfortably  but  maximally  recumbent 
patient  approximately  four  inches 
above  the  bed  (and  preferably  above  the 
patient’s  heart  level).  This  is  most  easily 
accomplished  by  placing  the  foot  to  be 
examined  on  the  dorsum  of  its  fellow. 


In  this  position,  pallor  on  the  plantar 
surface,  particularly  of  the  toes,  so 
severe  that  finger  pressure  fails  to  dem- 
onstrate any  flush  (or  refilling)  iden- 
tifies this  point  as  “critical  pallor”. 

Since  pallor,  even  as  qualified  by  the 
statement  above,  still  has  some  subjec- 
tive elements,  some  additional  maneu- 
vers will  provide  confirmation. 

Certainly,  the  pulses  should  be  ab- 
sent before  this  level  is  reached.  Sec- 
ond, while  the  foot  is  in  the  same  posi- 
tion, by  stripping  the  blood  from  a su- 
perficial vein  on  the  dorsum  of  the  foot, 
a furrow  should  be  produced.  This  is 
easily  identified  in  oblique  light  and  is 
more  than  just  a simple  emptying  but 
rather  a complete  collapse  and 
indrawing  of  the  vein.  Refilling  of  this 
vein  should  take  five  to  ten  seconds  or 
longer  if  the  “critical  pallor”  level  has 
been  reached.  Failure  to  produce  a 
furrow  or  instant  refill  should  cast 
doubt  on  the  diagnosis.  Thirdly,  with 
the  foot  dependent  (hanging  over  the 
side  of  the  bed),  the  atonic  subdermal 
venous  plexus  should  fill  and  bluish  dis- 
coloration result.  If  “dependent  rubor” 
is  absent,  the  diagnosis  should  be  sus- 
pect. Note,  however,  that  dependent 
rubor  may  be  obscured  by  the  patient’s 
pigmentation  and  may  appear  in  pa- 
tients with  deep  venous  insufficiency 
long  before  the  true  critical  ischemia 
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level  is  reached.  Finally,  if  light-touch 
sensation  in  the  foot  is  altered,  either 
diminished  or  accentuated,  this  will  fur- 
ther confirm  the  impression  of  “critical 
pallor.” 

Another  problem  encountered  in  this 
assessment  arises  in  patients  with  severe 
anemia  (hemoglobin  less  than  eight 
grams  percent)  who  will  manifest  pallor 
even  though  their  peripheral  perfusion 
is  adequate.  The  confirmatory  signs — 
furrowing  and  rubor — will  be  absent, 
and  they  will  often  have  pulses.  In  any 
case,  the  discovery  of  unsuspected  ane- 
mia will  be  an  additional  dividend  to 
simple  inspection. 

Therapy 

From  a practical  standpoint,  famil- 
iarization with  “critical  pallor”  will 
allow  separation  of  signs,  symptoms,  or 
sequelae  into  “appropriate”  or  "inap- 
propriate” categories.  The  symptoms, 
signs,  or  sequelae  mentioned  specifi- 
cally refer  to  pain,  ulceration,  or 
gangrene  (including  patches,  skin 
necrosis,  or  subcutaneous  staining). 

Appropriately,  the  critical  ischemic 
level  should  be  reached,  to  be  followed 
by  “rest  pain”  (deep,  poorly  categorized 
foot  pain,  most  severe  at  the  metatar- 
sophalangeal joint),  then  skin  ulcer- 
ation and/or  gangrene  (usually  of  a tuft 
or  toe,  but  occasionally  the  heel).  These 
patients  need  to  be  evaluated  by  ar- 
teriography and  revascularized  if  pos- 
sible. Since  this  group  almost  without 
exception  proceeds  to  amputation, 
aggressive  revascularization  attempts 
are  warranted  despite  the  patient’s  gen- 
eral condition. 

On  the  other  hand,  there  are  oc- 
casions when,  long  before  the  foot  is 
“critical”  the  patient  will  exhibit  pain 
(which  most  often  is  "neuropathic”.  It 
is  felt  as  lancinating,  sharp,  or  burning 
and  usually  involves  the  lower  leg  in  ad- 
dition to  the  foot),  ulceration  (usually 
from  trauma  but  often  the  cause  goes 
unrecognized),  or  gangrene  (usually 
from  an  atheromatous  embolus).  The 
diagnosis  of  atheromatous  embolus  is 
facilitated  if  petechiae  or  "rose  spots” 
are  seen  on  the  dorsum  of  the  foot  in  as- 
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sociation  with  the  gangrenous  area.  All 
of  these  latter  manifestations  are  “inap- 
propriate,” having  appeared  before 
"critical”  ischemia  is  manifest,  and 
healing  (or  pain  relief)  will  often  take 
place  with  conservative  therapy. 

Conservative  therapy  refers  to  the 
prophylactic  measures  previously  men- 
tioned and  to  multivitamin  administra- 
tion with  high  doses  of  vitamin  E (300 
mg  daily)  and  antibiotics,  when  in- 
dicated. Vasodilators  do  not  seem  to  as- 
sist healing  but  some  recent  experiences 


indicate  that  oral  zinc  might  be 
beneficial  in  selected  cases. * 

If  the  patient’s  condition  worsens  on 
conservative  therapy,  arteriography 
and  revascularization  must  be  consid- 
ered. 

Summary' 

Emphasis  is  placed  on  the  recogni- 
tion of  “critical  pallor”  of  the  foot 
which  allows  the  clinician  to  ca- 
tegorize associated  manifestations  of 
pain,  ulceration,  or  gangrene  as  appro- 
priate or  inappropriate. 


Conservative  therapy  is  recom- 
mended for  patients  whose  ischemic 
manifestations  are  “inappropriate”  and 
aggressive  surgical  care  reserved  for 
those  who  fail  a trial  of  conservative 
therapy  as  well  as  all  those  in  the  "ap- 
propriate” category.  □ 
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A total  first  grade  population  in  an 
urban  elementary  school  was 
studied  by  a multidiscipline  team 
representing  the  disciplines  of  pediat- 
ric neurology,  psychology,  psychiatry, 
audiology/speech  pathology,  and  social 
work  to  determine  the  nature  and  ex- 
tent of  learning  and/or  adjustment  dif- 
ficulties in  school. 

An  earlier  unreported  study  of 
children  referred  by  school,  parents, 
pediatricians,  and  agencies  from  the 
catchment  area  of  the  Medical  College 
of  Pennsylvania  and  previously  exam- 
ined by  the  Team  of  Special  Diag- 
nostic Services,  revealed  prevalent 
learning  disabilities  and  considerable 
personal  and  social  pathology.  From 
this  earlier  data,  it  was  not  possible  to 
determine  the  extent  of  the  remedial  or 
preventive  measures  needed  in  the  gen- 
eral school  population.  By  studying  an 
entire  grade  at  the  earliest  level  in 
school,  it  was  hoped  to  obtain  this  in- 
formation. 

Population 

There  were  94  children  in  the  first 
grade  during  the  period  of  study:  25 
negro  boys,  13  negro  girls,  25  white 
boys  and  3 1 white  girls. 

The  average  education  of  the  white 
mothers  of  these  children  is  grade 
11.4,  median  11.8,  ranging  from 
eighth  grade  to  an  MA  degree.  The 
average  education  of  the  white  fathers 
is  grade  1 1 .5,  median  1 1 .0,  ranging 
from  seventh  grade  to  a Ph.D.  The 


average  education  of  Negro  mothers  is 
grade  1 1 .4,  median  1 1 .5,  and  of  Negro 
fathers  is  grade  11.3,  median  12.5, 
ranging  from  the  sixth  grade  to  one 
year  of  college.  51.5  percent  of  the  fa- 
thers are  absent  from  these  Negro 
homes.  Were  they  included,  it  is 
believed  that  the  educational  level 
would  be  somewhat  lower. 

In  this  catchment  area  there  are  two, 
low'-income,  integrated,  municipal 
housing  projects  and  in  addition  some 
rented  or  owned  homes  ranging  from 
two  bedroom  row  houses  to  individual 
homes  containing  four  or  more  bed- 
rooms. Incomes  in  the  area  range  from 
under  $2,700  to  over  $20,000  annually. 

Methods  and  Procedures 

Children  and/or  their  families  were 
evaluated  by  each  member  of  the  team 
of  Special  Diagnostic  Services  after  a 
complete  pediatric  evaluation. 

1.  Pediatric  Neurology — The  pedi- 
atric neurological  evaluation  included 
a thorough  history,  with  emphasis  on 
those  pre-,  peri-,  and  post-natal  factors 
which  appear  to  be  related  to  the  de- 
velopment and  maturation  of  the  cen- 
tral nervous  system,  and  an  examina- 
tion to  determine  any  gross  impair- 
ment of  centra!  nervous  system;  the 
presence  or  absence  of  fine  and  gross 
motor  coordination;  screening  tests  for 
perceptual  adequacy,  namely,  the 
ability  to  determine  the  intactness  of 
sensory  input  with  visual-motor-  audi- 


tory output  and  its  meaning;  hand  and 
eye  and  foot  preference;  laterality;  atti- 
tudes of  the  child;  and  the  quality  of 
mother-child  relationship.  The  child’s 
performance  was  evaluated  in  relation 
to  his  chronological  age. 

2.  Psychology-Each  child  was 
given  a battery  of  tests  which  yielded 
information  regarding  intelligence, 
perception,  emotional  adequacy  and 
level  of  academic  achievement.  In  ad- 
dition information  regarding  the 
mother-child  relationship  and  child  be- 
havior was  obtained.  The  Wechsler  In- 
telligence Scale  for  Children  and  the 
Stanford-Binet,  Form  L-M,  where  in- 
dicated, were  used  to  evaluate  various 
intellectual  processes.  Perception  was 
evaluated  by  means  of  case  history,  ac- 
ademic functioning,  fine  and  gross 
motor  behavior,  directionality,  the 
Bender-Gestalt  Test,  the  Beery-Buk- 
tenica  Developmental  Test  of  Visual- 
Motor  Integration,  the  Frostig  Devel- 
opmental Test  of  Visual  Perception, 
the  Illinois  Test  of  Psycholinguistic 
Abilities,  and  by  grouping  the  subtests 
of  the  Wechsler  Intelligence  Scale  for 
Children,  giving  estimates  of  percep- 
tion of  space,  conceptualization  and 
sequence. 

A brief  interview  was  held  with  each 
mother.  She  was  then  requested  to 
complete  the  Mother-Child  Rela- 
tionship Profile  and  the  Child  Behav- 
ior Rating  Scale. 

Emotional  adequacy  was  assessed 
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by  the  means  of  the  Drawing  of  a 
Person  (scored  by  the  Koppitz 
method),  Sentence  Completion  Test, 
the  Child  Behavior  Rating  Scale,  the 
Mother-Child  Relationship  Profile,  the 
Rorschach  and  the  Children’s  Apper- 
ception Test  where  feasible.  Academic 
Achievement  was  determined  by  the 
Metropolitan  Achievement  Tests. 

3.  Audiology/Speech  Pathology — 
(a)  Hearing  Assessment:  All  hearing 
evaluations  were  conducted  in  the 
sound  suite.  Pure  tone  thresholds, 
hearing  for  speech,  and  speech  discrim- 
ination were  evaluated,  (b)  Speech 
Evaluation:  This  included  visual  exam- 
ination of  the  oral  mechanisms, 
phoneme  production,  and  resonance 
and  rhythm  of  connected  speech,  (c) 
Language  Evaluation:  Receptive  lan- 
guage function,  grammatic  organiza- 
tion, memory  span  for  digits  and  for 
serial  nonsense  syllables  and  relevance 
of  response  were  examined. 

4.  Child  Psychiatry — Combinations 
of  the  following  approaches  were  used 
for  the  evaluation  of  each  child:  (a)  in- 
dividual interviews,  (b)  classroom  ob- 
servation, (c)  teacher’s  comments,  (d) 
school  record,  (e)  parent  interviews. 
Assessments  were  made  of:  (a)  drive, 
ego,  and  superego  development,  (b) 
conflict,  (c)  general  characteristics 
including  frustration  tolerance,  subli- 
mation potential  and  reaction  to  anxi- 
ety. 

A classification  issued  by  the  Group 
for  the  Advancement  of  Psychiatry 
was  developed  as  follows: 

A.  Normal 

B.  Psychoneurotic  Disorder 

C.  Psychotic  Disorder 

D.  Brain  Syndrome 

E.  Mental  Retardation 

F.  Suspect  (i.e.,  those  children  who 
at  the  time  of  the  examination 
did  not  fit  into  any  of  the  above 
categories  and  who  required  re- 
evaluation  in  five  to  six  months. 

5.  Social  Work — Interviews  using  a 
questionnaire  were  conducted  in  the 
home  of  the  families;  the  mothers  were 
the  primary  respondents.  Three  main 
categories  of  psycho-social  factors  or 
variables  were  used:  (a)  emotional  ca- 
pacity of  the  mother  to  meet  the 
dependency  needs  of  her  child;  (b)  ma- 
terial deprivation  due  to  the  economic 
situation  with  its  related  effect  on  the 
child  and  its  diminishing  effect  on 


parental  emotional  capacity;  (c)  value 
placed  on  education  by  the  parents. 

Composite  Results 

Of  the  94  children  in  the  first  grade, 
81  were  evaluated  by  the  pediatrician; 
88  were  evaluated  by  the  psychologist; 
74  were  evaluated  by  the  audiolo- 
gist/speech pathologist;  64  were 
evaluated  by  the  psychiatrist,  and  73 
families  were  interviewed  by  the  social 
worker. 

Of  the  81  children  who  had 
neurological  and  developmental  exam- 
inations, 42  were  within  normal  limits 
and  39  had  positive  findings.  Of  these 
39  children,  1 child  had  cerebral  palsy 
and  3 children  had  poor  motor  coor- 
dination with  no  demonstrable  as- 
sociated perceptual  defect,  two  of 
whom  on  psychological  examination 
revealed  difficulty  with  conceptualiza- 
tion. The  child  with  cerebral  palsy  and 
35  other  children  evidenced  perceptual 
defects  on  the  screening  tests;  9 of 
these  35  children  had  associated  poor 
motor  coordination;  eight  children  had 
articulation  defects  noted  by  the  ex- 
aminer. Twenty-nine  children  of  the 
total  number  examined  functioned 
with  evidence  of  anxiety,  including  17 
of  those  having  perceptual  defects. 
Twelve  were  found  to  be  normal. 
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By  psychological  examination  55  i 
percent  of  the  white  children  and  27 
percent  of  the  Negro  children  had  IQ’s 
above  1 10.  Marked  variability  between 
verbal  and  performance  scales  was  evi- 
dent in  the  records  of  both  Negro  and 
white  children.  This  disparity  was 
positively  related  to  perceptual  inade- 
quacy. 

The  Bender-Gestalt  Test,  graded  by 
the  Koppitz  method,  and  three 
groupings  of  the  subtests  of  the 
Wechsler  Intelligence  Scale  for  Chil- 
dren evidencing  performance  in  space 
perception,  conceptualization,  and 
sequencing  revealed  perceptual  inade- 
quacy in  31  percent  of  the  white  and 
51  percent  of  the  Negro  children.  A 
detailed  examination  of  academic  per- 
formance contributed  also  to  the  diag- 
nosis. 

Anxiety,  self-depreciation,  and  poor 
self-image  characterized  almost  all  of 
these  children.  These  basic  attitudes 
constitute  the  inability  to  meet  per- 
sonal and  social  expectation.  In  all, 
there  were  1 8 different  types  of 
maladaptive  behavior. 

Seventy-four  children  were  exam- 
ined for  speech,  hearing  and  language 
function.  Hearing  defects  occurred  in 
16  children  or  21.6  percent  of  those 
examined.  Speech  defects  were  diag- 
nosed in  27  individuals  or  36.5  percent 
of  the  total  group.  The  most  frequently 
occurring  defect  was  interdental  lisp 
observed  in  10  children.  Comparison 
of  perceptual  abilities  of  children  who 
had  speech  defects  with  those  who  had 
normal  speech  did  not  disclose  signifi- 
cant differences. 

Of  the  64  children  who  had  psychia- 
tric.evaluation,  only  16,  or  25  percent, 
were  judged  normal.  The  remainder 
showed  sufficient  deviant  psychic  de- 
velopment to  be  either  in  the  suspect 
group  or  in  one  of  the  definite  psycho- 
pathological  categories  at  the  time  of  | 
the  initial  evaluation. 

The  families  of  73  of  the  94  first 
grade  children  were  assessed  by  a 
social  worker  to  evaluate  the  economic  ^ 
status  of  the  home,  the  emotional  ca-  ^ 
pacity  of  the  mother  to  meet  the  needs 
of  her  children,  and  to  determine  the 
value  placed  on  education  by  the  £ 

mother.  Sixty-four  percent  of  the  <1 

Negro  families  and  68  percent  of  the  s 

white  families  assessed  were  consid-  £ 

ered  above  marginal  in  economic  c 

status.  There  was  a tendency  for  s| 
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children  with  perceptual  adequacy  to 
come  from  homes  of  better  than  mar- 
ginal economic  status.  No  parent  was 
found  capable  of  “maximum”  emo- 
tional support  of  his  children;  12  per- 
! cent  provided  moderate  support  and 
88  percent  “minimal”  support. 

Fifty  percent  of  the  mothers  thought 
education  had  material  or  social  utility 
and  only  3 percent  considered  educa- 
tion a matter  of  enrichment.  Forty- 
seven  were  vague  or  unclear  as  to  what 
’ value  they  placed  on  education. 

Many  questions  are  implied  as  a 
result  of  this  study; 

1.  Do  these  children  have  brain 
j dysfunction  at  a microscopic  neurolo- 
i gical  enzymatic  and/or  functional  level 

which  are  too  subtle  to  be  evaluated  by 
our  present  tools? 

2.  Are  these  defects  reflections  of 
lack  of  experience  and  stimulation 
which  may  in  turn  have  some  detri- 
mental effect  upon  the  developing  and 


maturing  central  nervous  system? 

3.  Are  these  defects  reflections  of 
the  child’s  social  milieu? 

4.  Are  these  defects  reflections  of 
emotional  stress  and  strain? 

5.  Do  they  represent  so  called  mat- 
urational  lag  and,  in  turn,  what  does 
maturational  lag  represent  organically? 

6.  Can  factors  such  as  lack  of  stim- 
ulation or  anxiety  influence  the  devel- 
opment of  neurological  integrity? 

7.  How  adequately  does  a child’s 
environment  provide  all  of  the 
ingredients  necessary  to  produce  a well 
integrated  nervous  system  and  a well 
adjusted  child  who  is  able  to  fulfil  his 
potential? 

8.  How  well  does  the  home  and  the 
school  adequately  provide  educational 
procedures  appropriate  to  the  develop- 
mental needs  of  the  child? 

9.  How  early  is  it  possible  to 
prevent  deficits  and  emotional  overlay 
which  interfere  with  learning  and  de- 


A  Diagnostic  Multi-Disciplinary  Approach  to 


Introduction 

The  identification  and  measure- 
ment of  handicapped  children  is  a 
challenging  responsibility  of  the  pedia- 
trician. As  our  knowledge  of  child  de- 
velopment and  child  behavior  in- 
creases, the  pediatrician,  as  the 
primary  medical  caretaker  of  children, 
has  had  to  turn  to  persons  knowl- 
edgeable in  other  disciplines  of  child 
study.  There  exists  in  the  department 
of  pediatrics  of  the  Medical  College  of 
Peir\nsylvania  an  interdisciplinary  ap- 
proach to  the  study  of  handicapped 
children.  Under  the  name  of  Special 
Diagnostic  Services  (SDS),  this  team 
approach  has  as  its  main  function  the 
rendering  of  identification  and  diag- 
nostic services  to  those  children  (and 
their  families)  with  particular  dysfunc- 
tions or  handicaps. 

The  varied  type  of  handicapped 
children  who  are  evaluated  can  be 
described  best  by  understanding  the  re- 
sponsibilities and  qualifications  of 
each  member  of  the  SDS  team.  SDS  is 
composed  of  a pediatrician  with 
special  training  in  handicapped  chil- 
dren, a child  psychoanalyst,  psy- 
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chologist,  audiologist/speech  patholo- 
gist, and  social  worker. 

Pediatrician 

Partly  by  tradition,  but  more  impor- 
tantly because  of  the  knowledge  of  and 
ability  to  deal  with  children,  a pedia- 
trician heads  the  Special  Diagnostic 
Services  team.  A pediatrician  whose 
subspecialty  is  in  the  area  of  han- 
dicapped children  is  present  to  offer 
more  than  routine  pediatric  care  to 
children.  Such  an  individual  is  trained 
in  the  neurodevelopmental  approach 
to  child  study.  He  has  done  extensive 
work  with  handicapped  children,  par- 
ticularly those  with  seizure  disorders 
and  other  cerebral  problems,  and  is 
sensitive  to  the  differences  between  the 
so-called  “normal”  child  and  the 
deviant  child  at  each  age  period. 
Remediation  programs  and  long-term 
educational  plans  for  these  children 
often  must  include  pharmacological 
treatment,  and  this  pediatrician  is  at- 
tuned to  the  practical  management  of 
drugs. 

Psychiatrist 

A child  psychoanalyst  provides 


velopment? 

10.  How  can  schools  become  aware 
of  these  problems  so  that  the  teacher 
may  be  prepared  to  organize  the  educa- 
tional program  to  meet  the  needs  of  all 
children? 

A child’s  environment  must  provide 
all  the  ingredients  needed  to  produce  a 
well-integrated  central  nervous  system 
and  a well-adjusted  child  who  is  able  to 
fulfil  his  potential.  This  is  a tremendous 
challenge,  involving  adequate  nutrition 
of  mother  prior  to  and  including  preg- 
nancy, the  nutrition  of  the  child,  “good 
mothering,”  opportunities  for  proper 
stimulation,  experiences  that  are  age 
appropriate,  consistent  rules  of  activity 
by  which  to  live,  a good  value  system, 
and  an  opportunity  to  learn  according 
to  the  child’s  educational  needs  and 
level  of  maturation  so  that  he  may 
emerge  as  a person  with  a good  self- 
concept,  be  able  to  relate  to  others  in  a 
positive  fashion,  and  be  free  to  learn.  □ 


Handicapped  Children 


input  into  the  SDS  team  because  emo- 
tional growth  is  an  integral  part  of  the 
maturational  development  of  any 
child.  The  psychiatrist  realizes  that 
some  children  with  particular  handi- 
caps may  be  regarded  from  this  view- 
point when  their  major  involvement  is 
one  of  emotional  maladjustment.  If 
such  children  are  not  identified  and 
provided  for  in  terms  of  remedial  edu- 
cation, they  may  develop  emotional 
disturbances.  For  example,  it  is  not  un- 
common to  find  children  with  learning 
disabilities  who  have  gone  unrecog- 
nized by  the  school  for  years  with 
serious  consequences  emotionally.  The 
psychiatrist  works  closely  with  the 
other  members  of  the  SDS  team  in  de- 
termining etiology  and  the  past, 
present,  and  future  status  of  these  han- 
dicapped children. 

Psychologist 

An  individual  with  experience  in 
psychology  makes  up  another  part  of 
the  SDS  team.  The  field  of  psychology 
extends  far  beyond  the  measurement 
of  intelligence  quotients.  Because  the 
Special  Diagnostic  Services  team  con- 
cerns itself  with  children,  and  since 
learning,  perception,  and  cognition 
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are  part  of  the  growth  of  children,  one 
of  the  psychologist’s  main  goals  is  the 
study  of  these  facets  and  their  relation 
to  the  findings  of  the  other  team 
members. 

A udiologist/Speech 
Pathologist 

A speech  pathologist  is  aware  that 
many  conditions  may  result  in  disrup- 
tion of  the  normal  development  of 
speech  and  language.  The  learning  of 
speech  and  language  may  be  affected 
by  sensory  deprivation  (hearing  and/or 
visual  impairment),  experience  depri- 
vation (cultural  deprivation  and  lack 
of  opportunity),  emotional  disorgan- 
ization (neurosis,  psychosis,  personali- 
ty disorder),  or  neurological  dysfunc- 
tion (mental  retardation,  specific 
learning  disability).  The  field  of  speech 
pathology  is  by  necessity  inter-dis- 
ciplinary. The  speech  pathologist  on 
the  SDS  team  is  a generalist  who  at- 
tempts to  coordinate  information  from 
a variety  of  disciplines  in  order  to 
better  understand  speech  and  its 
disorders. 

The  audiologist  on  the  SDS  team  is 
aware  of  educational  and  behavioral 
difficulties  of  children  with  speech 
and/or  hearing  difficulties.  This  indi- 
vidual lends  assistance  to  the  other 
team  members  in  "peeling  off  the 
layers”  during  diagnostic  evaluations 
of  handicapped  children. 

Social  Worker 

Many  of  the  experiences  of  han- 
dicapped children  are  affected  because 
of  psycho-social  circumstances.  Cur- 
rently stressed  problems  in  this  catego- 
ry are  inadequate  parental  affection 
and/or  stimulation,  material  depriva- 
tion, educational  methodology,  and  in- 
sufficient community  support.  In  es- 
sence, what  is  included  in  the  experi- 
ence deprivation  category  are  all  insuf- 
ficiencies in  the  social  milieu.  A well- 
trained  social  worker  is  especially  sensi- 
tive to  these  difficulties  as  they  relate 
to  children.  The  social  worker  on  the 
SDS  team  is  a source  of  information  to 
the  other  members  in  identifying  and 
assisting  in  diagnostic  procedures  of 
handicapped  children.  He  brings  to  the 
attention  of  the  other  team  members 
not  only  the  individual  needs  of  the 
child,  but  needs  originating  in  the 
social  milieu. 

The  most  important  facet  of  the 


operation  of  SDS  is  the  multi-dis- 
ciplinary approach  to  the  handicapped 
child — a total  diagnostic  process.  The 
team  provides  a systematic  inventory  of 
each  child’s  level  of  development  in  the 
perceptual  and  motor  function,  in 
neuromuscular  function,  in  concept 
formation,  in  social  interaction,  and  in 
communication.  A diagnostic  proce- 
dure based  on  this  philosophy  provides 
optimal  opportunity  for  child  evalua- 
tion. 

Population  and  Flow 
of  Patient 

The  population  which  is  served  by 
Special  Diagnostic  Services  consists  of 
those  children  with  suspected  develop- 
mental deviations  living  within  the 
catchment  area  as  defined  by  the  Med- 
ical College  of  Pennsylvania.  Age 
range  is  from  early  infancy  through 
adolescence.  Referrals  are  accepted 
from  primary  pediatricians  within  the 
Medical  College,  surrounding  school 
districts,  private  physicians,  and  com- 
munity agencies. 

Each  member  of  the  SDS  team  is 
alerted  to  every  child  referred  for  eval- 
uation by  means  of  an  intake  process 
which  includes  a summary  of  iden- 
tifying information,  significant  history, 
and  reason  for  referral,  all  completed 
by  the  referral  source. 

Every  child  that  is  referred  to 
Special  Diagnostic  Services  conceiv- 
ably could  be  evaluated  by  five  dif- 
ferent, yet  closely  associated,  dis- 
ciplines. However,  each  child  is  not  ar- 
bitrarily seen  by  each  team  member  or 
molded  into  the  operation  of  the  team. 
Intra-team  referrals  often  are  made 
after  evaluation  by  the  first  contact 
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member  who  sees  the  child  according 
to  the  presenting  problem  as  discussed 
during  the  intake  process.  Such  a 
procedure  allows  for  the  best  disposi- 
tion of  each  case  in  terms  of  time  and 
work  efficiency  and  allows  the  patient 
himself  to  be  the  team  leader. 

After  appropriate  individual  evalua- 
tions have  been  completed,  each  child 
is  discussed  in  a case  conference  com- 
posed of  all  the  SDS  team  members, 
regardless  of  whether  each  has  seen 
every  child.  Diagnostic  impressions 
and  recommendations  are  made,  and 
remediation  programs  are  initiated. 
Diagnosis  by  SDS  now  can  be  concep- 
tualized as  the  process  of  designating  a 
specific  area  within  this  schema  as  the 
primary  disability  or  disabilities  area. 
The  diagnostic  process  has  as  raison 
d’etre  the  planning  of  an  appropriate, 
feasible  course  of  remedial  treatment. 

Training  for  Medical  Students 
Residents,  Attending  Physicians 

The  Special  Diagnostic  Services 
team  is  a valuable  source  of  training 
for  medical  personnel  at  all  levels  of 
experience.  As  an  example  of  how 
SDS  is  utilized  at  the  Medical  College, 
a small  number  (usually  three)  of  med- 
ical students  is  assigned  to  be  the 
primary  pediatrician  for  a particular 
child;  and,  in  turn,  the  group  accom- 
panies the  child  throughout  each  eval- 
uation session.  In  this  manner,  the 
student  is  provided  the  opportunity  to 
see  how  an  inter-disciplinary  team 
operates  to  the  best  advantage  of  the 
child. 

Medical  residents  in  pediatrics,  neu- 
rology, and  psychiatry  can  elect  to 
spend  a specified  period  of  time  with 
the  team  to  observe  and  participate  in 
its  operation.  In  addition,  the  at- 
tending physicians  at  the  Medical 
College  have  an  opportunity  for  in-ser- 
vice training  by  way  of  Special  Diag- 
nostic Services. 

The  individuals  who  compose 
Special  Diagnostic  Services  are  sensi- 
tive to  the  needs  of  the  hospital  com- 
munity which  they  serve.  These  needs 
are  reflected,  to  a large  degree,  by  the 
types  of  cases  seen  for  evaluation.  A 
diagnostic  multi-disciplinary  approach 
to  handicapped  children  has  been 
found  to  be  most  effective,  as  the 
problems  that  are  presented  range 
from  very  subtle  deviations  to  severe 
anomalies.  □ 
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Bacteremia  Caused  by  Gram-Negative  Bacilli 
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One  of  the  most  significant  changes 
in  the  pattern  of  infectious 
diseases  since  the  introduction  of  an- 
; timicrobial  therapy  has  been  the 
; increased  prevalence  of  serious  dis- 
i eases,  and  especially  bacteremia 
, caused  by  Gram-negative  bacilli.  After 
manipulative  procedures  on  the 
urinary  tract,  there  is  often  a self- 
I limited,  transient  bacteremia  (e.g. 

I catheter  fever).  This  report  is  directed 
at  bacteremia  as  a serious  progressive 
I infection  and  not  the  self-limited,  mild 
; illness. 

One  explanation  for  the  increase  in 
frequency  of  bacteremia  caused  by 
Gram-negative  bacilli  is  that  many  of 
the  patients  in  whom  this  syndrome  de- 
velops have  serious  underlying  diseases 
(such  as  leukemia,  lymphoma,  or  other 
malignancies)  which  lower  their  resis- 
tance to  infection.  Formerly  these  pa- 
tients died  of  the  underlying  diseases, 
often  untreated.  Now  their  lives  may  be 
prolonged  with  cytotoxic  drugs,  cor- 
ticosteroids, and  immunosuppressive 
j agents,  but  this  treatment  further  im- 
; pairs  the  body’s  defenses  against  infec- 
j tion.  As  a result,  the  cause  of  death  now 
I is  often  infection  and  particularly  bac- 
] teremia  caused  by  Gram-negative 
! bacilli. 

Infecting  Organisms 

Gram-negative  bacilli  are  normal 
: inhibitants  of  the  gastrointestinal  tract 
and  female  genital  tract.  The  Gram- 
negative bacilli  causing  bacteremia 


vary  from  year  to  year  and  from  hospi- 
tal to  hospital.  For  example,  a hospital 
which  has  a large  population  of  pa- 
tients with  leukemia  or  who  are  under- 
going cancer  chemotherapy  will  have  a 
larger  percentage  of  patients  with  the 
more  unusual  organisms  (e.g.  Pseudo- 
monas, Herellea).  As  shown  in  Table  I, 
in  most  hospitals  Escherichia  coli  is 
responsible  for  about  40  percent  of 
cases  of  bacteremia  produced  by 
Gram-negative  bacilli,  and  Klebsiella- 
Enterobacter  and  Proteus  mirabilis 
each  cause  about  25  percent  of  cases. 
Other  Proteus  species  (i.e.,  P.  vulgaris, 
P.  rettgeri,  and  P.  morganii).  Pseudo- 
monas species,  and  other  organisms 
such  as  bacteroides,  Serratia  and 
Herellea  are  the  remaining  principle 
causative  microorganisms. 

Pseudomonas  bacteremia  occurs  al- 
most always  in  patients  who  have 
severe  leukopenia  (less  than  500 
polymorphonuclear  leukocytes  per 
mm®  of  blood)  or  in  patients  with  ex- 
tensive damage  to  the  skin.  The 
diseases  most  often  associated  with 
leukopenia  are  leukemia,  lymphoma, 
and  agranulocytosis;  the  skin  diseases 
most  often  associated  with  Pseudo- 
monas bacteremia  are  burns  and 
exfoliative  dermatitis. 

Sources  of  Bacteremia 

The  most  common  source  of  bac- 
teremia due  to  Gram-negative  bacilli  is 
the  genito-urinary  tract.  In  60  to  80 


percent  of  cases  the  disease  is  related 
to  urinary  tract  infection  or  follows 
manipulative  procedures  on  the 
genito-urinary  tract,  such  as  cathe- 
terization, cystoscopy,  abortion,  or 
surgery.  Sources  of  bacteremia  other 
than  the  genito-urinary  tract  are  the 
gastrointestinal  tract  (especially  after 
surgery),  the  biliary  tree  (in  association 
with  cholangitis  or  cholecystitis),  the 
skin  (when  it  is  extensively  burned  or 
involved  in  exfoliative  dermatitis),  and 
intravascular  catheters  or  cutdowns. 
Bacteremia  caused  by  Gram-negative 
bacilli  is  frequent  in  patients  with 
agranulocytosis,  leukemia  or  other 
conditions  associated  with  leukopenia, 
and  in  these  cases  the  portal  or  entry 
may  be  ulcerations  in  the  gastrointes- 
tinal tract.  Table  II  summarizes  these 
sources  of  bacteremia. 

Prognosis 

Bacteremia  caused  by  Gram-nega- 
tive bacilli  is  a difficult  problem 
because  of  a notable  lack  of  success  in 
therapy.  The  overall  mortality  is  from 
40  to  50  percent.  About  25  percent  of 
patients  with  this  syndrome  experience 
shock,  which  is  by  far  the  most  impor- 
tant single  factor  that  affects  survival. 
In  patients  without  shock,  the  mortality 
is  about  20  percent;  in  those  with  mod- 
erate to  severe  shock,  mortality  is  80 
percent  or  higher. 

The  underlying  disease  also  affects 
the  prognosis.  Patients  with  severe 
hematologic  diseases  such  as  acute 
leukemia  have  a much  higher  mortali- 
ty than  those  in  whom  the  bacteremia 
develops  after  a urologic  procedure. 
The  infecting  organism  is  also  impor- 
tant. Pseudomonas  bacteremia  in  par- 
ticular has  a poor  prognosis;  this  is 
probably  related  to  the  fact  that  only 
patients  with  markedly  impaired 
defenses  against  infection  experience 
Pseudomonas  bacteremia. 

Biological  Effects  of 
Endotoxins 

Many,  if  not  all,  of  the  manifesta- 


TABLE I 

INFECTING  MICROORGANISMS 

Percentage 


j Escherichia  coli  40 

Klebsiella-Enterobacter  25 

K.  pneumoniae  20 

Enterobacter  species  5 

Proteus  Species  25 

P.  mirabilis  (indole  negative)  23 

Indole  positive  Proteus  2 

! (P.  vulgaris,  P.  rettgeri,  P.  morganii) 

\ Pseudomonas  5 

I 

I Others  (Bacteroides,  Serratia,  Herellea)  5 
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tions  of  Gram-negative  rod  bacteremia 
are  due  to  the  biological  effects  of  en- 
dotoxins. Endotoxins  are  lipopolysac- 
charide  complexes  which  are  a part  of 
the  cell  walls  of  all  Gram-negative 
bacilli.  Some  of  the  effects  following 
intravenous  administration  of  endo- 
toxins to  animals  or  humans  are:  (1) 
After  a lag  phase  of  20  to  90  minutes 
fever  occurs.  The  fever  may  begin  with 
a chill.  (2)  Leukopenia  is  present 
minutes  after  injection  of  endotoxin 
but  is  followed  by  leukocytosis  after 
about  two  hours.  (3)  There  is  profound 
activity  in  small  vessels.  Initial 
vasoconstriction  is  followed  by  alter- 
nating vasodilitation  and  vasoconstric- 
tion. (4)  If  the  dose  of  endotoxin  is  suf- 
ficient, shock  develops  related  to  pe- 
ripheral pooling  of  blood. 

The  site  of  peripheral  pooling  of 
blood  varies  with  the  species.  For  ex- 
ample, in  the  dog  the  liver  and  gas- 
trointestinal tract  are  important  sites 
of  pooling,  whereas  in  the  cat  pooling 
is  most  prominent  in  the  lung.  In  the 
human,  pooling  probably  occurs  in  all 
of  these  sites.  The  common  denomina- 
tor in  all  species  is  diminished  venous 
return  to  the  heart  and  decreased  car- 
diac output  resulting  in  shock.  The 
total  peripheral  resistance  is  usually 
increased;  however  it  may  be  normal 
or  decreased.  It  is  clear  that  intense 
vasoconstriction  occurs  at  certain  sites 
in  all  species.  Constriction  may  occur 
at  the  outflow  of  capillary  beds 
resulting  in  trapping  of  blood  in  the 
capillary  beds  and  producing  a 
disparity  between  the  available  volume 
of  blood  and  the  vascular  space. 

The  Clinical  Syndrome 

The  syndrome  observed  clinically 


begins  with  a chill  followed  by  fever. 
Hyperventilation  (which  can  result  in 
respiratory  alkalosis)  is  often  noted 
early  in  the  syndrome.  Leukopenia  is 
followed  by  leukocytosis  in  a few 
hours.  When  shock  occurs,  in  the  ini- 
tial stages,  there  may  be  a bounding 
pulse  and  warm  dry  skin  in  spite  of 
hypotension  (warm  shock).  This  is 
followed  by  a feeble  rapid  pulse  and 
cold  damp  extremities.  Vomiting  and 
diarrhea  may  occur.  Diminished  per- 
fusion of  the  kidney  results  in  oliguria, 
and  decreased  cerebral  perfusion 
causes  alterations  in  mentation  and 
confusion.  These  results  of  low  per- 
fusion may  be  evident  before  clinically 
apparent  shock. 

Diagnosis 

The  diagnosis  of  Gram-negative  rod 
bacteremia  should  be  suspected  in  any 
patient  who  develops  fever  following  a 
urological  procedure,  especially  if 
shock  occurs.  Similarly,  sudden  onset 
of  unexplained  fever  in  patients  with 
serious  hematologic  disease  (e.g. 
leukemia,  lymphoma,  agranulocytosis) 
and  fever  in  patients  with  severe  burns 
or  exfoliative  dermatitis  are  suggestive 
of  this  disease.  A common  situation 
today  which  predisposes  to  bacteremia 
caused  by  Gram-negative  bacilli  is  the 
presence  of  an  intravascular  catheter 
or  cutdown,  especially  when  the 
catheter  has  been  in  place  for  over  48 
hours.  Unexplained  hyperventilation, 
especially  when  followed  by  fever,  sug- 
gests Gram-negative  rod  bacteremia  as 
does  the  presence  of  warm  shock. 

Elderly  or  severely  ill  patients  may 
not  develop  fever  when  bacteremia 
occurs.  Therefore  even  if  fever  is  ab- 
sent, Gram-  negative  rod  bacteremia 
should  be  suspected  when  unexplained 


TABLE  II 

SOURCES  OF  BACTEREMIA 


Organ  System 
Urinary  Tract 

Gastrointestinal 

Tract 

Biliary  Tract 
Skin 


Probabiy  gastro- 
intestinal Tract 


Predisposing  situation 
Infection;  procedures  such  as  cath- 
eterization or  cystoscopy:  surgery 

Surgery 

Infection  (choiecystitis  or  choiangitis); 
surgery 

Burns,  exfoiiative  dermatitis;  intravas- 
cular catheters  or  cutdowns 

Leukemia,  agranuiocytosis 


shock  occurs  in  a patient  who  has  one 
of  the  predisposing  factors. 

The  only  method  of  confirming  the 
diagnosis  is  to  isolate  the  causative  mi- 
croorganism from  the  blood.  However,  | 
some  patients  with  all  of  the  manifesta-  ! 
tions  of  Gram-negative  bacteremia  and 
shock  have  negative  blood  cultures. 
The  reason  for  this  is  probably 
presence  of  Gram-negative  bacilli  at 
some  focus  from  which  endotoxin  is 
released  into  the  circulation  without 
viable  microorganisms  reaching  the  ' 
blood  stream.  In  this  case  assay  of  the 
blood  for  endotoxin  may  be  performed 
in  some  laboratories  using  a new 
Limulus  coagulation  test  which  makes 
use  of  a lysate  of  blood  cells  from 
Limulus  (horseshoe  crab).  This  solu- 
tion forms  a gel  when  exposed  to  trace 
amounts  of  endotoxin. 

Treatment 

The  therapeutic  approach  to  bac- 
teremia caused  by  Gram-negative 
bacilli  is:  1)  treatment  of  the  infection 
with  antibiotics,  and  2)  correction  of 
the  hemodynamic  alterations  and  the 
effects  of  hypoperfusion  if  present. 

Antibiotic  Therapy.  Antibiotic  ther- 
apy must  be  started  as  soon  as  possible. 
Because  the  identity  and  the  antibiotic 
sensitivities  of  the  causative  organisms 
are  usually  not  known  when  therapy  is 
started,  treatment  must  be  based  on 
current  knowledge  of  antibiotic  sensi- 
tivity patterns  of  the  usual  infecting 
organisms.  Such  sensitivity  patterns 
vary  ifom  year  to  year  and  from  hospi- 
tal to  hospital.  Table  III  lists  the  usual 
pattern  at  this  time;  the  percentage  of 
strains  inhibited  relates  to  serum  levels 
achievable  in  vivo  during  the  therapy 
with  recommended  doses. 

In  general  the  following  is  true:  E. 
coli  are  usually  sensitive  to  ampicillin, 
carbenicillin,  cephalothin,  gentamicin, 
polymyxin  B and  kanamycin.  Kleb- 
siella are  sensitive  to  cephalothin,  gen- 
tamicin, polymyxin  B and  kanamycin 
but  are  resistant  to  ampicillin  and  car- 
benicillin. Enterobacter  strains,  which 
are  unusual  causes  of  infection,  are 
usually  sensitive  to  carbenicillin  in  very 
high  concentrations,  gentamicin,  poly- 
myxin B and  kanamycin  but  are  resist- 
ant to  ampicillin  and  cephalothin. 
Proteus  mirabilis  (which  constitute 
90%  of  all  Proteus  strains  isolated)  is 
usually  sensitive  to  all  of  the  agents 
listed  in  Table  III  except  for  polymyxin 
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TABLE  III 

EFFECTIVENESS  OF  VARIOUS  ANTIBIOTICS 
Microorganism  Percentage  of  Strains  Inhibited 


Ampicillin  Carbenicillin 

E.  coli 

80 

80 

t Klebsiella 

<10 

<10 

pneumoniae 

1 Enterobacter 

<10 

60 

species 

P.  mirabilis 

95* 

>95 

: Other  Proteus 

<10 

75 

• Pseudomonas 

<10 

85 

* Or  Penicillin  G. 

in  doses  of  20,000,000  units/day. 

Cephalothin 

Gentamicin 

Polymyxin  B 

Kanamycin 

80 

>95 

>95 

>95 

70 

>95 

>95 

>95 

<10 

>95 

>95 

>95 

90 

75 

<10 

>95 

<10 

75 

<10 

>95 

<10 

>95 

>95 

<10 

B.  Carbenicillin  has  no  advantage  over 
, ampicillin  for  the  treatment  of  E.  coli 
or  P.  mirabilis  infections  and  should 
: not  be  used  for  this  purpose.  Other 
i Proteus  species,  (P.  vulgaris,  P.  mor- 
ganii,  and  P.  rettgeri),  which  account 
for  a very  small  number  of  bacteremic 
infections,  are  sensitive  to  carbenicillin, 
gentamicin  and  kanamycin.  Pseudo- 
monas are  usually  sensitive  to  car- 
benicillin, gentamicin  and  polymyxin 
B.  Gentamicin  and  carbenicillin  have 
been  shown  to  be  synergistic  when  used 
in  combination  against  some  strains  of 
Pseudomonas.  Carbenicillin  should  not 
be  used  alone  in  treatment  of 
Pseudomonas  bacteremia  because  of 
i the  rapid  emergence  of  resistant  strains. 

From  Table  III  certain  defects  in  the 
spectra  of  the  various  antibiotics  are  ap- 
I parent  and  are  listed  in  Table  IV.  It  is 
apparent  that  gentamicin  is  the  best 
i single  agent  to  use  in  the  early  phase  of 
I treatment  before  identification  of  the 
I organism.  The  authors  add  ampicillin 
to  gentamicin  because  of  superior  activ- 
ity against  Proteus  mirabilis  and  its  rel- 
ative lack  of  toxicity.  If  the  patient  is 
hypersensitive  to  penicillin,  cepha- 
lothin  can  be  substituted  for  the  am- 
picillin in  intial  therapy.  Although 
there  is  reported  to  be  a cross-sensi- 
tivity between  cephalothin  and  peni- 
cillin in  some  patients  who  are  hyper- 
sensitive to  penicillin,  this  occurs  in  a 
minority  of  patients  and  the  reactions 
are  usually  of  a minor  nature.  However, 
with  a past  history  of  anaphylaxis  to 
penicillin,  cephalothin  should  not  be 
used  unless  essential.  When  Pseudo- 
monas sepsis  is  suspected,  such  as  in  pa- 
tients with  severe  leukopenia  (less  than 
500  polymorphonuclear  leukocytes  per 
mm3)  carbenicillin  should  be  used  in 
combination  with  gentamicin.  The 
usual  doses  of  these  antibiotics  in 


adults  with  normal  renal  function  are; 
gentamicin  1.5  mg/kg  every  8 hours 
intramuscularly  or  intravenously;  am- 
picillin 12  grams  intravenously  daily 
in  4-6  equally  divided  doses;  cepha- 
lothin 12  grams  intravenously  per  day 
in  6 equally  divided  doses;  car- 
benicillin 24-30  grams  intravenously 
per  day  in  8-12  equally  divided  doses. 
The  authors’  approach  to  the  initial 
antimicrobial  therapy  of  Gram-nega- 
tive rod  bacteremia  is  detailed  in  Table 
V. 

Gentamicin  is  both  nephrotoxic  and 
ototoxic.  The  ototoxicity  is  mainly  for 
the  vestibular  part  of  the  eight  nerve 
and  occurs  mostly  in  elderly  patients, 

TABLE  IV 

DEFECTS  IN  SPECTRUM 

Ampicillin  - K.  pneumoniae,  En- 
terobacter,  Proteus  other  than  P. 
mirabilis,  Pseudomonas 

Carbenicillin  - Klebsiella  pneumoniae 

Cephalothin  - Enterobacter,  Proteus 
other  than  P.  mirabilis,  Pseudo- 
monas 

Polymyxin  B - All  Proteus  species 

Kanamycin  - Pseudomonas 

TABLE  V 

INITIAL  ANTIBIOTIC  THERAPY 

Gentamicin  - 1.5  mg/kg  every  8 
hours*  IM  or  IV 

And 

Ampicillin  - 1 2 g every  24  hours  (2-3  g 
IV  every  4-6  hours) 

If  hypersensitive  to  penicillin  - 12 
grams  of  Cephalothin  in- 
travenously each  day  is  substituted 
for  ampicillin. 

if  polymorphonucular  leukocytes 
<500  per  mm®  - Carbenicillin  24- 
30  grams  intravenously  each  day  is 
added  to  the  regimen. 

* Must  be  altered  in  renal  failure. 


patients  in  renal  failure  or  patients 
who  have  received  excessive  doses. 
This  toxic  effect  is  usually  irreversible. 
The  nephrotoxicity,  which  is  usually 
reversible,  is  also  found  mainly  in  pa- 
tients who  already  have  impairment  of 
renal  function  or  who  have  received 
excessive  doses.  Renal  function  should 
be  followed  carefully  for  any  sign  of 
impairment  in  patients  given  gen- 
tamicin. The  drug  can  be  given  in 
renal  failure  but  must  be  given  in  al- 
tered doses  depending  upon  serum  an- 
tibiotic concentrations.  When  actual 
determinations  of  these  levels  are  not 
available,  an  approximate  dose  regi- 
men is  the  usual  dose  (1.5  mg/kg),  at 
intervals  of  hours  equal  to  8 times  the 
serum  creatinine  level.  For  example,  a 
70kg  man  with  a serum  creatinine  of  4 
would  receive  100  mg  every  32  hours 
(1.5  mg/kg  X 70kg  = 100  mg  dose 
every  32  [4  x 8]  hours). 

Carbenicillin  has  side  effects  similar 
to  those  of  penicillin  most  of  which 
relate  to  hypersensitivity  reactions. 
Occasionally  seizures  or  other  central 
nervous  system  manifestations  can  be 
seen  because  of  the  extremely  high 
doses  necessary.  Another  problem  is 
that  of  sodium  loading  in  patients  with 
heart  failure.  Each  gram  of  car- 
benicillin contains  4.7  meq  of  sodium. 

Once  the  organism  has  been  iden- 
tified and  antibiotic  sensitivity  tests  are 
available,  narrow  spectrum,  single 
drug  therapy  should  be  used  in  prefer- 
ence to  combinations  of  antibiotics 
(except  in  Pseudomonas  infection 
where  carbenicillin  and  gentamicin  are 
used.  Therapy  should  be  continued  for 
10  days). 

Therapy  of  Shock  and  Hypoper- 
fusion. It  is  important  to  stress  that  ad- 
equacy of  response  to  therapy  must  be 
monitored  in  terms  of  perfusion  of 
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vital  organs  as  well  as  by  blood  pres- 
sure. Urine  output  (minute  by  minute) 
is  an  excellent  parameter  of  renal  per- 
fusion, and  mentation  is  a parameter 
of  cerebral  blood  flow.  The  urine  flow 
should  exceed  30  ml  per  hour. 

Because  the  shock  and  hypoper- 
fusion are  related  to  low  cardiac 
output  caused  by  decreased  venous  re- 
turn to  the  heart,  the  key  to  therapy  is 
to  increase  the  blood  volume.  The  cen- 
tral venous  pressure  should  be  moni- 
tored. In  the  vast  majority  of  patients 
with  shock  due  to  Gram-negative  bac- 
teremia, the  central  venous  pressure 
will  be  normal  or  below  normal  (less 
than  5 cm  of  water).  Blood,  albumin, 
or  plasma  expanders  should  be  ad- 
ministered rapidly  until  the  hypoten- 
sion is  corrected  or  until  the  central 
venous  pressure  increases  to  12  cm  of 
water.  If  blood  or  plasma  expanders 
are  not  available,  isotonic  saline  solu- 
tion should  be  infused.  It  is  best  not  to 
use  pooled  plasma  because  of  the  high 
incidence  of  hepatitis. 

If  the  central  venous  pressure  is 
elevated  initially  (i.e.,  above  12  cm 
water)  or  becomes  elevated  with  ad- 
ministration of  fluid,  isoproterenol 
should  be  given  intravenously  to 
increase  cardiac  output  without  in- 
creasing vasospasm.  If  the  patient 
remains  hypotensive  and  the  venous 
pressure  drops,  additional  fluids 
should  be  administered.  Isoproterenol 
is  given  as  an  intravenous  drip,  2.5  to 
5 mg  isoproterenol  in  500  ml  of  5% 
glucose  in  water.  An  alternate 
approach  to  the  use  of  isoproterenol 
when  the  central  venous  pressure 


Dr.  Ries  is  instructor  in  medicine  at 
The  Medical  College  of  Pennsyl- 
vania. Dr.  Kaye  is  professor  and 
chairman  of  the  Department  of 
Medicine.  This  paper  is  a result  of 


TABLE  VI 

TREATMENT  OF  SHOCK* 

Measure  central  venous  pressure  and 
transfuse  or  infuse  to  12cm  of 
water. 

If  central  venous  pressure  is  elevated 
or  becomes  elevated,  give  isopro- 
terenol. 

If  central  venous  pressure  does  not 
respond,  use  rapid  digitalization. 

Administer  oxygen 

Correct  acidosis 

Other  measures:  Norepinephrine  in 
small  amounts. 
Hydrocortisone  (4-6 
gm  a day). 

Phentolanrine  or 
phenoxybenzamine 
and  more  fluids. 

* Evaluate  response  by  urine  flow 

and  mentation  as  well  as  by  blood 

pressure. 

increases  is  rapid  digitalization. 

Oxygen  should  be  administered  to 
patients  in  shock.  In  addition,  in  the 
presence  of  shock  there  is  a tendency 
for  metabolic  acidosis  to  develop.  Pa- 
tients will  usually  respond  much  better 
to  therapy  for  shock  if  the  acidosis  is 
corrected.  The  acidosis  should  be  cor- 
rected by  intravenous  infusion  of  sodi- 
um bicarbonate  with  monitoring  of  the 
blood  pH. 

Vasopressors  such  as  norepin- 
ephrine can  often  raise  the  blood  pres- 
sure, but  patients  with  shock  already 
have  vasoconstriction  and  hence  there 
are  theoretical  disadvantages  to  the  use 
of  these  agents.  Nevertheless,  if  ad- 
ministration of  small  amounts  of  a 
vasopressor  results  in  improved  menta- 


studies  conducted  from  the  division 
of  infectious  diseases,  allergy,  and 
immunology  of  the  Department  of 
Medicine,  Medical  College  of  Penn- 
sylvania. 


tion  and  in  increase  in  urinary  output, 
in  addition  to  elevation  of  blood  pres- 
sure, it  seems  reasonable  to  continue 
using  the  pressor.  If  small  doses  (e.g.,  2 
to  4 mg  of  norepinephrine  in  500  ml 
of  5%  glucose  in  water  by  intravenous 
drip)  do  not  appreciably  raise  the 
blood  pressure,  it  is  doubtful  that  large 
doses  will  do  much  good.  Large  doses 
of  pressors  may  succeed  in  raising 
blood  pressure  at  the  expense  of  cere- 
bral and  renal  perfusion. 

Sympatholytic  agents  such  as 
phenoxybenzamine  (Dibenzyline)  or 
phentolamine  (Regitine)  have  been 
evaluated  in  shock  due  to  Gram-nega- 
tive bacteremia.  These  agents  have 
been  given  together  with  plasma  or 
blood  in  an  attempt  to  correct  the  dis- 
crepancy between  the  available 
vascular  space  and  the  circulating 
blood  volume  by  allowing  trapped  or 
pooled  blood  to  flow  back  into  the  'j. 
circulation.  At  present  the  evidence  ^ 
available  is  not  sufficient  to  recom-  ;■ 
mend  use  of  sympatholytic  agents. 

Corticosteroids  have  been  widely 
used  in  the  treatment  of  shock  caused  i 
by  Gram-negative  bacteremia.  Al-  i 
though  there  are  theoretical  disadvan- 
tages in  using  steroids  in  the  presence 
of  infection  and  no  controlled  experi- 
mental trials  have  proven  their  ef- 
ficacy, if  the  antibiotic  coverage  is  ad- 
equate there  is  no  strong  contraindic- 
tion  to  steroid  therapy  in  infection. 
Corticosteroids  are  not  given  for  the 
indication  of  adrenal  insufficiency, 
because  in  bacteremia  there  is  usually 
a high  level  of  circulating  cortisol.  It  is 
thought  that  large  doses  of  corticos- 
teroids, such  as  4 to  6 gm  of  hydrocor- 
tisone daily,  may  decrease  vascular 
spasm. 

Steroid  therapy  in  moderate  doses 
(such  as  60  to  100  mg  of  prednisolone 
daily)  is  ineffective.  If  steroids  are  to 
be  given,  the  doses  should  be  in  the 
high  ranges  to  obtain  the  phar- 
macologic effects.  Corticosteroids 
should  not  be  administered  prophylac- 
tically  in  an  attempt  to  prevent  shock 
in  patients  with  bacteremia  who  do  not 
have  hypotension. 

Hypothermia  has  also  been  eva- 
luated as  a means  of  protecting  against 
the  effects  of  shock  in  man,  but  its 
value  has  not  been  convincingly  dem- 
onstrated. 

The  basic  procedures  of  treatment 
are  summarized  in  Table  VI.  □ 
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Coronary  Angiography  in  Management  of 
Special  Problems  in  Cardiovascular  Disease 


FRED  D.  ROSE,  M.D. 
WILLIAM  S.  FRANKL,  M.D. 


I T N A RECENT  article  in  this 
I X journal,  the  subject  of  coronary  ar- 
! teriography  was  reviewed.*  The  pur- 
pose of  the  present  article  is  to  demon- 
strate a few  specific  cases  illustrating 
the  clinical  usefulness  of  this  proce- 
dure. 

Case  1 

Patient,  R.  W.,  is  a 45-year-old 
woman  who  developed  episodes  of 
substernal  pain,  "like  a weight”, 
radiating  to  both  shoulders  and  upper 


fc. 


arms.  The  pain  occurred  almost  always 
in  the  early  morning  hours,  awakening 
her  from  sleep.  She  rarely  had  pain 
with  exertion,  and  often  obtained  relief 
by  walking.  The  pain  was  unrelated  to 
meals  but  would  occasionally  be 
relieved  by  antacids.  She  was  known  to 
have  had  mild  labile  hypertension  for 
ten  years  and  had  previously  been 
treated  for  mild  hypothyroidism. 

On  physical  examination  a short 
midsystolic  apical  ejection  murmur 


was  noted,  but  no  gallop  sounds.  Chest 
x-ray  and  cholecystogram  were 
normal.  A small  hiatal  hernia  was 
demonstrated  on  upper  G.  I.  series,  but 
esophageal  acid  infusion  did  not 
reproduce  the  pain.^  The  resting  elec- 
trocardiogram was  normal,  but  imme- 
diately after  a double  Master  exercise 
tolerance  test  there  was  ST  segment 
elevation  in  V4  through  Vs.  Several 
minutes  later  there  was  1mm  ST  seg- 
ment depression  in  these  same  leads. 
Plasma  cholesterol,  triglycerides,  and 
lipoprotein  electrophoresis  were 
normal.  A trial  with  Nitroglycerin 
produced  consistent  prompt  relief  of 
chest  pain.  Despite  anticoagulation. 
Propranolol,  and  long-acting  nitrites, 
the  patient  developed  increasingly 
frequent  episodes  of  chest  pain,  occur- 
ring almost  nightly. 

Coronary  angiography  was  then  per- 
formed and  revealed  significant  nar- 
rowing (in  this  case  more  than  80  per- 
cent) of  a short  proximal  segment  of 
the  left  anterior  descending  coronary 
artery,  without  other  angiographic 
lesions  seen.  There  was  good  distal 
runoff  in  this  vessel,  and  no  collaterals 
were  noted  (Fig.  1,  2,  3).  The  left  ven- 
tricular contraction  pattern  and  end- 
diastolic  pressure  were  normal.  After 


Figure  1:  R.  IV.  Left  coronary  artery,  right  anterior  oblique  view.  Note  the 
localized  area  of  narrowing  of  the  left  anterior  descending  branch  just  distal  to 
the  origin  of  a large  diagonal  branch. 


Figure  2:  R.  W.  Right  coronary  artery,  left  anterior  oblique  view.  Figure  3:  R.  W.  Right  coronary  artery, right  anterior  oblique  view. 
Normal  smoothly  tapering  vessel.  Normal. 
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Figure  6:  E.  W.  Right  coronary  injection,  slightly  later  than  figure  5.  Contrast  has  Figure  7:  Right  coronary  graft  injection,  left  anterior  oblique.  The  arrow  points  to 

almost  cleared  from  the  right  coronary  artery,  and  late  filling  of  the  left  anterior  the  site  of  anastomosis  from  the  saphenous  vein  bypass  graft  to  the  distal  right 

descending  is  more  prominent.  coronary  artery. 


Figure  8:  Left  coronary  graft  injection,  right  anterior  oblique  view.  The  arrow 
points  to  the  site  of  anastomosis  from  saphenous  vein  bypass  graft  to  the  distal 
left  anterior  descending  coronary  artery. 


coronary  angiography,  she  continued 
to  have  nightly  episodes  of  pain,  and 
during  one  of  these  episodes,  and  while 
on  continuous  electrocardiographic 
monitoring,  there  occurred  a 4mm  ST 
segment  elevation  with  multifocal 
premature  ventricular  contractions.  As 
the  pain  subsided  these  ECG  ab- 
normalities disappeared.  The  patient 
was  referred  for  “jump  graft”  surgery, 
and  a single  saphenous  vein  bypass  was 
connected  to  the  distal  left  anterior 
descending  coronary  artery. 

This  case  demonstrates  the  value  of 
coronary  angiography  when  the  dif- 
ferential diagnosis  of  chest  pain 
becomes  difficult  and  the  patient  is 
sufficiently  disabled  that  a specific 
diagnosis  is  necessary.  Her  pain  pat- 
tern, although  atypical  of  angina  pec- 
toris, was  quite  consistent  with  Printz- 
metal’s  variant  of  angina.® 

Case  2 

Patient,  E.  W.,  is  a 56-year-o!d 
woman  with  a history  of  intermittent 
retrosternal  "pressure”  pain,  radiating 
to  the  neck  and  both  arms,  almost 
always  related  to  exertion,  and  relieved 
by  Nitroglycerin.  These  episodes  of 
pain  had  occurred  over  the  past  four 
years  but  were  increasingly  frequent 
despite  Propranolol  and  long-acting  ni- 
trite therapy.  She  could  walk  on  a level 
surface  only  up  to  one-half  block  before 
developing  chest  pain. 

Coronary  angiography  revealed  ex- 
tensive three  vessel  disease,  with  total 
occlusion  of  the  left  anterior  des- 


Dr.  Rose  is  assistant  professor  of 
medicine  and  director  of  the  cardiac 
catheterization  laboratory  at  the 
Medical  College  of  Pennsylvania. 
Dr.  Frankl  is  professor  of  medicine 
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cending  coronary  artery  at  its  origin. 
There  was  an  extensive  collateral  net- 
work from  the  distal  right  coronary  ar- 
tery and  right  conus  artery  which  filled 
the  left  anterior  descending  artery  re- 
trogradely.  This  large  distal  left  an- 
terior descending  branch  was  quite  suit- 
able for  bypass  because  of  its  good 
runoff  (Fig.  4,  5,  6).  Resting  left  ven- 
tricular function  was  normal.  The  pa- 
tient was  referred  for  coronary  surgery, 
and  two  saphenous  vein  bypass  grafts  to 
the  right  coronary  artery  and  the  left 
anterior  descending  coronary  artery 
were  performed.  Although  this  patient 
was  not  a diagnostic  problem,  an- 
giography was  necessary  to  demon- 
strate the  precise  anatomy  in  order  to 
adequately  prepare  a careful  surgical 
approach. 

Case  3 

This  47-year-old  woman  had  a histo- 
ry of  angina  pectoris  of  increasing 
frequency  despite  medical  therapy.  For 
this  she  underwent  saphenous  vein 
bypass  surgery  to  the  right  coronary  ar- 
tery and  the  left  anterior  descending 
coronary  artery.  After  surgery  she  had 
no  further  chest  pain  for  six  months. 
She  then  developed  intermittent  lower 
substernal  pain  lasting  approximately 
10  days.  Serial  electrocardiograms  and 
serum  enzymes  were  non-diagnostic. 
The  clinical  picture  did  not  suggest 
post-cardiotomy  syndrome.  An- 
giography of  the  bypass  grafts  revealed 
both  grafts  to  be  patent,  with  good  fill- 
ing of  the  distal  right  and  left  anterior 
descending  coronary  arteries  (Fig.  7,  8). 
Demonstration  of  graft  patency  is  of 
importance  in  evaluating  post  surgical 
pain  as  well  as  the  pressing,  unsettled 
question  concerning  the  efficacy  of  the 
surgical  procedure  itself. 

Thus,  in  properly  selected  cases, 
coronary  angiography  is  essential  to 
evaluate  the  etiology  of  chest  pain,  for 
preoperative  evaluation  when  coronary 
bypass  surgery  is  considered,  and  for 
postoperative  assessment  of  anatomic 
result  after  coronary  surgery.  □ 
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The  Approach  to  the  Patient  with  Ascites 


Ascites,  the  accumulation  of 
free  fluid  within  the  peritoneal 
cavity,  has  intrigued  physicians  since 
the  dawn  of  medical  history.  Indeed 
Hippocrates  recognized  the  rela- 
tionship between  liver  disease  and  the 
retention  of  fluid. 

In  1912  Richard  Cabot^  reported  on 
the  causes  of  ascites  in  a series  of 
5,000  patients  seen  at  the  Mass- 
achusetts General  Hospital  over  a 
span  of  forty  years.  This  monumental 
study  confirmed  the  previously  held 
concept  that  cirrhosis  of  the  liver  was 
the  cause  of  ascites  in  the  vast  majority 
of  instances.  The  experience  of  the  en- 
suing sixty  years  has  firmly  established 
the  accuracy  of  Cabot’s  observation. ^.3 
It  is  important,  however,  to  recog- 
nize that  other  etiologies  for  ascites 
exist.  Therefore,  when  confronted  with 
the  ascitic  patient,  the  physician  has 
the  primary  obligation  of  establishing 
the  diagnosis  of  the  responsible  un- 
derlying disorder. 

In  most  instances,  the  primary 
disease  leading  to  the  accumulation  of 
abdominal  fluid  is  readily  determined. 
Trailing  far  behind  cirrhosis  as  causes 
of  ascites  are  neoplasms,  infections, 
right  sided  cardiac  failure,  and  the 
nephrotic  syndrome.  Other  causes  are 
distinctly  rare. 

When  the  etiology  is  obscure,  or 
when  circumstances  militate  against 
the  presence  of  an  underlying  cirrho- 
sis, examination  of  the  ascitic  fluid  is 
mandatory.  Some  believe  that  a diag- 
nostic paracentesis  is  indicated  in  most 
instances  of  ascites,^  but  I have  not 
found  this  to  be  necessary  in  the  ma- 
jority of  instances. 

When  it  is  indicated,  abdominal 
paracentesis  should  be  performed  in  a 
lower  quadrant  of  the  abdomen  with 
the  patient  lying  on  that  side  so  that 
fluid  gravitates  to  the  area  of  the 
paracentesis  and  bowel  floats  above 
and  away  from  it.  The  bladder  should 
be  empty.  Following  local  anesthesia 
of  the  abdominal  wall,  the  peritoneal 
cavity  should  be  entered  with  a fine 
gauge  needle  and  100-200  ml  of  fluid 
withdrawn. 

Peritoneal  Fluid 

The  gross  appearance  of  the  peri- 
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toneal  fluid  is  important.  If  trauma  and 
hemorrhagic  pancreatitis  can  be 
excluded,  the  presence  of  bloody  fluid 
is  strongly  suggestive  of  neoplasm. 
Chylous  ascites  also  suggests  neoplasm, 
but  care  must  be  taken  to  differentiate 
true  chylous  ascites  from  pseudo- 
chylous ascites.  The  former  results 
from  lymphatic  obstruction  usually  in- 
volving the  thoracic  duct,  and  the  fluid 
has  a fat  content  that  is  usually  twice 
that  of  plasma,  exceeding  400  mg/ 100 
ml.s  Pseudochylous  ascites  appears 
milky  because  of  an  excess  amount  of 
neutral  fat,  but  the  lipid  content  does 
not  exceed  that  of  plasma.®  Pseudo- 
chylous ascites  is  usually  associated 
with  cirrhosis. 

The  ascitic  fluid  of  cirrhosis  is 
usually  a transudate,  with  a sp.  gr.  of 
1.014  or  less  and  a protein  content  of 
less  than  3.0  gm  per  100  ml.  Oc- 
casionally, one  sees  an  exudative  as- 
cites associated  with  cirrhosis.  The 
reason  for  this  is  not  clear  but  may  be 
due  to  the  presence  of  hepatic  lymph 
in  the  fluid.  Ascites  of  cirrhosis  is  rela- 
tively acellular;  pleocytosis  suggests 
inflammation  or  neoplasm. 

With  improvement  in  techniques, 
the  cytologic  examination  of  ascitic 
fluid  has  become  more  reliable,  al- 
though positive  cytological  evidence  of 
malignancy  usually  is  difficult  until  the 
process  is  far  advanced.^  Hepatoma  is 
seldom  confirmed  by  cytologic  exami- 
nation of  ascitic  fluid®,  although  the 
fluid  may  be  positive  for  alphafetopro- 
tein  in  this  condition.® 

Ascitic  fluid  should  be  studied  bac- 
teriologically.  Peritonitis,  usually  due 
to  enteric  organisms,  can  develop  in- 
sidiously in  patients  with  cirrhosis  and 
ascites.  A virulent  “spontaneous”  peri- 
tonitis and  bacteremia  has  been 
reported  in  cirrhotics  in  which  effec- 
tive therapy  depends  on  prompt  diag- 
nosis, i® 

Tuberculous  peritonitis  is  not  un- 
commonly seen  in  cirrhotic  patients 
and  occurs  in  the  absence  of  demonstra- 
ble pulmonary  involvement.”  It  should 
be  suspected  in  cases  of  refractory  as- 
cites accompanied  by  fever.  Smears  of 
ascitic  fluid  for  M.  Tuberculosis  are 
notoriously  unreliable.  In  the  presence 


of  supporting  clinical  evidence,  one  is 
justified  in  initiating  appropriate  anti- 
tuberculous chemotherapy  while 
awaiting  the  results  of  cultures. 

Enzyme  and  chemical  determi- 
nations performed  on  ascitic  fluid  have 
not  proved  to  be  of  value  in  our  hands. 
Exceptions  to  this  occur  in  cases  of 
suspected  pancreatitis  or  in  the  rare 
case  of  "pancreatic  ascites.”  Here  val- 
ues of  ascitic  fluid  amylase  values  are 
usually  markedly  elevated.” 

If  all  studies  are  unrewarding  in 
demonstrating  the  cause  of  ascites, 
serious  consideration  should  be  given 
to  laparoscopy  or  abdominal  explora- 
tion. In  the  hands  of  an  experienced 
person,  laparoscopy  has  proved  to  be  a 
reliable  and  safe  diagnostic  procedure. 
It  is  particularly  valuable  in  diag- 
nosing tuberculous  peritonitis  and  as- 
cites due  to  carcinomatosis.  When 
peritoneoscopy  is  unavailable,  an  ex- 
ploratory laparotomy  may  be  neces- 
sary for  diagnostic  purposes. 

Ideally,  the  therapy  of  ascites  should 
be  directed  toward  preventing  or  cor- 
recting those  factors  responsible  for  its 
formation.  From  a practical  stand- 
point, however,  this  is  impossible  inas- 
much as  the  pathogenesis  of  ascites  in- 
volves a number  of  complex  factors 
(some  of  which  are  still  speculative) 
for  which  no  therapy  is  available  at  the 
moment. 

Pathogenesis  of  Ascites 

Intrahepatic  mechanical  factors  sec- 
ondary to  scarring  and  inflammatory 
changes  play  important  roles.  Imped- 
ance to  portal  blood  flow  results, 
leading  to  portal  hypertension  and 
transudation  of  fluid  into  the  peri- 
toneal cavity.  There  also  appears  to  be 
impairment  of  hepatic  lymph  drainage 
by  the  cirrhotic  process,  with  resultant 
engorgement  of  lymphatics  and 
"weeping”  of  lymph  into  the  peritoneal 
cavity  from  hepatic  and  hilar  lymphat- 
ics. There  is  no  rational  therapeutic 
approach  to  these  mechanical 
problems.  One  hopes  that  on  a regi- 
men of  abstinence,  diet,  and  hospital- 
ization, some  reversal  of  these 
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'>  processes  may  occur.  Certainly,  if 
I there  are  superimposed  acute  changes 
- of  inflammation,  cellular  necrosis,  and 
fatty  infiltration  secondary  to  alcohol, 
improvement  can  be  expected  on  the 
above  mentioned  regimen.  This  may 
be  sufficient  to  allow  for  a spontane- 
ous diuresis  to  occur. 

The  cirrhotic  hepatocyte  has  an  im- 
paired ability  to  synthesize  albumen, 
and  the  change  in  serum  colloid  os- 
motic pressure  due  to  hypoal- 
buminemia  is  a factor  in  the  produc- 
tion of  ascites.  It  should  be 
emphasized,  however,  that  ascites  can 
develop  in  the  presence  of  a normal 
level  of  serum  albumen,  and  that  the 
hypoalbuminemia  of  cirrhosis  is  rarely 
of  that  degree  to  produce  fluid  reten- 
tion by  itself.  A relationship  between 
portal  pressure  and  the  level  of  serum 
albumen  has  been  stressed.  In  effect, 
the  higher  the  portal  pressure,  the  less 
serum  albumen  levels  need  to  fall 
before  ascites  develops.  By  measuring 
both  portal  pressures  and  serum  al- 
bumen concentrations,  some  inves- 
tigators believe  that  the  threshold  for 
the  development  of  ascites  can  be 
predicted. 

Atkinson  and  Losowsky^^  postulated 
the  following  equation: 

10  X serum  albumen  (Gm/100  ml)  + 4 _ ^ 
intrasplenic  pressure  (cm  HjO) 

They  found  that  ascites  formed  at  val- 
[ ues  below  1 . The  therapeutic  use  of  in- 
travenous albumen  in  the  treatment  of 
ascites  is,  however,  extremely  limited. 
It  is  expensive  and  lacks  sustained  ef- 
fect. Other  etiologic  factors  for  the  for- 
. mation  of  ascites  appear  to  be  more 
dominant  than  hypoalbuminemia  in 
most  cases.  Potentially,  the  use  of  in- 
travenous serum  albumen  may  cause 
an  increase  in  plasma  volume  of  suf- 
ficient magnitude  to  provoke  esopha- 
geal bleeding. 

Sodium  Retention 

The  kidney  plays  an  important  role 
in  the  development  and  maintenance  of 
ascites.  The  ascitic  patient  demon- 
strates a marked  inability  to  excrete  so- 
dium; it  is  not  unusual  for  24  hour  sodi- 
um excretion  to  measure  less  than  5 
meq.  Total  body  sodium  and  total  body 
water  are  greatly  increased.  Low  serum 
levels  of  sodium  in  cirrhotics  are  almost 
always  secondary  to  dilutional  factors 
rather  than  to  sodium  depletion.  The 
reasons  for  the  marked  avidity  of  the 
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cirrhotic  patient  to  retain  sodium  and 
water  are  not  completely  understood, 
but  at  least  two  mechanisms  are  known 
to  play  a role  in  this  phenomenon. 

The  first  factor  is  the  secondary 
hyperaldosteronism  that  is  frequently 
found  in  cirrhotics  with  ascites.  Despite 
the  fact  that  many  cirrhotics  have 
increased  plasma  volumes,  there  is  evi- 
dence of  decreased  “effective”  per- 
fusion of  the  nephron.  The  exact  reason 
for  this  renoprival  phenomenon  is  not 
known,  but  its  effect  is  to  excite  the 
renin-angiotensin  system.  The  renal 
defect  appears  to  be  a functional  one 
rather  than  one  based  on  any  anatomic 
lesion.  No  consistent  histological  find- 
ings have  been  found  in  the  kidney; 
and,  removed  from  the  cirrhotic  envi- 
ronment, the  kidney  functions  nor- 
mally. Increased  aldosterone  activity 
may  be  contributed  to  by  impairment 
of  hepatic  degradation  of  aldosterone. 
The  kidney  renin-angiotensin  mecha- 
nism may  also  be  stimulated  by  excess 
renin  reaching  the  systemic  circulation 
either  by  shunting  through  portal  col- 
lateral vessels  or  as  a result  of  impaired 
renin  inactivation  by  the  liver. 

Another  renal  mechanism  for  sodi- 
um retention  in  cirrhosis  is  a decrease  in 
the  so-called  “third  factor.”  The  nature 
of  this  substance  remains  speculative, 
but  the  evidence  suggests  that  it  is  a 
humoral  substance  that  normally  exerts 
a natriuretic  effect.  It  apparently  affects 
the  active  transport  of  sodium  by  the 
renal  tubule  and  is  activated  by  changes 
in  the  "effective”  extracellular  fluid 
volume.  The  reason  for  impairment  of 
this  factor  in  cirrhosis  is  not  known. 
Animal  experimentation  suggests  ex- 
tracellular fluid  volume  is  partially 
regulated  by  osmoreceptors  within  the 
liver  or  by  a diuretic  factor  released 
from  the  liver  that  is  sensitive  to 
changes  in  the  composition  of  the 
portal  blood.  Such  mechanisms  might 
be  impaired  in  cirrhosis  and  porta! 
hypertension. 

The  formation  of  ascites  is  a dramat- 
ic incident  and  frequently  the 
presenting  complaint  of  the  patient,  but 
it  is  important  for  both  the  physician 
and  patient  to  recognize  that  ascites  is  a 
sign  of  a serious  underlying  disease 
rather  than  the  disease  itself.  Attention 
must  be  directed  toward  attempts  to 
improve  or  prevent  further  deterio- 
ration of  the  cirrhotic  process. 

Even  under  what  is  considered  an 
ideal  therapeutic  regimen,  i.e.,  ab- 


stinence from  alcohol,  a nutritious  diet, 
and  prolonged  hospitalization,  the 
prognosis  in  the  cirrhotic  patient  with 
ascites  is  ominous,  only  50  percent  sur- 
viving two  years.  The  death  rate  for 
those  hospitalized  for  lesser  periods  of 
time  approaches  80  percent. 

Although  ascites  is  frequently  the 
patient’s  presenting  complaint,  and 
may  be  uncomfortable,  inconvenient, 
and  disfiguring,  it  is  important  to  bear 
in  mind  that  ascites  per  se  is  life 
threatening  only  under  rare  circum- 
stances. These  include  the  presence  of 
respiratory  insufficiency  due  to  mas- 
sive ascites,  the  existence  of  an 
umbilical  hernia  where  rupture  is  im- 
minent, and  ascites  complicated  by 
“spontaneous  peritonitis.”  There  is  a 
growing  awareness  of  the  necessity  for 
treating  ascites  with  extreme  patience 
and  caution  except  in  the  above-men- 
tioned distinctly  unusual  circum- 
stances. Indeed,  experience  has  in- 
dicated that  the  therapy  of  ascites, 
especially  if  vigorous,  may  do  the  pa- 
tient more  harm  than  good. 

Because  of  the  marked  avidity  of  the 
cirrhotic  for  the  retention  of  sodium, 
restriction  of  dietary  sodium  is  abso- 
lutely essential  to  successful  therapy. 
Sodium  intake  should  be  limited  to  1 
gram  or  less  per  day.  Even  with 
today’s  effective  natriuretic  diuretics, 
it  is  unlikely  to  maintain  a cirrhotic 
free  of  fluid  on  a daily  sodium  intake 
in  excess  of  1 gram.  The  patient  with 
more  advanced  disease  may  require  re- 
striction to  200  mg  of  sodium  daily. 
When  faced  with  such  a patient,  the 
physician  will  require  the  expertise  of 
a dietitian  in  order  to  provide  the  pa- 
tient with  a palatable,  nutritious  diet 
while  at  the  same  time  maintaining  the 
necessary  sodium  restriction. 

Some  patients  with  ascites  may 
require  a moderate  restriction  in  water 
intake  to  1200  to  1500  ml  per  day. 
More  rigid  water  restriction  is  un- 
desirable and  rarely  necessary.  Caution 
must  be  taken,  however,  to  avoid  the 
excessive  intake  of  water  that  is  rich  in 
sodium. 

Initially,  during  a period  of  observa- 
tion and  study,  the  therapy  of  ascites 
should  be  limited  to  sodium  restric- 
tion. This  conservative  initial  ap- 
proach is  indicated  for  several  reasons. 
The  patient’s  metabolic  status  should 
be  carefully  evaluated  with  special  ref- 
erence to  electrolyte  imbalance, 
especially  hypokalemia.  Renal  func- 
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tion  should  be  studied.  Gastrointes- 
tinal disturbances  and  respiratory  tract 
infections  should  be  treated.  The  pa- 
tient’s tolerance  to  protein  intake  can 
be  evaluated  during  this  time.  This 
period  of  watchful  waiting  also  affords 
an  opportunity  for  the  patient  to  re- 
cover from  any  acute  hepatic  insult  he 
may  have  suffered  as  a result  of  an 
acute  excess  of  alcohol.  Significant 
elevations  of  bilirubin  (above  4-5  mgm 
per  100  ml)  as  well  as  elevations  of 
SCOT  above  300  units  are  suggestive 
of  an  acute  hepatocellular  process  su- 
perimposed on  the  underlying  cirrho- 
sis. Ascitic  patients  should  be  followed 
closely  by  daily  body  weights  and  by 
measurements  of  fluid  intake  and 
output. 

Diuretic  Therapy 

A significant  number  of  patients  who 
are  maintained  on  a regimen  of  sodium 
restriction  alone  will  manifest  a sponta- 
neous diuresis.  If,  however,  the  ascites 
is  unchanged  after  10-14  days  of  obser- 
vation, and  if  there  is  good  renal  func- 
tion and  electrolyte  balance,  diuretic 
therapy  may  be  cautiously  started.  It 
should  be  re-emphasized  that  the 
physician’s  aim  should  be  modest  and 
directed  toward  a slow,  gradual 
diuresis.  A loss  of  no  more  than  2 lbs  of 
fluid  per  day  should  be  the  goal. 

The  physician,  of  course,  has  a wide 
range  of  effective  diuretics  at  his  dis- 
posal. Several  recent  comprehensive 
reports  on  the  pharmacology  and 
clinical  use  of  diuretics  are  available. 
Generally  speaking,  the  physician 
should  first  employ  those  agents  that 
are  least  vigorous,  least  likely  to 
provoke  complications,  and  those  with 
which  he  has  most  familiarity. 

The  combination  of  spironolactone 
(Aldactone),  100  mgm  daily,  and  hy- 
drochlorothiazide, 100  mgm  per  day, 
is  a good  starting  regimen.  Aldactone 
alone  is  usually  ineffective  as  a 
diuretic  but  counteracts  the  secondary 
hyperaldosteronism  and  the  added 
hypokalemic  effect  of  the  thiazide 
diuretic.  If  diuresis  is  too  brisk  (with  a 
resultant  weight  loss  greater  than  2 lbs 
per  day),  a regimen  of  alternate  days  of 
therapy  may  be  employed.  Supplemen- 
tal potassium  is  usually  unnecessary 
when  Aldactone  is  administered,  but  it 
is  wise  to  monitor  serum  levels  of  po- 
tassium frequently.  Other  electrolytes 
and  blood  urea  nitrogen  should  also  be 
followed  serially. 


If  the  above  regimen  is  unsuccessful, 
furosemide,  (Lasix)  40-80  mgm  per 
day,  may  be  substituted  for  hydrochlo- 
rothiazide. Ethacrynic  acid,  in  dosage 
of  50  to  150  mgm  per  day  may  be 
utilized  in  stubborn  cases. 

Triamterene  is  a potassium-sparing 
diuretic,  effective  in  dosage  of  100  to 
300  mg/day  orally.  It  should  not  be 
used  in  conjunction  with  supplemental 
potassium  because  of  the  distinct 
danger  of  provoking  hyperkalemia. 

Although  infrequently  used  today, 
the  mercurial  diuretics  are  often  effec- 
tive in  the  therapy  of  ascites.  One 
gains  the  distinct  impression  that  mer- 
curials produce  less  in  the  way  of 
electrolyte  imbalance  and  renal  insuf- 
ficiency than  the  more  potent  “loop” 
diuretics.  A disadvantage  of  the  mer- 
curials is  the  difficulty  occasionally  en- 
countered in  titrating  dosage  to 
diuretic  response. 

Practically  every  patient  with  ascites 
due  to  cirrhosis  will  respond  to  the 
regimen  briefly  described  above.  True 
refractory  ascites  is  rare.  When  faced 
with  apparent  refractoriness  to 
diuretics,  the  physician  should  (1) 
carefully  reassess  the  diagnosis,  (2)  es- 
tablish without  doubt  that  the  patient 
is  maintaining  his  regimen  of  sodium 
restriction,  and  (3)  look  for  the 
presence  of  electrolyte  and  acid-base 
imbalance.  In  respect  to  the  latter,  cor- 
rection of  a hypochloremic  alkalosis,  a 
common  accompaniment  of  cirrhosis, 
will  often  result  in  recovery  of  respon- 
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siveness  to  diuretics.  Lysine  monohy- 
drochloride, in  dosage  of  1 2 grams  per 
day  for  3 days,  is  an  effective  agent  for 
this  purpose.  The  carbonic  anhydrase 
inhibitor,  Diamox,  is  also  effective, 
but  should  be  used  with  caution  in  the 
cirrhotic  patient  because  of  the  drug’s 
tendency  to  produce  elevated  levels  of 
blood  ammonia. 

Corticosteroids  and  corticosteroid 
withdrawal  have  been  recommended 
as  adjuncts  in  diuresing  refractory  as- 
cites. Osmotic  diuretics  such  as 
plasma,  albumen,  and  mannitol  have 
also  been  employed.  Limited  experi- 
ence with  these  agents  has  been 
uniformly  disappointing.  A variety  of 
surgical  procedures  have  also  been  rec- 
ommended for  refractory  ascites. 
These  include  portacaval  and  other 
shunting  procedures,  adrenalectomy, 
thoracic  duct  cannulation,  eversion  of 
an  ileal  loop,  and  the  use  of  various 
pump  devices.  Surgery  involves  a high 
risk  in  these  patients.  None  of  these 
procedures  has  been  generally  ac- 
cepted as  therapeutically  valuable. 

Therapeutic  abdominal  paracentesis 
should  be  rigorously  avoided  except  in 
those  rare  instances  where  ascites  is 
life-threatening.  Even  under  these  cir- 
cumstances, withdrawal  of  large 
amounts  of  fluid  at  one  sitting  should 
be  avoided.  I have  discarded  the  use  of 
the  trochar  and  instead  use  a small 
bore  needle  attached  to  a three-way 
stop-cock  and  syringe  or  a small 
polyethylene  tube  inserted  through  a 
14  gauge  needle.  This  allows  for  grad- 
ual decompression. 

The  complications  of  diuresis  have 
already  been  alluded  to.  Electrolyte 
and  acid-base  disturbances  are  particu- 
larly troublesome.  Of  these,  hypoka- 
lemia is  particularly  dangerous  since  it 
may  provoke  hepatic  coma.  For  this 
reason  cirrhotics  on  diuretics  should 
be  carefully  monitored  for  changes  in 
serum  potassium,  and  appropriate  cor- 
rective measures  taken  as  needed. 

A blood  gas  pattern  of  mild  respira- 
tory alkalosis  is  common  in  cirrhotics, 
but  usually  does  not  cause  difficulties. 
Alkalosis  may,  however,  exacerbate 
ammoniagenic  coma  and  may  be  a 
factor  in  causing  diuretic  refrac- 
toriness. 

The  question  is  unanswered  con- 
cerning the  role  of  diuretics  in  the  pre- 
cipitation or  exacerbation  of  the  renal 
syndrome  of  cirrhosis,  i®  One  gains  the 
impression  that  this  serious  complica- 
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tion  has  increased  in  frequency  with 
the  advent  of  the  more  potent 
diuretics,  but  this  has  not  been  es- 
tablished. Theoretically,  vigorous 
diuresis  could  exacerbate  the  already 
decreased  “effective”  renal  plasma 
flow  already  present  in  many  cir- 
rhotics. This  emphasizes  the  need  for 
slow  and  cautious  diuresis  and  the 
need  to  carefully  evaluate  renal  func- 
tion prior  to  and  during  the  diuretic 
process.  The  development  of  anorexia, 
vomiting,  diarrhea,  or  deterioration  of 
liver  function  is  cause  for  careful  reas- 
sessment of  the  diuretic  regimen.  □ 
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Psychoanalysis  in  the  Current  Psychiatric  Scene 


Physicians  and  the  public  have  been 
doing  extensive  soul  searching  re- 
garding the  role  of  the  physician  and 
the  delivery  of  medical  health  services. 
This  has  resulted  in  major  changes  in 
medical  school  curricula  and  graduate 
training.  Psychiatrists  and  psycho- 
analysts have  been  doing  a similar  kind 
of  reevaluation  of  their  training  pro- 
grams and  the  delivery  of  mental  health 
services. 

The  role  of  psychoanalysis  today  has 
been  pondered  over  in  Harpers,  Look, 
Life,  Playboy  Magazine,  The  New 
York  Times,  etc.,  as  well  as  by  antago- 
nists and  protagonists  within  scientific 
medical-psychiatric-psychoanalytic 
circles,  whether  in  the  Archives  of  Gen- 
eral Psychiatry  or  other  respected  psy- 
chiatric journals.  In  a critical  review  of 
The  New  York  Times,^  the  soul 
searching  by  dissident  psychoanalysts 
was  discussed.  "Psychoanalysis  is 
vanishing”,  says  Dr.  Thomas  Szasz,  a 
psychoanalyst  and  professor  of  psychi- 
atry at  the  Upstate  Medical  Center  in 
Syracuse.  "It’s  as  moribund  and  irrele- 
vant as  the  Liberal  Party  in  England”. 
"The  psychoanalytic  movement”,  says 
Dr.  Judd  Marmor,  former  president  of 
the  American  Academy  of  Psycho- 
analysis, "is  in  danger  of  receding  into, 
an  unimportant  sidestream  of  psychia- 
try”. These  are  two  responses  to  what 
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many  in  the  field  call  the  crisis  of  psy- 
choanalysis, a growing  feeling  that  the 
most  glamorous  form  of  psychical 
treatment  reached  a peak  of  influence 
and  prestige  in  the  early  1950’s  and 
may  now  be  in  serious  decline.  After 
fifty  years  of  profound  impact  on  art, 
medicine,  literature,  child  rearing,  and 
the  social  sciences,  psychoanalysis  is 
beset  by  internal  dissension,  rising  crit- 
icism, and  evidence  that  talent  and 
money  are  flowing  toward  newer 
therapies.  But  as  some  see  the  future  of 
psychoanalysis  in  jeopardy,  there  are 
also  those  who  see  the  discipline’s  cur- 
rent troubles  as  temporary  and  minor. 
"There  are  always  fashions,  fads  and 
pendular  swings,”  says  Dr.  Leo  Ran- 
gell,  a former  president  of  the  Ameri- 
can Psychoanalytic  Association.  "But 
psychoanalysts  are  as  much  in  demand 
as  ever  in  key  facilities,  and  no  explan- 
atory system  of  human  behavior  has  as 
yet  supplanted  the  psychoanalytic 
one.”'^ 

The  mere  fact  that  so  many  from 
diverse  areas  have  raised  questions 
points  up  the  widespread  impact  and 
influence  that  psychoanalysis  has  had 
over  the  past  fifty  years.  The  following 
is  a quote  from  a recent  issue  of  Time 
magazine:*  "In  the  hands  of  its  more 
imaginative  heirs,  Freudian  analysis 
has  made  a consistent,  conscientious 


and  for  the  most  part,  effective  effort 
to  draw  abreast  of  the  twentieth  centu- 
ry. The  entire  field  of  child  psychiatry, 
for  example,  pays  an  important  debt  to 
Anna  Freud,  who  as  a lay  analyst  of 
thirty-one  in  Vienna  was  already 
specializing  in  child  analysis,  a field  of 
which  her  father  knew  little.  Any 
course  in  child  psychology  today,  and 
any  practitioner,  begins  with  her  pio- 
neer work  on  the  subject. 

"The  fact  that  society  is  a net  in 
which  individual  man  is  unavoidably 
involved  every  moment  of  his  life  was 
long  ago  recognized  by  such  Freudian 
disciples  as  Heinz  Hartmann  and  Erik 
Erikson.  Rene  Spitz  focused  on  early 
human  development  without  dis- 
counting the  effect  of  man’s  ever- 
changing  milieu;  his  work  indirectly 
led  psychoanalysis  to  develop  a close 
relationship  with  such  seemingly 
unrelated  fields  as  urban  planning  and 
population  control.  Erikson,  still  an 
active  member  of  Harvard’s  faculty, 
was  a charter  founder  of  the  com- 
munity-wide approach  to  mental 
health.  "If  anything,  psychoanalysis  is 
probably  over-represented  in  the  com- 
munity mental  health  movement.  Only 
20  percent  of  the  members  of  the 
American  Psychoanalytic  Association 
confine  themselves  to  the  practice  of 
classical  analysis;  many  have  gone 
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beyond  the  couch  to  the  broader,  if 
less  remunerative  area  of  community 
mental  health  programs.  Just  as  signifi- 
cant, Freud’s  emphasis  on  the  id,  or 
man’s  instincts,  has  yielded  to  what  the 
present-day  therapists  call  ego  psychol- 
ogy: man’s  relationship  with  his  envi- 
ronment, a field  pioneered  by  Anna 
Freud  and  by  Hartmann. 

“In  a score  of  new  directions, 
today’s  analysts,  impelled  in  part  by 
pressure  from  the  new  therapies,  are 
expanding  Freudian  doctrine.  Since 
1966,  an  interdisciplinary  group,  led 
by  Psychoanalyst  Erikson,  has  been 
prospecting  ways  in  which  analytical 
theory  can  be  applied  to  the  study  of 
political  figures.  At  Yale,  analytically 
oriented  Psychiatrist  Albert  Rothen- 
berg  uses  Freudian  insights  to  illumi- 
nate that  elusive  human  quality  called 
creativity.  There  is  even  a school  of 
applied  analysis  that  seems  to  measure 
theater,  music,  literature,  and  the  arts 
with  the  same  gauges  by  which  Freud 
measured  the  performers. 

"Indeed,  scarcely  any  serious  critic 
denied  Freud’s  enormous  contribution 
to  psychiatric  theory  and  treatment. 
His  was  a quantum  leap  into  the  mind 
that,  however  much  it  may  have  failed 
of  being  an  exact  science,  has  in- 
formed man’s  understanding  of  man 
for  seventy  years.  Still,  psychoanalysis 
was  never  the  panacea  for  all  mental 
ills.  Although  Freud  never  claimed 
that  it  was,  the  new  therapies  insis- 
tently underline  the  point.  Freud  had 
much  to  teach  psychiatry;  today,  his 
successors  have  much  to  learn.” 

Interestingly  enough,  psychoanalysis 
was  born  in  crisis,  and  has  grown  in 
crisis.  Charles  Brenner  in  his  Presiden- 
tial Address  to  the  American  Psycho- 
analytic Association  meeting  in  1968 
spoke  on  "Psychoanalysis  and 
Science.”^  In  a brief  historical  review 
he  recalled  that  twenty-six  years  earlier 
in  1942  he  participated  in  his  first 
major  psychoanalytic  meeting  where 
he  heard  the  prediction  of  the  immi- 
nent demise  of  psychoanalysis.  To  the 
contrary,  the  events  of  World  War  II 
and  its  immediate  aftermath  led  to  a 
marked  proliferation  of  psychoanalytic 
Institutes  in  this  country.  Dissidence 
within  the  ranks  has  been  ever  present. 

In  1914,  Freud  in  his  History  of  the 
Psychoanalytic  Movement^  when  re- 
ferring to  the  secession  by  Jung  and 
Adler  a few  years  earlier  said:  "I  think 


I have  made  clear,  on  the  contrary, 
that  the  new  teaching  which  aims  at 
replacing  psychoanalysis  signifies  an 
abandonment  of  analysis  and  a seces- 
sion from  it,  some  people  may  be 
inclined  to  fear  that  this  secession  is 
bound  to  have  more  momentous 
consequences  for  analysis  than  would 
another,  owing  to  its  having  been 
started  by  men  who  have  played  so 
great  a part  in  the  movement  and  have 
done  so  much  to  advance  it.  I do  not 
share  this  apprehension. 

“Men  are  strong  so  long  as  they  rep- 
resent a strong  idea;  they  become  pow- 
erless when  they  oppose  it.  Psycho- 
analysis will  survive  this  loss  and  gain 
new  adherents  in  place  of  these.  In 
conclusion,  I can  only  express  a wish 
that  fortune  may  grant  an  agreeable 
upward  Journey  to  all  those  who  have 
found  this  stay  in  the  underworld  of 
psychoanalysis  too  uncomfortable  for 
their  taste.  The  rest  of  us,  I hope,  will 
be  permitted  without  hindrance  to 
carry  through  to  their  conclusions  our 
labours  in  depth.”  At  that  time  psycho- 
analysis was  only  fifteen  to  twenty 
years  old  and  its  major  growth  was  yet 
to  begin. 

There  is  no  doubt  that  a revolution 
has  been  taking  place  around  us  and 
amongst  us — in  the  world  of  nations, 
in  the  community,  in  the  schools,  in 
the  home,  in  individual  mores  and 
behaviour,  and  within  psychiatry  and 
psychoanalysis.  On  March  5,  1970,  a 
nearby  Medical  Center  Department  of 
Psychiatry,  consisting  of  behavioral 
and  community  psychiatrists  and  psy- 
choanalysts on  the  staff,  held  a two 
day  Annual  Symposium  entitled.  New 
Challenges  to  “The  Clock,"  “The 
Couch,"  and  “The  Chair".  Included  on 
the  program  were  The  Marathon  and 
Family  Therapy,  films  including  The 
Nude  Marathon,  Journey  Into  Self, 
and  Behavioral  Therapy.  Certainly  we 
must  continually  search  for  techniques 
and  approaches  which  will  be  of  help 
to  larger  numbers  of  people  who  have 
a "right  to  treatment.”  To  the  extent 
that  we  forge  ahead  on  a massive  scale 
promising  services  to  large  numbers, 
we  are  forced  to  come  up  with  innova- 
tions and  programs  to  meet  the 
demands.  It  does  not  follow,  however, 
that  the  answers  are  to  be  found  where 
the  most  activity  occurs  because  the 
government-political  searchlight  hap- 
pens to  be  on  at  that  time  and  place. 


This  reminds  me  of  a story.  A drunk 
lost  his  wallet  in  the  early  hours  of  the 
morning  on  the  streets.  He  got  on  his 
hands  and  knees  searching  near  a 
lighted  lamp  post.  A gentleman  came 
along  and  said,  "My  good  man,  what 
are  you  doing?  Can  I be  of  help?”  The 
drunk  replied,  in  a drunken  drawl,  "I 
am  looking  for  my  wallet.”  The  gentle- 
man asked,  "Did  you  lose  it  here?”  The 
drunk  muttered,  "Nah,  I lost  it  down 
the  street  but  this  is  the  only  place 
where  there  is  a light.” 

Many  of  us  who  are  psychoanalysts 
and  who  are  actively  involved  in 
teaching  in  the  medical  schools, 
residency  programs,  as  well  as  in  Psy- 
choanalytic Institutes,  and  are  consult- 
ants to  various  community  projects, 
have  become  increasingly  aware  of 
these  new  forces  to  work.  When  we  are 
cautious,  it  is  to  make  sure  the  light  is 
focused  on  the  significant  areas,  so 
that  we  can  have  a reasonable  chance 
of  finding  what  we  are  looking  for 
within  realistic  limits.  It  is  interesting 
how  back  in  1918,  Freud,  in  an 
address  on  the  "Turnings  in  the  Ways 
of  Psychoanalytic  Therapy”,  antici- 
pated the  current  psychiatric  scene.  To 
quote,  "besides  this,  the  necessities  of 
our  own  existence  limit  our  work  to 
the  well-to-do  classes,  accustomed  to 
choose  their  own  physicians,  whose 
choice  is  diverted  away  from  psycho- 
analysis by  all  kinds  of  prejudices.  At 
present  we  can  do  nothing  in  the 
crowded  ranks  of  the  people  who  suf- 
fer exceedingly  from  neuroses. 

“Now  let  us  assume  that  by  some 
kind  of  organization  we  were  able  to 
increase  our  numbers  to  an  extent  suf- 
ficient for  treating  large  masses  of  peo- 
ple. Then,  on  the  other  hand,  one  may 
reasonably  expect  that  at  some  time  or 
other  the  conscience  of  the  community 
will  awake  and  admonish  it  that  the 
poor  man  has  just  as  much  right  to 
help  for  his  mind  as  he  now  has  to  the 
surgeon’s  medns  of  saving  life;  and 
that  the  neuroses  menace  the  health  of 
a people  no  less  than  tuberculosis,  and 
can  be  left  as  little  as  the  latter  to  the 
feeble  handling  of  individuals.  Then 
clinics  and  consultation  departments 
will  be  built,  to  which  analytically 
trained  physicians  will  be  appointed, 
so  that  the  men  who  would  otherwise 
give  way  to  drink,  the  women  who 
have  nearly  succumbed  to  their  burden 
of  privations,  the  children  for  whom 
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there  is  no  choice  but  running  wild  or 
neurosis,  may  be  made  by  analysis  able 
to  resist  and  able  to  do  something  in 
the  world.  This  treatment  is  free.  It 
may  be  a long  time  before  the  state 
regards  this  as  an  urgent  duty.  Present 
conditions  may  delay  its  arrival  even 
longer.  Probably  these  institutions  will 
first  be  started  by  private  beneficence; 
some  time  or  other,  however,  it  must 
come. 

“The  task  will  then  arise  for  us  to 
adapt  our  technique  to  the  new  condi- 
tions. I have  no  doubt  that  the  validity 
of  our  psychological  assumptions  will 
impress  the  uneducated,  too,  but  we 
shall  need  to  find  the  simplest  and  most 
natural  expression  for  our  theoretical 
doctrines.  We  shall  probably  discover 
that  the  poor  are  even  less  ready  to  part 
with  their  neuroses  than  the  rich, 
because  the  hard  life  that  awaits  them 
when  they  recover  has  no  attraction, 
and  illness  in  them  gives  them  more 
claims  to  the  help  of  others.  Possibly  we 
may  often  only  be  able  to  achieve  some- 
thing if  we  combine  aid  for  the  mind 
with  some  material  support,  in  the 
manner  of  Emperor  Joseph.*  It  is  very 
probable,  too,  that  the  application  of 
our  therapy  to  numbers  will  compel  us 
to  alloy  the  pure  gold  of  analysis  plen- 
tifully with  the  copper  of  direct  sugges- 
tion; and  even  hypnotic  influence 
might  find  a place  in  it  again,  as  it  has 
in  the  treatment  of  war  neuroses.  But 
whatever  form  this  psychotherapy  for 
the  people  may  take,  whatever  the  ele- 
ments out  of  which  it  is  compounded, 
its  most  effective  and  most  important 
ingredients  will  assuredly  remain  those 
borrowed  from  strict  psychoanalysis 
which  serves  no  ulterior  purpose.”^ 

In  the  same  way  that  individual  psy- 
chotherapy, insight  and  supportive, 
makes  liberal  and  basic  use  of  psycho- 
analytic concepts,  so  do  those  working 
with  groups  and  family  therapy.  How- 
ever, we  must  be  careful  in  our  assess- 
ment of  the  processes  and  not  let 
fleeting  enthusiasms  blind  us  as  it  has 
so  often  in  the  past.  Thus  Rankian 
therapy,  Adlerian,  Insulin  Coma,  etc., 
have  been  relegated  to  appropriate  his- 
torical places  as  the  “wallet”  did  not 
appear  “near  the  lamppost.”  The 
movie,  “Bob  and  Carol  and  Ted  and 
Alice”,  very  dramatically  shows  how 

• Emperor  Joseph  //  of  Austria  (1741- 

1790) — unconventional  methods  of 

philanthropy . 


the  hope  for  change  and  initial  enthu- 
siasms and  superficial  behavioral 
changes  fail  when  the  real  confronta- 
tion takes  place  with  the  basic  person- 
ality in  any  treatment  approach — 
group  or  individual. 

This  has  been  a circuitous  way  to 
deal  with  the  subject  itself,  “What  Is 
the  Role  of  Psychoanalysis  Today?” 
Now,  let  us  see  what  is  going  on  within 
the  American  Psychoanalytic  Associa- 
tion and  the  local  Training  Institutes. 
One  need  only  look  at  the  recent  mid- 
winter and  annual  scientific  programs 
over  the  past  few  years  and  it’s  clear 
that  a number  of  changes  are  in  evi- 
dence. There  has  been  a continual 
reevaluation  of  the  basic  concepts  in 
the  light  of  recently  acquired  knowl- 
edge so  as  to  bring  us  up  to  date  within 
our  own  conceptualizations.  In  addi- 
tion to  research,  there  is  focus  on 
social,  cultural,  anthropologic,  etho- 
logic  areas.  Violence,  adolescence,  and 
the  work  in  other  disciplines  such  as 
neurophysiology,  and  the  recent  work 
of  Masters  and  Johnson,  phar- 
macology, etc.,  as  well  as  interdis- 
ciplinary colloquia  and  workshops  are 
taking  place.  An  honest  appraisal  and 
reappraisal  of  the  results  of  psycho- 
analysis and  psychoanalytic  psycho- 
therapy is  occurring.  The  contribution 
of  its  members  to  work  in  many  areas 
of  the  community — school  systems, 
community  psychiatry,  medicine,  pris- 
on systems,  and  the  courts,  etc.,  has 
been  in  evidence. 

As  we  heard  earlier,  only  20  percent 
of  the  members  of  the  American  Psy- 
choanalytic Association  confine  them- 
selves to  the  practice  of  classical  psy- 
choanalysis. As  an  example,  one  of  our 
members  who  is  actively  involved  as  a 
training  analyst  on  the  faculty  of  the 
Philadelphia  Psychoanalytic  Institute 
is  also  engaged  in  private  practice  of 
psychoanalysis  and  psychotherapy  and 
is  involved  in  training  in  psychiatry  at 
a local  medical  school.  He  had  been 
involved  for  a number  of  years  in  a 
research  project  involving  the  clinic 
population.  At  various  times  he  was  a 
consultant  and  actively  teaching  in 
social  work,  including  family  service 
as  well  as  the  VA  Mental  Hygiene 
Clinic  and  a state  hospital.  He  is  repre- 
sentative of  most  of  the  members  of 
our  Institute. 

With  the  current  reevaluation  of 
medical  school  curricula  and  change 


to  the  multiple  track  system  and  elec- 
tives and  approaches  to  education  with 
emphasis  on  relevance  of  learning  to 
clinical  application  and  community 
service,  the  psychoanalyst  with  his  ex- 
pertise in  understanding  of  human  be- 
havior and  human  interaction,  group 
process,  etc.,  has  been  increasingly  ac- 
tive. Some  have  become  Deans  of 
Medical  Schools,  such  as  Douglas 
Bond  and  Fritz  Redlich.  Many  have 
become  chairmen  of  departments  of 
psychiatry. 

The  recent  ruling  of  the  American 
Board  of  Psychiatry  that  an  internship 
is  no  longer  required  for  a psychiatric 
residency  and  that  osteopathic  physi- 
cians are  eligible  for  psychiatric 
training,  in  addition  to  aforementioned 
medical  school  curriculum  change,  has 
made  the  American  Psychoanalytic 
Association  reassess  its  requirements. 
The  result  inevitably  will  be  that 
analytic  training  will  be  available  to 
more  youthful  applicants  directly  out 
of  medical  school  or  even  while  in 
medical  school.  The  doors  are  begin- 
ning to  open,  slowly,  to  non-medically 
trained  people  for  psychoanalytic 
training,  so  that  osteopathic  physi- 
cians, social  workers,  psychologists, 
may  become  more  involved. 

Psychoanalysts  have  been  actively 
involved  in  research  in  the  areas  of 
direct  observation  of  infants  and  child 
development,  mother-child  interac- 
tion, as  well  as  environmental  influ- 
ences. Anna  Freud,  Escalona,  Spitz, 
Solnit,  Mahler  and  many  others  have 
corroborated  and  expanded  the  psy- 
choanalytic boundaries  of  under- 
standing of  human  development,  be- 
havior, and  psychopathology. 

Psychoanalysts  have  applied  refined 
research  approaches  to  the  somatiza- 
tion of  psychic  conflict,  physiological 
and  pathological  responses.  (I  will 
come  back  to  this  later.)  The  whole 
area  of  psychopharmacology,  the 
response  to  medications,  and  the  effect 
of  the  latter  on  psychotherapy  have  in- 
creasingly come  into  prominence  as 
psychoanalysts  have  become  more  in- 
volved in  these  areas. 

A particularly  fascinating  area  of 
research  has  been  the  physiological 
studies  in  dreams.  Madow®  has 
recently  reviewed  this  work  in  the  light 
of  the  role  of  the  unconscious.  “In 
1892  during  the  same  years  that  Freud 
was  pondering  the  proof  of  the  uncon- 
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scious  and  the  significance  of  dreams, 
a psychologist  named  George  Trum- 
ball  Ladd  had  speculated  that  the 
eyeballs  moved  during  dreaming.  It  is 
of  some  interest  to  note  that  Freud 
refers  to  Ladd’s  work  in  his  review  of 
the  literature.”  Ladd’s  observation 
then  "lay  unnoticed  until  1952  when 
Aserinsky  and  Kleitman  noted  that  pe- 
riodically during  the  night,  the  eyes  of 
people  who  are  asleep  move  rapidly 
for  several  minutes.”  "During  dream 
sleep  there  are  changes  in  the  elec- 
troencephalograph, alterations  in 
muscle  tone,  fluctuations  in  heart  and 
respiratory  rates,  in  galvanic  skin 
responses  and,  of  course,  in  the  move- 
ments of  the  eyes.  Here  then  has  been 
the  first  breakthrough  of  a possible 
means  of  objectively  studying  dreams 
and  the  unconscious.” 

"For  example,  the  reports  of  penile 
erections  accompanying  REM  sleep 
can  be  interpreted  by  the  organicists  as 
a manifestation  of  a generalized  sym- 
pathetic nervous  system  discharge — 
the  psychodynamic  researchers,  on  the 
other  hand,  can  interpret  the  penile 
erection  as  evidence  of  the  sexual  drive 
which  Freud  said  was  one  of  the  in- 
stigators of  dreams.  As  evidence  for 
this,  studies  show  that  in  dreams  with 
a high  anxiety  content,  there  is  no,  or 
irregular  erection.”  These  studies  have 
also  shown  that  everyone  dreams, 
though  some  are  poor  recallers. 

Freud  stated,  "Dreams  are  devoid  of 
motor  discharge  and,  for  the  most 
part,  of  motor  elements.  We  are 
paralyzed  in  dreams.”  "Hodes  and 
Dement  seem  to  confirm  this.  During 
dream  sleep  there  is  a marked  relax- 
ation of  muscle  tone,  more  so  than 
during  other  stages  of  sleep.  It  appears 
that  the  organism  is  held  to  its  resting 
place  in  the  face  of  the  marked  in- 
ternal activation  associated  with  dream 
sleep.”  "The  loss  of  muscular  tone 
makes  muscular  movements  impos- 
sible.” "The  findings  are  not  incompat- 
ible with  psychoanalytic  concepts.” 

The  physiological  studies  indicate 
that  dreams  occur  as  the  sleeper  is 
arousing.  As  the  night  wears  on  one 
sees  a greater  incidence  of  REM 
periods  during  the  last  third  of  the 
night,  the  slow  wave  of  sleep  of  Stage  4 
having  predominated  during  the  first 
third  of  the  night.  One  wonders 
whether  this  may  not  be  due  to 
anabolic  sleep  occurring  in  the  first 


part  of  the  night,  while  with  the  pas- 
sage of  time  physical  rest  is  no  longer 
needed,  so  there  is  a tendency  on  the 
part  of  the  individual  to  awaken;  but 
emotionally  he  wishes  to  go  on 
sleeping,  so  dream  activity  increases  in 
an  effort  to  keep  him  sleeping.  The 
oral  aspects  of  dreaming  as  described 
by  Lewin  may  be  related  to  the  find- 
ings of  Jouvet  that  cats  in  which  he 
had  destroyed  the  pontine  triggering 
area  for  REM  sleep  became  raven- 
ously hungry  and  obese.  Whitman  has 
proposed  that  a dream  may  be  a 
minute  oral  experience  offering  a cer- 
tain amount  of  ora!  gratification’.”  On- 
going work  in  this  area  will  undoubt- 
edly undo  some  of  the  speculative 
formulations  of  Freud  and  others,  but 
it  seems  that  some  of  the  basic  tenets 
are  being  confirmed. 

Meanwhile  in  the  psychosomatic 
area,  psychoanalysts  like  Morton 
Reiser  and  George  Engel  have  con- 
tinued to  try  to  find  the  pathogenesis 
of  psychosomatic  conditions.  They 
continue  to  study  the  data  from  physi- 
ological and  psychological  frames  of 
reference  and  their  interrelationships. 
Reiser  approaches  the  problem  of 
pathogenesis  from  (1)  consideration  of 
the  premorbid  state,  (2)  conditions  and 
mechanisms  of  precipitation,  and  (3) 
mechanisms  of  maintenance,  exacerba- 
tion, and  remission.  First,  as  regards 
the  premorbid  state; 

• ."Physiological  preprogramming 
involving  (1)  local  tissue  factors  in  the 
organs  to  be  involved  (e.g.,  gastric 
hyper-secretory  capacity),  (2)  central 
nervous  system  factors  (i.e.,  circuitry 
for  activating  appropriate  autonomic 
and  endocrine  mechanisms).  These 
factors  could  be  of  genetic  origin  and/or 
result  from  early  developmental  and  ex- 
periential sensitizing  events — disease, 
trauma,  conditioning.  The  new  concept 
I wish  to  state  and  emphasize  here 
relates  to  the  central  nervous  system 
circuitry.  I would  hypothesize  (a)  that 
the  centra!  connections  for  all  such 
diseases  are  part  of  the  normal  structure 
of  the  brain;  (b)  that  preference  or 
predisposition  to  sustained  activity  in  a 
particular  circuit  (or  circuits)  in  specif- 
ic individuals  is  determined  genetically 
and/or  experientially;  and  (c)  that  such 
predisposing  (preprogrammed)  circuits 
do  not  ordinarily  discharge  into  the 
body,  but  are  capable  of  doing  so  under 
appropriate  conditions.” 


2.  "Psychological  premorbid  condi- 
tions: It  is  now  quite  clear  from  the 
work  of  Freedman  et  al  (1963)  and 
Wolff  et  al  (1964)  that  there  is  a recip- 
rocal relationship  between  the  effec- 
tiveness of  ego  defenses  and  the  level  of 
adrenal  activity  under  chronic  sus- 
tained stress.  The  studies  of  Sachar  et 
al,  etc.,  show  that  in  situations  of  acute 
psychological  decompensation  there  is 
a reciprocal  relationship  between  the 
effectiveness  of  ego  defensive  opera- 
tions and  the  level  of  adrenal  cortical 
and  medullary  hormone  outputs.” 

He  then  hypothesizes  in  a way  in 
which  the  psychological  and  physiolo- 
gical parameters  may  be  reconciled  or 
integrated. 

(a)  Failure  of  ego  defenses  and  reac- 
tivation of  conflictual  instinctual  pres- 
sures may  so  stress  the  individual  that 
acute  non-specific  neuroendocrine 
mobilization  of  the  autonomic  adrenal 
system  occurs. 

(b)  Simultaneously,  affective  arousal 
and  regressive  changes  are  seen  in  the 
ego  (state  and  level  of  consciousness). 
These  may  enhance  and  be  enhanced  by 
the  physiological  hormonal  reaction 
just  referred  to  above  in  "a”. 

(c)  A reaction  thus  reinforced  and 
sustained  may  result  in  an  altered  state 
of  the  brain  which  provides  the  neces- 
sary condition  for  central  nervous 
system  recircuiting  in  such  a manner 
that  the  medically  pathogenic  circuits 
become  activated  and  gain  access  to 
outflow  paths  to  the  periphery  of  the 
body. 

3.  "Mechanisms  of  maintenance,  ex- 
acerbation, and  remission:  Once  a 
disease  is  triggered  or  activated,  the  in- 
dividual is  changed  physiologically  and 
psychologically.  Rage  and  anxiety  may 
elevate  the  arterial  blood  pressure  of 
the  hypertensive  patient,  but  may  not 
necessarily  have  been  the  conditions  in- 
volved or  responsible  for  triggering  the 
disease  in  the  first  place.  Once  clinically 
established,  disease  acquires  patholog- 
ical meaning  and  is  incorporated  into 
the  ongoing  psychology  of  the  individu- 
al. Probably  many  of  these  diseases  are 
capable  of  self  maintenance  once  they 
have  been  active  for  a long  time.  For  in- 
stance, essential  hypertension  may 
become  established  through  possible 
renal  hormonal  changes.” 

In  similar  reconceptualizations  of 
conversions  on  the  basis  of  existing 
knowledge,  Engel  and  Schmale®  state, 
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"The  parts  of  systems  of  the  body 
capable  of  being  involved  in  conver- 
sions are  determined  not  by  the  volun- 
tary or  involuntary  nature  of  their  in- 
nervation but  by  their  capability  to 
achieve  mental  representations,  a 
process  involving  innervations,  percep- 
tions through  distant  receptors,  and 
fantasy.  Important  here  are  object- 
relating  activities,  for  when  object- 
relating  involves  a body  part  in 
discharge,  expression,  or  communi- 
cation, a concomitant  physiological  as 
well  as  pathophysiological  process  may 
also  acquire  mental  representation, 
thereby  not  only  becoming  capable  of 
reactivation  by  symbolic  stimulii  but 
also  of  participating  in  primary  sym- 
bolic expression.  To  illustrate,  nausea 
and  vomiting  may  occur  as  purely 
physiological  responses  of  the  stomach 
to  spoiled  food  or  of  the  medullary 
centers  to  the  drug,  ipecac.  Nausea 
and  vomiting  may  also  thereafter  be 
induced  by  the  sight  or  odor  of  spoiled 
food  or  of  ipecac.  This  is  a general- 
ization of  the  response,  not  a conver- 
sion. But  the  same  physiological 
system  once  activated,  readily  acquires 
mental  representation,  not  only  by 
virtue  of  perception  through  the  vari- 
ety of  sensory  systems  that  are  in- 
volved in  the  experience  of  nausea  and 
vomiting,  but  also  through  its  ready 
lineage  with  psychic  derivations  of 
drive  and  object-relating  activity. 
Thus,  nausea  can  become  a conversion 
symptom  which  in  time  may  give  rise 
to  the  somatic  reaction  of  vomiting 
(riddance  pattern).  Hence,  a physio- 
logical process  primarily  under  au- 
tonomic control  becomes  available  for 
conversion.” 

Similarly,  psychoanalysts  are  busily 
engaged  in  various  research  efforts  in 
hypnosis,  teaching  and  learning,  edu- 
cation generally,  epidemiology,  law, 
prisoner  rehabilitation,  and  so  on.  It  is 
then  fair  to  say  that  psychoanalysis  has 
continued  its  progress  and  applications 
of  basic  concepts,  but  at  a slower  pace 
than  previously. 

Even  as  increased  application  of  the 
pure  gold  of  psychoanalysis  proper 
brings  about  the  development  of 
various  alloys,  it  is  important  to  recog- 
nize that  the  "pure  gold  is  still  being 
mined”  and  contributing  to  the  contin- 
ual expansion  of  the  body  of  knowl- 
edge in  the  psychology  of  human  be- 
haviors. 

In  the  area  of  community  psychia- 
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try,  many  psychoanalysts  are  actively 
engaged.  Their  talents  are  used  in  the 
consultant  and  educative  role,  as  well 
as  administrative.  As  a result,  more 
analysts  are  turning  their  skills  on 
areas  of  violence,  deprivation,  learning 
disabilities,  family  organization  and 
disorganization,  and  epidemiology. 
People  like  Redlich  and  Bandler, 
Mann,  etc.,  are  all  familiar  to  us  in 
these  areas. 

A few  years  before  the  community 
health  centers  as  such  became  popular, 
but  after  the  pioneering  work  of 
Redlich  and  Hollingshead*,  I was  ac- 
tively involved  in  a three-year  study  of 
the  psychotherapy  of  lower  socio- 
economic patients.  This  was  an  inter- 
disciplinary approach  to  the  problems 
of  dropouts  in  the  psychiatric  clinic 
and  a study  of  the  patients,  the  com- 
munity, and  the  referral  sources,  the 
screening  process,  the  waiting  list,  and 
the  therapist  and  therapist-patient  in- 
teraction. This  was  a meaningful  expe- 
rience inasmuch  as  it  highlighted  many 
problem  areas  as  well  as  the  advan- 
tages of  the  approach.  The  psychody- 
namics of  intrapsychic  conflict,  as  well 
as  interpersonal  relations  and  adapta- 
tion, were  meaningfully  applied.  Natu- 
rally, the  "pure  gold  of  psycho- 
analysis” was  plentifully  alloyed  with 
the  "copper  of  direct  suggestion.”  The 

* F.C.  Redlich  and  A.B.  Hollings- 
head:  Social  Class  and  Mental 
Illness.  New  York,  John  Wiley  cfe 
Sons,  Inc.  1958. 
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activity  and  the  various  supportive 
techniques  used  were  based  on  knowl- 
edge acquired  from  psychoanalytic  ego 
psychology.  The  publications  that 
resulted  have  continued  to  be  a source 
of  reference  for  those  in  the  field,  and 
many  of  the  team  members  continued 
on  in  the  area  of  work  in  the  commu- 
nity mental  health  center. 

In  the  medical  school  curriculum, 
whether  it  be  in  the  area  of  clinical  ob- 
servation, history  taking,  doctor-pa- 
tient relationship,  emotional  response 
to  physical  disease,  medical  team-pa- 
tient interaction,  response  to  medica- 
tion, etc.,  the  psychodynamic  princi- 
ples have  been  increasingly  employed. 

Thus  it  can  be  seen  that  psycho- 
analytic psychology  in  America  is  very 
much  alive  and  doing  well.  However, 
it  no  longer  holds  the  spotlight  and  has 
given  up  the  center  of  the  stage  to 
more  dramatic  news  coverage  of 
various  "quickie  approaches”  to  thera- 
py. This  is  good  for  psychoanalysis, 
because  while  constantly  under  the 
spotlight,  it  was  oversold  therapeu- 
tically and  prophylactically  in  an 
unrealistic  way.  Without  the  hulla- 
baloo, it  can  continue  its  serious  en- 
deavors of  integration  and  develop- 
ment. In  its  pure  gold  it  was  never 
meant  to  be  the  therapeutic  panacea 
for  all,  but  a research  approach  to  a 
body  of  knowledge  of  human  behav- 
ior, which  could  in  turn  be  applied  in 
many  areas.  □ 


REFERENCES 

1. Astley,  Royden.  "Psychoanalysis — the  fu- 
ture," in  a talk  given  before  the  Philadelphia  Psy- 
choanalytic Society,  March  21,  1969. 

2.  Brenner,  Charles.  "Psychoanalysis  and 
science,"  Journal  of  the  American  Psychoanalytic 
Association,  Vol.  16,  No.  4,  October,  1968,  p.  675. 

3.  Engel,  George  and  Schmale,  Arthur.  "Psy- 
choanalytic theory  of  somatic  disorder — conver- 
sion, specificity,  and  the  disease  onset  situation,” 
Journal  of  the  American  Psychoanalytic  Associa- 
tion, Vol.  15,  p.  344,  April,  1967. 

4.  Freud,  Sigmund.  “Line  of  advance  in  psycho- 
analytic therapy,”  (1918)  Standard  Edition,  Vol. 
XVII,  Hogarth  Press,  London,  p.  159. 

5.  Freud,  Sigmund.  “On  the  history  of  the  psy- 
choanalytic movement,"  (1914)  Standard  Edition, 
Vol.  XIV,  p.  7,  Hogarth  Press,  Lohdon. 

6.  Madow,  Leo.  “Physiological  studies  in 
dreams — The  role  of  the  unconscious,"  Proceed- 
ings of  the  IV  World  Congress  of  Psychiatry, 
Reprinted  from  Excerpta  Medica,  International 
Congress  Series,  No.  150. 

7.  Rangeii,  Leo.  "Psychoanalysis — ^A  current 
look”.  Journal  of  the  American  Psychoanalytic  As- 
sociation, Vol.  15,  No.  2,  p.  423,  April,  1967. 

8.  Reiser,  M.  F.  "Toward  an  integrated  psycho- 
analytic physiological  theory  of  psychosomatic 
disorders”  in  Psychoanalysis — A General  Psy- 
chology, ed.  by  R.  M.  Loewenstein,  et  al.,  p.  570, 
Int.  Univ.  Press,  1966. 

9.  The  New  York  Times,  Sunday,  August  4,  1968. 
"Psychoanalysis  reaches  a crossroad.” 


105 


PENNSYLVANIA 

MEDICINE 


cardiovascular  brief 


Exercise  and  the  Heart 


WOliam  G.  Leaman,  Jr.,  M.D., 
Fellow,  Council  on  Clinical  Car- 
diology, American  Heart  Association, 
Unionville,  Pennsylvania,  is  questioned 
by  Irving  Imber,  M.D. 

Recently  the  sudden  death  of  a 28-year 
old  football  player  received  wide  press 
coverage.  Is  it  your  opinion  that  sudden 
cardiac  death  of  this  type  foUowing 
severe  exertion  can  occur  in  athletes 
who  have  normal  hearts? 

Even  the  most  strenuous  exercise 
will  not  cause  sudden  death  in  those 
who  have  normal  hearts.  During  the 
1968  Olympic  games  in  Mexico  City 
rather  frequent  collapses  of  athletes 
were  seen.  However,  none  were  of  car- 
diac origin;  the  cause  was  generally  the 
high  altitude. 

Do  we  have  any  simple  exercise  tests  to 
aid  us  in  detecting  the  presence  of  early 
myocardial  ischemia  in  young  athletes? 

The  two-step  exercise  test  (Master 
test)  is  sometimes  a helpful  aid  in  recog- 
nizing both  active  and  latent  myocar- 
dial ischemia.  It  is  safe  and  can  be 
carried  out  in  the  physician’s  office.  A 
resting,  recumbent  control  electrocar- 
diogram should  first  be  carefully  stud- 
ied, keeping  in  mind  the  fact  that  minor 
ECG  abnormalities  do  not  contrain- 
dicate further  patient  testing.  However, 
the  subject  should  not  be  digitalized 
and  drugs  such  as  quinidine,  procaine 
amide,  thyroid  hormone,  diuretics,  and 
nitrate  preparations  should  be  witheld 
for  a sufficient  period  so  that  they  do 
not  affect  the  electrocardiogram.  The 
subject  then  exercises  over  a standard 
two-step  system  with  ECGs  being 
repeated  at  intervals  and  compared 
with  the  control  record.  Depressions  in 
the  R-S-T  segments  measuring  1.5  to 
2.0  mm.  must  be  present  before  the 
tracing  is  considered  “positive.”  Many 
investigators  have  found  the  sub- 


sequent coronary  death  rate  to  be  high 
among  subjects  showing  early  “posi- 
tive” tests. 

Do  “negative”  electrocardiograms  and 
exercise  tolerance  tests,  in  themselves, 
rule  out  early  coronary  artery  disease 
in  a young  patient? 

Not  always.  The  problem  of  the 
high  risk  coronary  patient  can  best  be 
solved  only  by  considering  the  total 
knowledge  gained  by  an  interested 
team  physician.  Keep  in  mind  that  70 
percent  of  the  sudden  deaths  from 
atherosclerotic  heart  disease  never 
reach  the  hospital.  Quite  often 
previous  studies  and  examinations 
would  have  furnished  important  clues 
to  hidden  cardiac  disease. 

Is  it  possible  for  heart  disease  to  be 
present  in  young  athletes  without  the 
appearance  of  symptoms? 

Many  times  cardiac  disease  may  be 
present  and  progressing  without  any 
impairment  of  physical  fitness.  For  ex- 
ample, in  some  young  marathon 
runners  aortic  regurgitation  and  mitral 
stenosis  of  rheumatic  origin  have  been 
found  in  the  absence  of  limited  exercise 
tolerance.  Complete  physical  and  labo- 
ratory studies  may  also  bring  to  light 
clues  suggestive  of  early  coronary 
disease.  So  it  is  obvious  that  thorough 
studies  of  all  young  athletes  should  be 
made  in  order  to  institute  appropriate 
preventive  measures  where  indicated. 

What  factors  do  we  consider  in  ex- 
amining those  who  regularly  partici- 
pate in  strenuous  physical  activity? 

The  team  physician  should  gather  as 
much  information  as  possible  regarding 
each  player  including  age,  body  build, 
past  medical,  family,  and  social  histo- 
ries, in  addition  to  the  usual  chest  x- 
rays  and  basic  laboratory  tests 
including  serial  ECGs.  This  is  the  only 


way  that  we  can  be  reasonably  sure  of 
sorting  out  the  coronary-prone  indi- 
viduals. 

Does  the  usual  training  table  diet  influ- 
ence the  course  of  the  patient  who  has 
early  coronary  heart  disease? 

Many  physicians  believe  that  diet  is 
the  sole  answer  and  point  to  the  associa- 
tion of  prolonged  hypercholesterolemia 
with  diabetes  mellitus,  for  example,  and 
consider  atherosclerosis  as  a systemic 
metabolic  disease.  They  believe  that 
dietary  habits  are  crucial,  particularly 
in  early  life.  Others  believe  that  diet 
alone  is  not  the  answer  and  that 
coronary  disease  is  brought  about  not 
by  one  etiologic  agent,  but  by  many. 
Only  further  prolonged  study  of  con- 
trol groups  will  furnish  the  final  an- 
swer. 

Are  any  other  undetected  cardiac  con- 
ditions apt  to  be  present  that  might 
result  in  sudden  death  of  a young 
athlete? 

Coronary  atherosclerosis  and  degen- 
erative changes  in  the  myocardium 
occur  most  frequently.  However,  other 
findings  (discovered  mostly  at  ne- 
cropsy) include  congenital  anomalies 
of  the  coronary  tree  (I  have  seen  one 
instance  in  a teen-age  girl),  cardiac 
tumors,  and  obstructive  car- 
diomyopathy. 

Do  you  believe  that  strenuous  exercise 
results  in  enlargement  of  a normal 
heart? 

No.  I have  found  that  the  cardiac 
size  is  actually  smaller  (in  x-ray 
studies)  in  well-trained  athletes  with  no 
cardiac  signs  or  symptoms. 

This  Brief  is  prepared  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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MOVE-OUT  STICKY  MUCUS . . 


In  asthma,  bronchitis 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 

Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets  — 

lODO-NIACIIVr 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


COLE 


please  see  next  page  for  prescribing  information 


Promote  Productive  Cough 


"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 

Rx  Information: 

of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  Is 
also  reported  to  be  of  value  In  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-NlacIn  are 
rare.  Mild  symptoms  of  lodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  ana  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  Iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DOSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  Individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HOW  SUPPLIED:  Cole’s  lodo-Nlacin  tablets  are  available  in  bottles  of  100, 

500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


INDICATIONS:  The  primary  indication  for  lodo-Nlacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  Indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  In  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  In  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid  states.  lodo-Niacin  Is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIOSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMDLDGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


lODO-NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 

PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


(diethylpropion  hydrochloride,  N.R) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  ConcurrenHy  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  then  the  amphetamines,  use  with  greot  caution  in 
patients  with  severe  hypertension  or  severe  cardiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnoncy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnio,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
voscu/ar  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


orrhythmio,  palpitation,  and  increased  blood  pressure.  One  published  report  i 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  ofter  ingestion  of  ! 
diethylpropion  hydrochloride;  this  was  on  isoloted  experience,  which  hos  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  as  rosh,  | 
urticoria,  ecchymosis,  and  erythema.  Gasfro/nfest/na/  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  obdominol  discomfort  have  been  reported.  I 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow  |, 
depression,  ogronulocytosis,  ond  leukopenic.  A variety  of  miscellaneous  adverse  |! 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  os  dry  ; 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased  I 
libido,  dysuria,  ond  polyuria.  | 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  loblet  || 
daily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL;  One  25  mg.  toblet  three  ’j 
times  doily,  one  hour  before  meals.  If  desired,  on  odditionol  toblet  may  be  given  in  I' 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  is  not  { 
recommended.  1.3325  ( 2876  ) I, 

N MERRELL- NATIONAL  LABORATORIES  I 

( Merrell  ) Divisbn  of  Richardson- Merrell  Inc.  | 

V Cincinnati.  Ohio  45215 


Painful 
night  leg 
cramps.. 


unwdcome  bedfellow 
forony  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


CN  MERR 

Merrell  ) Divisi 

y Cinci 

Qiiinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information  — Composition;  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinol  cramps  In  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i.ssosooso; 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark;  Quinamm 


Specific  therapy  for  night  leg  cramps. 
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classified 


PHYSICIANS  WANTED 
Internist.  Opportunity  to  practice  in 
suburban  Philadelphia.  Guarantee  with 
option  to  join  association.  Pennsyl- 
vania license  or  equivalent  required. 
Write  Department  600,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043. 

Position  open  for  Psychiatrist-Execu- 
tive Director  of  established  psychiatric 
clinic  which  contracts  for  two  Base 
Service  Units  of  MH/MR  Program. 
Board  eligible  or  certified.  Three  years 
of  psychiatric  residence  or  two  years  of 
general  psychiatry  and  one  year  of  child 
psychiatry.  Some  experience  in  clinical 
work  preferred.  Pennsylvania  license 
required.  Salary  open  depending  on  ex- 
perience and  qualifications.  Private 
practice  permitted  outside  of  clinic. 
Contact  C.  McSparren,  Jr.,  M.D., 
Lancaster  Guidance  Clinic,  630  Janet 
Ave.,  Lancaster.  Pa. 

Psychiatrist — to  he  Assistant  Superin- 
tendent of  Dixmont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500  bed  hospi- 
tal. Requires  Pennsylvania  license. 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 

Psychiatrists  or  MD’s  with  experience 
in  mental  hospitals.  Full  and  part  time 
positions  available  in  modern  900-bed 
NP  center.  Starting  per  annum  salary 
range  (depending  on  qualifications) 
from  $17,761  to  $27,483  with 
scheduled  periodic  increments.  Ex- 
cellent fringe  benefits  available  include 
life  insurance,  health  insurance,  liberal 
retirement  program,  vacation,  sick 
leave  and  leave  to  attend  professional 
meetings.  Full  and  unrestricted  license 
from  any  state  acceptable.  Moving 
costs  (travel  and  transportation)  may 
be  supported  for  full-time  appointees. 
Non-discrimination  in  employment. 
WHY  NOT  CONSIDER  A CAREER 
WITH  THE  VETERANS  ADMINIS- 


TRATION? Contact  Chief  of  Staff, 
VA  Hospital,  Leech  Farm  Road,  Pitts- 
burgh, Pa.  15206;  or  telephone  (412) 
363-4900  Ext.  231. 

Psychiatrist — Wanted  for  full  time  or 
part  time  positions  in  Community 
Mental  Health  Center  in  Philadelphia. 
Openings  exist  in  several  services: 
Adult  Outpatient,  Inpatient,  Consulta- 
tion/Education, Children’s  Outpatient. 
Excellent  fringe  benefits.  Salary  nego- 
tiable. Please  call  or  write:  Personnel 
Director,  Northeast  Community 
Mental  Health  Center,  Roosevelt  Blvd. 
& Adams  Ave.,  Philadelphia,  Pa. 
19124.  Telephone:  (215)  743-1600. 

Physicians  needed  in  family  oriented 
community  in  Eastern  Pennsylvania. 
Town  6,500;  rural  drawing  area 
25,000  population.  Good  schools  and 
recreational  facilities.  V2  hour  to 
urban  center  of  300,000.  In  foothills  of 
Pocono  Mountains  and  very  near 
State/Federal  recreation  areas,  offering 
camping,  hunting,  fishing,  boating  and 
skiing.  Long-established  accredited, 
80-bed,  open  staff  hospital  in  two  year 
new  building  housing  medical,  sur- 
gical, obstetrical-gynecology,  nursery, 
pediatrics,  intensive  care  and  emer- 
gency room.  Specialty  services 
directed  by  either  Board  certified  or 
Board  eligible  physicians.  Office  space 
in  hospital  if  desired.  Assurance  of  an 
income  during  establishment  of  prac- 
tice will  be  considered.  Address  inqui- 
ries to  Miss  Barbara  Spadt,  Adminis- 
trator, The  Palmerton  Hospital,  135 
Lafayette  Avenue,  Palmerton,  Penna. 
18071. 

Emergency  Room  Physician: 

Armstrong  County  Memorial  Hospi- 
tal, Kittanning,  Pa.  Accredited  172- 
bed  genera!  hospital.  Located  in  West- 
ern Pa.,  55  miles  north  of  Pittsburgh. 
Good  hunting,  fishing,  water  sports. 
Benefits  include  liability,  life,  health 
insurance,  insured  salary  continuation 
for  sickness/disability,  vacation,  seven 
holidays,  tax-sheltered  annuity,  salary 
$31,200.  New  212  bed  under  construc- 
tion to  open  Fall  1972.  Contact:  F.O. 
Robertson,  M.D.,  Chmn.,  Emergency 
Room  Cmte.,  Medical  Staff.  Tele- 
phone: (412)  543-1411,  Ext.  26. 


To  head  Child  Psychiatric  Services  in 

progressive  expanding  comprehensive 
Mental  Health  Center  in  the  city  of 
Philadelphia.  Dynamic,  creative  imag- 
inative and  daring  individual  wanted. 
Should  be  willing  to  explore  group 
approaches  to  treatment  and  partici- 
pate in  related  services  of  consultation 
to  the  community.  Familiarity  with 
the  work  of  comprehensive  mental 
health  centers  desirable  but  not  man- 
datory. Fringe  benefits.  Northeast 
Community  Mental  Health  Center, 
Roosevelt  Blvd.  & Adams  Ave.,  Tele- 
phone: (215)  743-1600,  Personnel 
Department. 

Wanted — Part-time  M.D. — Medical 
and  minor  surgical  duties.  Large  in- 
dustrial plant  located  suburban  area 
southwestern  Pennsylvania.  8 to  1 5 
hours  a week.  Excellent  hospital  con- 
nections. Good  opportunity  for  large 
outside  practice.  Guaranteed  income 
arrangement.  Confidential.  Write  De- 
partment 603.  Pennsylvania  Medicine. 
20  Erford  Rd.,  Lemoyne,  Pa.  17043. 

Physicians  Wanted:  Male  and  Female. 

Licensed,  for  children’s  camps,  July- 
August.  Good  salary;  free  placement, 
350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West 
42  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Neurology  and  Psychiatry  residency 
positions  available  in  3-year  Board 
approved  training  program,  affiliated 
with  Thomas  Jefferson  University 
School  and  Hospital,  Philadelphia,  Pa. 
Salary  Range  (Neurology  $10,  300- 
$11,500)  (Psychiatry  $12,000  - 

$14,000).  Full  range  of  clinical  materi- 
al. Excellent  instructions  in  basic 
sciences,  child  psychiatry,  supervised 
individual  and  group  psychotherapy, 
research  encouraged.  Write,  Chief  of 
Staff,  VA  Hospital,  Coatesville,  Pa. 
19320.  Nondiscrimination  in  employ- 
ment. 

Emergency  room  physician  needed  to 
complete  five  man  team.  $38,000 
minimum  with  incentive  pay.  Salary 
negotiable  according  to  experience. 
Four  weeks  vacation  plus  fringes. 
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Roland  E.  Miller,  M.D.,  Hamot  Medi- 
cal Center.  Box  339,  Erie,  Pa.  16512. 

Anesthesiologist,  Board  Certified;  to 

head  department  in  200  bed  JCAH 
with  active  surgical  and  small  obstet- 
rical services;  located  center  city 
Philadelphia;  financial  arrangements 
negotiable.  Submit  curriculum  vitae  to 
Dr.  James  J.  Boyle,  St.  Joseph’s  Hospi- 
tal, 16th  and  Girard  Avenue,  Philadel- 
phia, Pa.  19130. 

Tired  of  the  rat  race?  Would  you 

exchange  your  impending  coronary  for 
an  adequate  salary  and  37’/2  working 
hours  per  week?  Physicians  needed  for 
medical  care  of  the  mentally  ill.  Good 
retirement  program.  Opportunity  for 
psychiatric  orientation  if  desired. 
Pennsylvania  license  or  eligibility 
required.  Write:  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017 
or  call  (412)  343-2700. 

P^chiatrist — Board  certified  or  eligi- 
ble. To  develop  private  practice  and 
affiliation  with  600-bed  community 
psychiatric  department.  Opportunity 
for  teaching  with  house  staff  and  medi- 
cal students.  Ample  opportunity  for 
part-time  salaried  work.  Reply  to:  Dr. 
Thomas  Fletcher,  Director  of  Medical 
Affairs,  Harrisburg  Hospital,  South 
Front  Street,  Harrisburg,  Pa.  17101. 


FAMILY  PHYSICIAN 
OR  INTERNIST 

To  join  two  other  physicians  in  team 
of  allied  health  professionals  in 
providing  comprehensive  medical 
service  for  a 93  bed  extended  care 
and  rehabilitation  division  of  a major 
community  general  hospital  with  all 
laboratory  and  therapeutic  facilities. 
Full  range  of  medical  consultants 
available.  Excellent  salary  and 
fringe  benefit  program.  Attractive 
work  and  living  environment. 

Direct  inquiries  to: 

Dr.  Leonard  Policoff 

Director  of  Rehabilitation  Medicine 

PRINCETON  HOSPITAL 

253  Witherspoon  St. 

Princeton,  N.J.  08540 
(609)  921-7700 

An  Equal  Opportunity  Employer 


Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quahty  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


© 1972  The  Upjohn  Company 
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Upjohn  has  been  able 
to  reduce  the  price  of 
erythromycin  without  reducing  the  quahty  you  expect 
from  an  Upjohn  product. 


E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Keeping  quality  up 


and  cost  down 
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E.Mycin®250nig. 

(Erythromycin) 
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PENNSYLVANIA 

MEDICINE 


continuing  education 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  6 weeks;  6 hrs.  AAGP  credit  approved.  Coh- 
tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
Sayre;  July  20,  1971— May  23,  1972 
Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1 hr.  per  day;  1 day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  & Communi- 
ty Medicine,  M.S.  Hershey,  Hershey  17033. 


GASTROENTEROLOGY 
Philadelphia;  March  3 - April  7,  1972 
AMA  — Gastroenterology  Seminar  (Basic  Con- 
cepts in  the  Modern  Diagnosis  & Management);  at 
Hahnemann;  3y2  hrs.  per  day;  1 day  per  week;  6 
weeks;  21  hrs.  AAGP  credit  requested;  fee  = $60. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


GENERAL  MEDICINE 

Abington  Memorial  Hospital;  January  20 — March 
21 , 1 972 

Endocrine  Problems  in  Family  Practice;  by 
Montgomery  County  Academy  of  Family  Practice; 
21/2  hrs.  ea.  day;  1 day  ea.  week;  10  weeks;  25  hrs. 
AAGP  credit  requested;  max.  enrollment  = 30; 
fee  = $25.  Contact  William  H.  Mahood,  Dir.  of 
Post-Graduate  Education,  Abington  Memorial 
Hosp.,  1200  York  Rd.,  Abington  19001, 


Allentown  Hospital;  September  9,  1971  - June  8, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  1 day  ea, 
mo.;  3 hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  = none.  Contact  John  H.  Killough,  Ph.D,, 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  2 days  ea. 
mo.;  2 hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1 day  ea.  mo.;  3 hrs.  per  day;  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  - May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
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CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont,  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Carlisle  Hospital;  Friday  each  week  (September  - 
June  30) 

Continuing  Medical  Education  Program;  1 hr. 
ea.  Fri.;  36  weeks;  AAFP  credit  requested.  Contact 
Robert  J.  McConaghie,  M.D.,  Course  Dir.,  Carlisle 
Hosp.,  224  Paree  St.,  Carlisle,  Pa.  17013. 


Chester;  September  7,  1971 — May  23,  1972 

AMA — Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath,  M.D.. 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1 hr.  a day;  1 
day  per  mo;  9 hrs.  AAGP  credit  requested.  Con- 
tact John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv- 
ices, Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  - April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  - April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
or  Monroe  County;  3 hrs.  per  day;  1 day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  - June  21, 
1972 

AMA — What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  f/z  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971-May  12,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 


cation; at  St.  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3 hrs.  per  day;  1 day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


Gettysburg;  January  19  - May  17,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat- 
ing Tues.  and  Wed.;  24  hrs.  AAGP  credit  i 
requested;  fee  to  be  announced.  Contact  PMS  ( 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043.  i 


Hanover  General  Hospital;  October  20,  1971  - May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  one 
ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Hazleton  State  General  Hospital;  September  1 - 
June  1 

AMA  (required  credit)  — A Program  of  Con- 
tinuing Medical  Education;  by  U.  of  Pa.;  IVz  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson, 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Johnstown;  September  23,  1971  - March  9,  1972 
AMA  — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Memorial  Hosp.;  by  Jef- 
ferson and  Penn  State;  7 sessions;  2 hrs.  AAGP 
credit  approved  for  ea.  session.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025 
Walnut  St.,  Philadelphia  19107. 


Lancaster  General  Hosp.;  September  7,  1971  - May 
30,  1972 

Continuing  Education  Program;  1 day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested;  fee 
= none.  Contact  John  H.  Esbenshade,  Jr..  M.D., 
Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  - May  25,  1972 

AMA  — Continuing  Education  Program;  by  Hah- 
nemann; 2 hrs.  per  day;  1 day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St,,  Philadelphia  19102. 


Lebanon;  November  3,  1971  - May  2,  1972 
AMA  — A Continuing  Medical  Education  Pro- 
gram; by  Jefferson  and  Penn  State;  at  Quentin 
Riding  Academy;  1 day  every-other  mo.;  2 hrs.  per 
day;  8 hrs.  AAGP  credit  requested;  fee  = none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lock  Haven  Hospital;  December  IS,  1971  - April 
19.  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville;  September  1,  1971  - May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A  » 
Pennsylvania  Medical  Continuing  Education  Pro-  f 
gram);  by  PMS;  at  Meadville  City  Hosp.;  first  Wed.  ! 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be  ! 
announced.  Contact  PMS  (Continuing  Education),  ; 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  1 , 1971  - May  3,  1972 


PENNSYLVANIA  MEDICINE 


Continuing  Medical  Education  Seminars;  at 
Methodist  Hospital;  1 day  ea.  mo.;  2 hrs.  per  day; 
18  hrs,  AAGP  credit  requested;  fee  = none.  Con- 
tact John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19143. 


Philadelphia;  January  4 - May  16,  1972 
AMA  — Current  Topics  of  Interest  to  the  Family 
Physician;  at  Jefferson;  2 hrs.  per  day;  1 day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  = $150.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  - June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1 hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  = 30;  fee 
= none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St.,  Pitts- 
burgh 15201. 


Pittsburgh;  September  2,  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  = $50  for  ea.  10-week  series.  Con- 
tact Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  October  17,  1971  - March  19,  1972 
AMA  — Workshops  in  Medicine;  at  Western 
Pennsylvania  Hospital;  6 AAGP  credit  hrs.  for  ea. 
course  — 6 in  series;  fee  = $20  ea.  course  (no 
fee  for  residents,  interns  and  medical  students), 
luncheon  included.  Contact  Postgraduate  Educa- 
tion Secretary,  House  Staff  Office,  Western  Penn- 
sylvania Hosp.,  4800  Friendship  Ave.,  Pittsburgh 
15224. 


Pittsburgh ; October  21 , 1 971  - J une  1 , 1 972 
Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1 day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  = $10  per  ses- 
sion ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  - June  23,  1972 
Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  fee  = none.  Contact  Paul 
W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  15201. 


Pittsburgh,  January  12  - March  29,  1972 
AMA  — Seminars  in  Patient  Care;  by  Pitt;  at 
Staunton  Clinic;  2 hrs.  per  day;  1 day  per  week;  13 
weeks;  26  hrs.  AAGP  credit  approved;  fee  = $100. 
Contact  Rex  A.  Pittenger,  M.D.,  Chief,  Staunton 
Clinic,  3601  Fifth  Ave.  Pittsburgh  15213. 


Pottsville  Hospital;  September  2,  1971  - June  1, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2 hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Reading;  September  28,  1971  - May  23,  1972 
1971-1972  Continuing  Education  Program;  at  St. 
Joseph’s  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1 hr.  ea.  day;-  8 hrs.  AAGP  credit  approved.  Con- 
tact Kenneth  M.  Schreck,  M.D.,  Med.  Dir.,  St. 
Joseph's  Hosp.,  Reading  19610. 


St.  Marys;  October  24,  1971  - April  23,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa,  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Cont. 
Educ.,  Pitt,  Scaife  Hall,  Pittsburgh  15213. 


[ Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
t Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening; 


AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo.;  9 months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8 - May  10,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9 hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  - June 
21,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro  - November  17,  1971  - April  19,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education),  20  Erford 
Rd.,  Lemoyne  17043. 


Williamsport  Hospital;  September  10,  1971  - 
March  10,  1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  second  Fri. 
ea.  mo.  except  Jan.;  3 hrs.  ea.  day;  18  hrs.  AAGP 
credit  requested;  fee  = none.  Contact  John  H. 
Killough,  Ph.D.,  M.D,,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


York  Hospital;  September  16,  1971  - April  27,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  Thursday 
each  week;  3 hrs.  per  day;  AAGP  credit  approved; 
30  weeks;  fee  = $50  ($10  ea.  session).  Contact 
John  H.  Killough,  Ph.D,,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12,  1971  - June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph  D.,  D.M.E,,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Philadelphia;  October  6,  1971  - May  31,  1972 
AMA  — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  ea.  day;  1 day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  — Hematology  & Medical  Oncology, 
October  6 to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol- 
ogy & General  Topics,  February  16  to  April  19; 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

MALIGNANT  DISEASE 
Hershey;  January  12  - April  12,  1972 

Oncology  Lecture  Series;  at  M.S.  Hershey;  by 
American  Cancer  Society  - Pa.  Div.,  Inc.;  2 hrs. 
day;  1 day  per  mo.;  8 hrs.  AAGP  credit  requested. 


Contact  Allan  Lipton,  M.D.,  Asst.  Prof,  of  Med., 
M.S.  Hershey,  500  University  Dr.,  Hershey  17033. 


Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I,  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St,, 
Reading  19601 . 


NEPHROLOGY 

Sayre;  September  13,  1971  - May  29,  1972 

Rotating  Specialty  Semlnar/Nephrology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


NEUROLOGY 

Sayre;  August  9,  1971  - March  21,  1972 

Rotating  Specialty  Seminar/Neurology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
weeks;  9 hrs.  AAGP  credit  approved.  Contact  Paul 
C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  IVi  hrs.  per  day; 
1 day  per  week;  30  weeks;  min.  enrollment  8;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401 . 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Womens  Hosp.;  3’/2  hrs.  per  day;  1 day  per 
week;  two  successive  Fridays;  7 hrs.  AAGP  credit 
requested;  fee  = $50.  Contact  Marvin  C.  Rulin, 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  15213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971— May  22,  1972 

S-Recent  Trends  on  Ophthalomology;  IVi  hrs. 
per  day;  1 day  per  mo.;  9 mos.  13  hrs.  total;  max, 
enrollment=15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia  General  Hospital;  September  29, 
1971  - May  31,  1972 

AMA  — Current  Concepts  in  Clinical  Phar- 
macology; by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1 day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102, 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971— June  12.  1972 

S-Seminar  in  Psychiatry;  ^V^  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=30;  fee=none.  Contact  William  H.  Mahood, 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001. 


Abington  Memorial  Hospital;  March  7 — May  9, 
1972 

S-Marital  Therapy;  2 hrs.  per  day;  1 day  per 
week;  10  weeks;  max.  enrollment=  20;  fee  = $50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  19001. 


Danville;  September  8,  1971  - April  12,  1972 

AMA  — Psychiatry  and  Community  Mental 
Health;  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  5 weeks;  12  hrs.  AAGP  credit 
requested;  fee  = $5.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir,,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St..  Philadelphia  19139. 


Easton  Hospital;  September  27,  1971  - June  26, 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 
nemann; IVa  hrs.  per  day;  1 day  per  mo.;  9 mos.; 
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^3V^  hrs.  AAGP  credit  requested;  fee=none.  Con- 
tact Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Harrisburg  Polyclinic  Hospital;  November  12,  1971 
- May  5,  1972 

AMA  — Continuing  Education  Program  in  Psy- 
chiatry for  the  Clinician;  1 hr.  ea.  day;  1 day  per 
week;  20  weeks;  20  hrs.  AAGP  credit  approved; 
fee=$5.  Contact  John  M.  Hume,  M.D.,  Chief, 
Dept,  of  Psychiatry,  Harrisburg  Polyclinic  Hosp., 
Harrisburg  17105. 


Norristown  State  Hospital;  September  10,  1971  - 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  ^Vi  hrs. 
per  day;  1 day  per  week;  31  weeks;  min.  enroll- 
ment=8;  fee=$100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  State  Hosp.,  Stanbridge  & Sterigere 
Sts.,  Norristown  19401 


Norristown  State  Hospital;  March  3 - May  19,  1972 
S — Family  Therapy  II;  IVi  hrs.  per  day;  1 day 
per  week;  10  weeks;  min.  enroliment  = 8; 
fee  = $50.  Contact  John  D.  Pruitt,  M.D.,  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401 . 


Norristown;  (dates  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  = $25.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  Institute  of  the  Pa,  Hosp.,  Ill  N. 
49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7,  1971  - June  6,  1972 
S/AMA  — Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  IVa  hrs.  ea.  day;  1 day 
ea.  mo.;  10  mos.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  October  13,  1971  - May  17,  1972 
AMA  — Seminars  in  Psychotherapy;  Short-term, 
Crisis  & Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks  per  semi- 
nar; AAGP  credit  requested;  fee  — $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fink, 
M.D.,  Dir.  of  Educ.  & Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


Philadelphia;  December  2,  1971  - April  20,  1972 
AMA  — New  Dimensions  in  Patient  Care;  by 
The  Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The 
Institute;  2 hrs.  per  day;  1 day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested;  fee  = $100.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp,,  111  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  January  10  - March  13,  1972 
S/AMA  — Behavior  Therapy;  by  the  Institute  of 
Pa.  Hosp.  and  U.  of  Pa.;  at  Hospital  of  U.  of  Pa.;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  fee  = $100. 
Contact  Peter  B,  Bloom,  M.D.,  Coordinator,  Cont. 
Educ.  for  Psychiatrists,  The  Institute  of  Pa.  Hosp., 
Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  March  18  - May  27,  1972 
S/AMA  — Principles  ana  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa,  and  The  Institute;  2 hrs.  ea.  Saturday;  10 
weeks;  fee  = $100;  max.  enrollment=15.  Contact 
Peter  B.  Bloom,  M.D.,  Coordinator  of  Cont. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N.  49th 
St.,  Philadelphia  19139. 


Philadelphia;  March  22  - May  24,  1972 
AMA  — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2 hrs.  per  day;  1 day  per  week;  10 
weeks;  AAGP  credit  requested;  fee=$75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ,  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia;  March  22-May  24,  1972 
S/AMA  — Advanced  Marital  Therapy  — Treating 
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Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2V2  hrs.  per  day;  1 day  per  week;  10 
weeks;  fee  = $100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  tor  Psychiatrists,  The  In- 
stitute of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971  — May  8,  1972 
Rotating  Specialty  Seminar/Psychiatry;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

May  1 - June  23,  1972;  Philadelphia 
PG/AMA  — Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500.  Contact  Frederick  K.  Heath,  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


ARTHRITIS  & RHEUMATISM 
Continuous;  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks;  fee  = $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (2  or  3 weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics;  Car- 
diac Care  Unit;  Electrophysiology;  Vector-Elec- 
trocardiography and  Cardiovascular  Phar- 
macology; Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo;  Clinical  Cardiology  and  Car- 
diovascular Surgery;  at  Hahnemann;  6,  7,  8,  or  9 
hrs,  per  day;  10  or  15  days;  fee  = $300  ea.  sub- 
section. Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N,  Broad  St., 
Philadelphia  19102, 


March  13-15,  1972;  Philadelphia 
C/AMA  — Non-Invasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  fee  = members  $70;  non- 
members $110,  Contact  Miss  Carole  Mintz,  Dept, 
of  Med.  Educ.,  American  Heart  Assoc.,  44  E.  23rd 
St.,  New  York,  N.Y.  10010. 


March  16-17,  1972;  Philadelphia 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Emergency  Care  Research  In- 
stitute; by  Pa.  Heart  Assoc,  and  Heart  Assoc,  of 
Southeastern  Pa.;  7 hrs.  ea.  day;  fee=$40.  Con- 
tact Emergency  Care  Research  Inst.,  913  Walnut 
St.,  Philadelphia  19107. 


June  6-7,  1972,  Pittsburgh 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7 hrs.  per  day;  2 days; 
fee=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


March  13-15,  1972;  Philadelphia 
C/AMA  — Non-Invasive  Technique  in  Evaluation 
of  Cardiac  Function;  at  U.  of  Pa.;  by  American 
Heart  Assoc.,  Pa.  Heart  Assoc,  and  Heart  Assoc, 
of  Southeastern  Pa.;  tee  (for  Fellows)  — $60.  Con- 
tact Miss  Carole  Mintz,  Dept,  of  Med.  Ed.,  Ameri- 
can Heart  Assoc.,  44  E.  23rd  St.,  New  York  City 
10010. 


April  10-21,  1972;  Philadelphia 

C/AMA  — Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah- 


nemann; 7 hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  fee  = $300.  Contact  Frederick 
K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAGP  credit  requested;  fee  = $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102, 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  Inhalation  Therapy;  Pulmonary 
Physiology:  Respiratory  Intensive  Care;  at  Hah- 
nemann; 7,  8,  or  9 hrs.  per  day;  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


March  14-25,  1972;  Allentown  Hospital 
M/AMA  — A Workshop  in  Respiratory  Intensive 
Care;  by  Greater  Delaware  Valley  RMP:  2 weeks;  5 
days  ea.  week;  70  hrs.  AAGP  credit  approved. 
Contact  F.  R.  Johnston,  M.D.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


May  3-6,  1972;  Philadelphia 
C/AMA  — Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day:  4 days;  25 
hrs.  AAGP  credit  approved:  fee  = $175.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont,  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


May  25-27,  1 971 ; Pittsburgh 
AMA/C  Critical  Care  (Acute)  Medicine;  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con- 
tinuing Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  St.,  Chicago,  III 
60611. 


EMERGENCY  MEDICINE 

May  2-13,  1972;  Philadelphia 

PG/AMA  — Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8 hrs.  ea.  day;  10  days;  fee  = $400. 
Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102, 


May  5 & 6,  1972;  Harrisburg 
C — Cardiac  and  Surgical  Emergencies  As 
Seen  by  the  Emergency  Department  Physician;  by 
Pa.  Chapt,,  Amer.  College  of  Emergency  Room 
Physicians;  at  Holiday  Inn  Town.  Contact  Pa. 
Chapter  of  ACEP,  P.O.  Box  152,  Bethel  Park, 

15102. 


ENDOCRINOLOGY 
March  6-31,  1972;  Philadelphia 
PG/AMA  — Endocrinology  and  Metabolism  Tu- 
torial Courses;  at  Hahnemann,  7-8  hrs.  per  day;  20 
days;  fee  = $350.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


GASTROENTEROLOGY 
April  15,  1972;  Hershey 

O — Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Medical  Assoc.;  at  M.S.  Hershey; 
6 hrs.  AAGP  and  ACGP  credit  requested;  fee  = 
$10;  min.  enrollment  = 20.  Contact  PMS  (PMS- 
POMA  Seminar),  20  Erford  Rd.,  Lemoyne  17043. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  — Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days:  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @ $500;  programs 
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available  in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac- 
tivities, M.C.P.,  3300  Henry  Ave.,  Philadelphia 
19129. 

Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi- 
tais  (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 


May  4-6,  1972;  St.  Davids 
C — Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2yz  days;  15  hrs. 
AAGP  credit  approved;  fee  = $35.  Contact 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 

HEMATOLOGY 
March  27-29,  1972;  Erie 

C — Annual  Meeting,  Pa.  Association  of  Blood 
Banks;  at  Gannon  College;  16  hrs.  scientific  and 
administrative  program  (noon  Monday,  to  noon 
Wednesday);  tee  = members  (M.D.  or  Ph.D  ) $5, 
(technologists)  $3;  non-members  $15  and  $6.  Con- 
tact Richard  B.  Eisenberg,  M.D.,  P.O.  Box  184, 
Erie  61512. 

March  20-24,  1972;  Philadelphia 
C/AMA  — Specifically  Treatable  Diseases 


(Emphasizing  Pathophysiology  and  Early  Clinical 
Findings);  by  Amer.  Coll,  of  Physicians;  at  Penn- 
sylvania Hosp.  and  U.  of  Pa.;  Fee:  Members  and 
F.A.C.P.  = $80,  non-members  = $125,  candidate 
members  and  ACP  Latin  American  Fellows  = $40. 
Contact  Registrar,  Postgraduate  Courses,  Amer. 
Coll,  of  Physicians,  4200  Pine  St.,  Philadelphia 
19104. 


MALIGNANT  DISEASE 

April  3-28,  1972;  Philadelphia 

PG/AMA  — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee  = $400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


NEPHROLOGY 
June  5-7,  1972;  Philadelphia 

C/AMA  — Nephrology  for  the  Practicing  Physi- 
cian; by  Hahnemann;  at  Holiday  Inn;  7 hrs.  ea. 
day;  3 days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102, 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA — Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
fee  = $250);  Neuropathology;  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
fee  = $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


March  19,  1972;  Pittsburgh 
0/AMA — Fertility  Control:  Current  Status  - New 


Dimensions;  at  Western  Pennsylvania  Hosp.;  6 
hrs.;  AAFP  credit  approved:  fee  = $20.  Contact 
Leonard  E.  Laufe,  M.D.,  Chief,  Div.  of  Ob.  & Gyn., 
West  Penn  Hosp.,  4800  Friendship  Ave.,  Pitts- 
burgh 15224. 


PEDIATRICS 
April  13,  1972;  Hershey 

0 — Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershev;  7 
hrs.  AAGP  credit  requested;  min.  enroll- 
ment=100,  fee  = $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd.,  Lemoyne  17043. 


May  9-12,  1972;  Philadelphia 
C — Twenty-first  Pediatric  Postgraduate  Semi- 
nar; by  Temple;  at  St.  Christopher's  Hosp.  for 
Children;  6 hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  tee.  Contact  John  B.  Bartram, 
M.D.,  St.  Christopher's  Hosp.  for  Children,  2600  N. 
Lawrence  St.,  Philadelphia  19133. 


PSYCHIATRY 

March  24,  1972;  Philadelphia 
0/AMA — Disorder:  A Stimulus  for  Prevention 
Strategies;  by  Hahnemann;  at  Holiday  Inn  on  City 
Line  Ave.;  6 hrs.;  fee  = $35.  Contact  Bernard 
Friedberg,  M.D.,  Prgm.  Dir.,  Hahnemann,  314  N. 
Broad  St.,  Philadelphia  19102. 


RADIOLOGY 
Continuous;  Philadelphia 

PG/AMA — Cardiac  Radiology;  at  Hahnemann; 
8 hrs.  per  day;  5 days  per  week;  3 weeks;  fee  — 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 
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2 WAYS 

QUICKLY  o.  GRADUALLY 
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ACID 
THERAPY 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCtATED  WITH 
IMPAIRED  PERIPHERAL  CIRCULATION 


ALSO  PROVIDES  CONCOMITANT 
ADMINISTRATION  OF  THE  LISTED  VflAMINS 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  ..  25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6) . . 10  mg 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100 
500,  1000. 


NOT  TIMED 

LIPO-NICIN®/250mg. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  . . 25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100 
500.  1000. 


GRADUAL  RELEASE 


TIMED  RELEASE  6 to  8 HOURS 

LIPO-NICIN^/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  300  mg 

Vitamin  C (Ascorbic  Acid).  150  mg 
Vita.  B1  (Thiamine  HCI)..  25  mg 
Vitamin  02  (Riboflavin)  . . 2 mg 

Pyridoxine  HCI  (B-6)  ....  10  mg 
DOSE:  1 to  2 caosules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours. 


SIDE  EFFECTS:  Flushing  with  heat  and  Itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vol.  173,  No.  14,  P.  1563. 
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O Roderick  W.  Cook,  Jr.,  Harris- 
burg; Temple  University  School  of 
Medicine,  1951;  age  46;  died  No- 
vember 24,  1971.  He  was  president- 
elect of  the  hospital  staff,  chief  of  medi- 
cine, and  chief  of  rheumatology  at 
Polyclinic  Hospital,  Harrisburg.  He 
was  a diplomate  of  the  American  Board 
of  Internal  Medicine,  an  assistant 
clinical  professor  of  medicine  at  Hah- 
nemann Medical  College,  and  a fellow 
of  the  American  College  of  Physicians. 
He  is  survived  by  his  wife,  a daughter, 
two  sons,  and  three  sisters. 

Harry  C.  Donahoo,  Chester 
Heights;  University  of  Maryland 
School  of  Medicine  and  College  of 
Physicians  and  Surgeons,  Baltimore, 
1903;  age  93;  died  November  5,  1971. 
Dr.  Donahoo  retired  in  1967,  having 
completed  65  years  of  medical  practice. 
He  is  survived  by  his  wife  and  a son, 
Harry  C.  Donahoo,  Jr.,  M.D.,  Chester 
Heights. 

O William  H.  Eastment,  Cherry  Hill, 
N.J.;  University  of  Pennsylvania 
School  of  Medicine,  1943;  age  54;  died 
October  31,  1971.  He  was  medical 
director  of  the  Atlantic  Richfield  plant 
clinic  in  Philadelphia.  He  is  survived  by 
his  mother,  his  wife,  a daughter,  and  a 
son. 

O Roswell  H.  Fichthom,  McGrann; 
Temple  University  School  of  Medicine, 
1933;  age  64;  died  November  8,  1971. 
He  is  survived  by  his  wife;  three  sons, 
one  of  whom  is  Dr.  Joseph  L. 
Fichthom;  a daughter.  Dr.  Patricia 
Wells,  Havana,  111.;  three  brothers;  and 
two  sisters. 

Robert  O.  Garvin,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1929;  age  69;  died  No- 
vember 16,  1971.  He  was  chief  of  gas- 
troenterology at  West  Penn  Hospital. 
His  wife,  a son,  and  a daughter  survive 
him. 

O Thomas  B.  Hunter,  Derry;  Medi- 
cal College  of  Virginia,  1928;  age  74; 
died  November  5,  1971.  At  the  time  of 
his  death  he  was  physician  at  the 
Pechan  Health  Center  on  the  Indiana 
University  campus.  He  is  survived  by 
two  sons,  two  sisters,  and  two  brothers. 
O Huldah  B.  Kemer,  Philadelphia; 
Woman’s  Medical  College,  1950;  age 
50;  died  November  10,  1971.  She  was 


obituaries 

O Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 

O George  R.  Cunningham,  New 
Castle;  Northwestern  University  Medi- 
cal School,  1935;  age  61;  died 
November  23,  1971.  No  information  is 


an  internist  at  Temple  University  and  a 
member  of  the  Temple  Medical 
School’s  Department  of  Community 
Medicine.  Survivors  include  her  hus- 
band, her  mother,  and  two  sisters. 

O Francis  A.  McKeon,  York;  Jef- 
ferson Medical  College,  1954;  age  47; 
died  November  13,  1971.  He  was  chief 
pathologist  at  York  Hospital.  He  is  sur- 
vived by  four  sons,  four  daughters,  his 
parents,  and  two  brothers. 

O Nathan  Pastor,  Philadelphia; 
Temple  University  School  of  Medicine, 
1933;  age  62;  died  August  3,  1971.  He 
is  survived  by  his  wife. 

O Russell  H.  Poster,  Coral  Gables, 
Fla.;  George  Washington  University 
School  of  Medicine,  1923;  age  76;  died 
November  18,  1971.  He  was  formerly 
from  Pittsburgh.  His  wife  survives  him. 
O Roth  Zolton,  Reading;  University 
of  Bologna,  Italy,  1937;  age  63;  died 
November  17,  1971.  He  is  survived  by 
his  wife,  three  daughters,  and  a brother. 
O Frederick  C.  Sharpless,  Haver- 
ford;  University  of  Pennsylvania,  1903; 
age  9 1 ; died  N ovember  1 6,  1 97 1 . He  is 
survived  by  his  wife  and  three  daugh- 
ters. 

O George  B.  Sickel,  Ft.  Worth, 
Texas;  Temple  University  School  of 
Medicine,  1911;  age  84;  died  No- 
vember 15,  1971.  Dr.  Sickel  had  lived 
in  Swarthmore  for  30  years.  He  served 
as  director  of  laboratories  at  both 
Chester  Hospital,  Chester,  and  Taylor 
Hospital,  Ridley  Park.  He  is  survived 
by  a daughter  and  a son,  G.W.  Sickel, 
M.D.,  Ft.  Worth,  Texas. 

O Clyde  M.  Spangler,  Philadelphia; 
Jefferson  Medical  College,  1925;  age 
73;  died  November  17,  1971.  He  was 
on  the  obstetrical  staff  at  Jefferson  Hos- 
pital and  was  an  assistant  professor  in 
obstetrics  at  Jefferson  Medical  College. 
Survivors  include  his  wife,  a daughter, 
and  a son. 

O Samuel  Belief,  Philadelphia;  Jef- 
ferson Medical  College,  1925;  age  69; 
died  December  13,  1971.  Dr.  Belief  was 
director  of  the  division  of  cardiology  at 
Philadelphia  General  Hospital  and 
professor  of  clinical  cardiology  and 
visiting  lecturer  in  pharmacology  at  the 
Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania.  He  is  sur- 
vived by  his  wife,  a daughter,  two 
brothers,  and  a sister. 


available  regarding  survivors. 

Richard  J.  Campion,  Spring  House; 
Jefferson  Medical  College,  1920;  age 
76;  died  October  29,  1971.  He  wa.s  a 
fellow  of  the  American  Urological  So- 
ciety and  formerly  was  medical  director 
of  Bell  Telephone  Company.  He  is  sur- 
vived by  his  wife,  a daughter,  two  sons, 
and  five  sisters. 

Earl  W.  Hemminger,  Palo  Alto, 
Calif.;  University  of  Maryland,  1933; 
age  67;  died  October  29,  1971.  He  is 
survived  by  his  wife,  a daughter,  and  a 
sister. 

Jack  Mazor,  Philadelphia;  Hah- 
nemann Medical  College,  1942;  age  56; 
died  November  16,  1971.  He  is  sur- 
vived by  his  wife,  three  daughters,  his 
mother,  and  a sister. 

Maceo  T.  Morris,  Philadelphia;  age 
74;  died  August  18,  1971.  No  informa- 
tion is  available  regarding  survivors. 

Herbert  R.  Moskow,  Philadelphia; 
Kansas  City  University  of  Physicians 
and  Surgeons,  1944;  age  54;  died 
November  17,  1971.  He  was  an  in- 
structor in  psychiatry  at  the  University 
of  Pennsylvania  School  of  Medicine 
and  was  on  the  staff  of  Pennsylvania 
Hospital.  He  is  survived  by  his  wife,  a 
daughter,  a son,  and  a sister. 

C.  Marshall  Neptune,  Altoona;  West 
Virginia  School  of  Medicine,  1965;  age 
38;  died  November  2,  1971.  He  was  in 
general  practice  at  the  medical  center. 
He  is  survived  by  his  wife,  a son,  two 
daughters,  his  mother,  two  brothers,  a 
sister,  and  his  grandmother. 

Jacob  Priman,  Pittsburgh;  Military 
Medical  Academy,  Leningrad, 
U.S.S.R.,  1918;  age  79;  died  November 
22,  1971.  He  was  professor  emeritus  of  | 
anatomy  at  the  University  of  Pittsburgh 
School  of  Medicine.  He  is  survived  by  | 
his  wife  and  two  daughters. 

Richard  J.  Silvius,  Haverford;  j 
Temple  University  Medical  School, 
1957;  age  41 ; died  December  18,  1971.  j 
He  was  chief  of  nuclear  medicine  at 
Philadelphia  General  Hospital.  Sur- 
vivors include  his  wife,  a son,  and  a| 
daughter. 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simpie  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
I physical  and  laboratory  examination  (complete 
; hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
[ frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
j dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
imrnediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laborato^  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  compiete  detaiis,  inciuding  dosage,  please  see 
full  prescribing  information. 
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A personal  foul  against  the  tripper,  and  possibly 
weeks  of  painful  skeletal  muscle  spasm  for  the 
victim. 


For  the  skeletal  muscle  spasm  of  leg  strains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm/ pain/ 
spasm.  The  resultant  relief  of  skeletal  muscle 

spasm  may  permit  greater 
mobilization  of  the  affected 
muscles  and  may  help  the 
patient  resume  usual  activities 
sooner  than  otherwise  possible. 

Sudden  trauma  to  and  unusual  stress  on  sartorius 
muscle  may  cause  strain  of  muscle  and  tearing  of 
some  of  the  fibers.  The  resultant  muscle  spasm  can 
make  leg  motion  painful. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows : 

Indications: Tension  and  anxiety  states;  somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication ; abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  ✓ N.  Roche  Laboratories 

blood  counts  and  liver  function  tests  ^ROCHE/  Division  of  Hoffmann-La  Roche  Inc 

advisable  during  long-term  therapy.  Nutley,  N J 071 10 


VAUUMCdkizepam) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  lO-mg  tablets 


To  get  the  water  out 
in  edema* 

lb  lower  blood  pressure 
in  hypertension* 

lb  spare  potassium 
in  both 

There’s 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*lndications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy;  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  ‘Dyazide’  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 
I Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
j kalemia. 

I 

{ Warnings:  Do  not  use  dietary  potassium  suppiements  or 
: potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
j over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
’ cases  have  been  associated  with  cardiac  irregularities. 

; Accordingly,  check  serum  potassium  during  therapy,  partic- 
I ularly  in  patients  with  suspected  or  confirmed  renal  insuf- 
i ficiency  (e.g.,  certain  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dyazide',  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
pertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kiine  & French  Laboratories 
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MANDATORY  VACCINATION  ELIMINATED  The  Legislature  has  passed  a 

bill  amending  the  Pennsylvania 
School  Code  by  eliminating  smallpox  vaccination  as  a condition  for 
entry  into  school.  The  act  becomes  effective  the  week  of  May  21. 

Many  school  districts  have  already  distributed  preschool  examina- 
tion forms  for  the  next  school  year  with  the  smallpox  vaccination 
listed  as  a requirement.  That  requirement  is  outdated  by  the  new 
law.  If  vaccinations  are  performed  in  other  than  the  few  instances 
required  for  foreign  travel  to  certain  countries,,  any  of  the  rare 
complications  now  could  increase  the  risk  of  liability.  The  legis- 
lation was  supported  by  the  State  Society  and  other  groups. 

FURTHER  IMMUNIZATIONS  ASKED  House  Bills  have  been  Introduced  to 

add  to  the  Public  School  Code  the  re- 
quirements that  all  children  be  immunized  against  diphtheria^  teta- 
nus and  polio  prior  to  entering  school  and  that  school  physicians 
immunize  children  of  indigent  parents  against  measles,  mumps  and 
rubella  with  MMR  vaccine.  Concurring  in  a resolution  introduced  by 
David  M.  Besselman,  M.D.,  Harrisburg,  on  behalf  of  the  Pennsylvania 
Division,  American  Academy  of  Pediatrics,  the  PMS  Board  voted  to 
suggest  amending  the  bills  to  permit  the  secretary  of  health  to  de- 
cide by  regulation  what  immunizations  and  vaccinations  should  be 
required . 

BLUE  SHIELD  CHANCES  OPPOSED  Plans  by  Pennsylvania  Blue  Shield  to 

Increase  consumer  representation  on 
its  Board  of  Directors  to  50  per  cent  have  been  opposed  by  the  State 
Society  by  vote  of  the  Board  of  Trustees  in  March.  The  Blue  Shield 
proposal  came  in  response  to  a suggestion  to  Blue  Shield  from  Insur- 
ance Commissioner  Herbert  S.  Denenberg  last  December  that  it  reor- 
ganize its  board  so  that  at  least  51  per  cent  of  the  members  be 
consumers.  The  PMS  Board  of  Trustees  noted  that  its  opposition  is 
based  on  the  fact  that  Pennsylvania  Blue  Shield  became  the  leading 
such  plan  in  the  nation  under  the  present  structure,  and  it  should 
not  be  changed.  The  Blue  Shield  Corporation  meets  April  19  to  elect 
the  Board  of  Directors  and  the  proposal  will  be  presented  to  the 
corporate  members  then.  Blue  Shield's  Board  of  Directors  now  has 
27  members--  fourteen  M.D.'s,  two  dentists,  two  doctors  of  osteopathy, 
and  nine  consumer  representatives. 

SVRMP  HAS  NEW  ASSOCIATE  DIRECTOR  Chad  P.  Combs,  Camp  Hill,  assumes 

new  duties  April  1 as  associate 

director  for  the  Susquehanna  Valley  Regional  Medical  Program.  He 
has  served  as  AMA  field  representative  in  this  area  for  the  past 
several  years.  Joseph  T.  Ichter,  M.D.,  is  director  of  SVRMP,  for 
which  the  State  Society  serves  as  the  grantee  organization. 
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PMS  ACCREDITATION  PROGRAM  APPROVED  The  AMA  Council  on  Medical  Ed- 
ucation has  approved  the  PMS 

program  to  accredit  continuing  education  programs  in  the  Common- 
wealth. Accreditation  proceedings  will  begin  immediately.  Hospitals 
and  others  may  apply  for  accreditation  and  for  further  information 
to  the  Council  on  Education  and  Science,  Pennsylvania  Medical  Society, 
20  Erford  Rd.,  Lemoyne  17043. 

APPEAL  CASE  RECEIVES  BACKING  The  Pennsylvania  Medical  Society  has 

Joined  the  AMA  and  the  Philadelphia 
County  Medical  Society  in  supporting  the  case  of  a Philadelphia  gas- 
troenterologist who  was  ordered  to  pay  a patient’s  hospital  bill  by 
a municipal  court  judge.  When  the  patient  involved  was  billed  for 
services  by  Albert  Einstein  Medical  Center  after  Blue  Cross  refused 
pa3nnent  on  the  grounds  the  hospital  stay  was  for  diagnostic  purposes, 
she  refused  to  pay.  Einstein  brought  action  in  court  against  the 
patient,  and  the  judge  named  Eugene  Brecher,  M.D.,  her  physician, 
as  a co-defendant.  The  precedent-setting  case  has  been  appealed  to 
Common  Pleas  Court.  The  PMS  Executive  Committee  acted  to  enter  the 
case,  and  its  decision  was  upheld  at  the  March  meeting  of  the  Board 
of  Trustees. 

GONORRHEA  TREATMENT  MAY  CHANGE  The  following  statement  has  just 

been  issued  by  the  Division  of 

Communicable  Diseases  of  the  Pennsylvania  Department  of  Health.  It 
relates  to  the  paper  on  venereal  diseases  which  appears  on  page  47 
of  this  issue.  "In  some  parts  of  the  United  States  gonococci  with 
a marked  increased  resistance  to  penicillin  have  been  isolated. 

For  the  treatment  of  patients  infected  with  these  resistant  strains 
the  Center  for  Disease  Control,  USPHS,  recently  (March  17^  1972) 
recommended  that  both  male  and  female  patients  receive  4.8  million 
units  of  procaine  penicillin  intramuscularly,  one-half  in  each  but- 
tock, and  one -half  hour  before  injections  one  gram  of  probenecid  by 
mouth.  In  Pennsylvania  penicillin  minimum  inhibitory  concentrations 
(MIC’s)  will  be  determined,  and  if  there  is  increased  resistance  in 
the  strains  cultured  in  Pennsylvania  appropriate  changes  in  treat- 
ment recommendations  will  be  made." 

PMS  HOUSE  SCHEDULE  REVISED  House  Speaker  William  Y.  Rial,  M.D., 

has  revised  the  schedule  for  the  1972 
session  at  the  Host  Farm  in  Lancaster  October  24-26  to  allow  review 
of  most  reference  committee  reports  prior  to  their  presentation  and 
to  provide  more  floor  discussions.  The  opening  session  will  be  at 
1 p.m.  October  24,  followed  by  reference  committee  hearings.  The 
second  session  will  be  at  2:30  p.m.  October  265  followed  by  the  State 
Dinner.  The  final  House  session  will  be  at  9 a.m.  October  26,  pre- 
ceded by  election  voting. 

STATE  RUSH  WINNERS  NAMED  The  PMS  Board  has  selected  Paul  L. 

Anderson  of  Williamsport  and  St.  John’s 
Settlement  House,  Philadelphia,  as  the  individual  and  organizational 
winners  of  the  state  Benjamin  Rush  Awards.  The  winners  were  selected  jj 
from  county  society  nominees.  The  awards  will  be  presented  at  the 
State  Dinner  in  October.  Details  will  appear  in  PENNSYLVANIA  MEDICINE. 
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IT’S  NO  SECRET.,. 

that  the  Pennsjivania  Medical 
Society’s  professional  liahUity  insurance 
program  is  off  to  a flying  start... 


wifliYOU  aboard,  its  success  will  be  assured! 


The  Pennsylvania  Medical  Society 
is  gratified  and  encouraged  by  the  ex- 
traordinary success  to  date  of  the  So- 
ciety-sponsored Professional  Liability 
Insurance  Program  which  went  into  ef- 
fect June  1,  1 97 1 . The  unfavorable  in- 
surance market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi- 
vidual malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design- 
ed to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu- 
nity to  participate  in  all  important  pol- 
icy-making, administration  and  loss 
prevention  aspects  vital  to  the  Pro- 
gram’s success. 

The  program  is  being  underwrit- 
ten by  the  Argonaut  Insurance  Com- 
pany, a well  established,  “A-(-AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
& Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro- 
gram are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 


Parker  & Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis- 
trict committees. 

4.  No  member’s  application  will  be  de- 
clined except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre- 
gate limit  of  $300,000  with  excess 


limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res- 
idents and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil- 
ity insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur- 
ance coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover- 
age on  a long  term  basis.  However,  a 
broad  based,  high  degree  of  member- 
ship involvement  is  essential  to  make 
this  program  a success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro- 
gram when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 



I Mail  to: 

I Parker  & Co.,  Inc.  of  Pennsylvania  i 

* 1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103  | 

I Attention:  Mr.  A.  John  Smither,  Vice  President  | 

j Name. . 

Office  Address ' 

I Telephone  No. I 

' Medical  Specialty i 

I Date  your  professional  liability  insurance  expires 

' Present  Carrier [ 

I 1 am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  ■ 

' Program.  Please  send  me  an  application.  □ i 


An  insurance  program  sponsored  and  supported  by  the  PMS. 


SIXTH  ANNUAL  MAIN  LINE  CONFERENCE 


CURRENT  CONCEPTS  IN  MEDICINE  FOR  THE 
PRACTICING  PHYSICIAN 

MAY  4,  5,  6,  1972 

The  Treadway  Inn 
St.  Davids,  Pa. 

Sponsored  by  The  Bryn  Mawr  Hospital 
Chairman:  Harold  J.  Robinson,  M.D. 


Program  Includes: 

• Coronary  Artery 
Disease 

• Malignancy 

• Infectious  Disease 

• Office  Surgical 
Procedures 

• Neck  and  Shoulder 
Syndrome 

• 26  Concurrent 
Teaching  Clinics 


For  Information  Contact: 

Harold  J.  Robinson,  M.D. 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pa.  19010 
Tel:  (215)  527-0600 

Approved  for  15  hours  of 
Prescribed  AAFP  Credit 

Registration  Fee — $40.00 
(Includes  luncheons, 
cocktails  and  dinner) 


Dinner  Speaker:  Digby  E.  Baltzell,  Ph.D. 


Special  Guest  Speaker:  Michael  E.  DeBakey,  M.D. 


1972  Calendar  - Pennsylvania  Medical  Society 


Aprii19-20 

Woman’s  Auxiliary  Mid-Year 
Conference 

Holiday  Inn  Town,  Harrisburg 

April  26-27 

Officers’  Conference 

Penn  Harris  Motor  Inn, 

Camp  Hill 

June  18-22 

American  Medical  Association 
Annual  Convention 

San  Francisco,  California 

October  9-12 

Scientific  Assembly 

Host  Farm  Resort  Motel, 
Lancaster 

October  23-26 

Annual  Session  of  the 

House  of  Delegates 

Host  Farm  Resort  Motel, 
Lancaster 

October  23-26 

Woman’s  Auxiliary 

Annual  Convention 

Host  Farm  Resort  Motel, 
Lancaster 

November  26-29 

American  Medical  Association 
Clinical  Convention 
Cincinnati,  Ohio 

Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohii 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quahty  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  mamtain- 
ing  quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

iluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


llpjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

(£  1972  The  Upjohn  Company 

* trademark  JA  72-1959-6 


iuci  T,!Of<?!; 

Utlclllin"  VK 

<Potaasiu;:^p;;:n;*yr,^^f 

^enicMltn  Tablets.  U.S-t'  ' 


tljpjohn 


250  tng. 

(400,000  Units) 


Upjohn  has  been  able 
to  reduce  the  price  of 

potassium  phenoxymethyl  penicillin  without  reducing  the 
quahty  you  expect  from  an  Upjohn  product. 


UticilliriVK 


(potassium  phenoxymethyl  penicillin, 
US.P, Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension. 


Keeping  quality  up 


and  cost  down 


EMERGENCY 

SERVICE 

PHYSICIANS 

Large,  progressive  hospital  has  immediate 
openings  for  Physicians  desiring  careers  in 
Emergency  Medicine.  This  regional  teaching 
hospital  has  700  beds,  a large  complement  of 
residents  and  interns,  excellent  Emergency 
Service  back-up  facilities,  and  offers  a mod- 
ern benefits  and  compensation  program. 

Emergency  Service  sees  some  42,000  pa- 
tients per  year  and,  within  the  next  2 years, 
will  be  located  in  a major  portion  of  the 
newest  hospital  addition. 

If  you  are  licensed  or  eligible  for  reciprocity 
in  Pennsylvania  and  seek  further  information, 
call  or  write; 

RICHARD  S.  EVANS,  M.D. 

(412)  237-3251 

ALLEGHENY  GENERAL  HOSPITAL 

320  E.  North  Ave.  Pittsburgh,  Pa.  15212 
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(chlorphentarmine  hydrochloride) 
Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states,  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  Impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular;  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  It  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  ccnsidered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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take  a new 
look  at 

PreSate 

(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant 


low  potential  for: 

□ stimulatory  ‘jolf 

□ post-therapeutic  ‘let- 

□ excessive  CNS  stimulatidn 

□ drug  abuse 

Pre-Sate  promotes  normal  patterns  of  food 
intake  and  is  a safe,  effective  supplement  to  your^ 
total  program  of  caloric  reduction 

Pre-Sate— a short-term  adjunct... 
not  a substitute...to  your  total 
program  of  weight  reduction 

Warner-Chilcott 

Division.  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 


mfeeted, 
to  infection  ••• 

choose  the  topicds 
that  ^e  your  patient 


n broad  antibacterial  activity  against 
susceptible  skin  invaders 
low  allergenic  risk-- prompt  clinical  response 


Special  Petrolatum  Base 

Neosporirfoiiihnent  i 

(polymyxin  B-bacitracin-neomycin)  .| 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3,5  mg, 
neomycin, base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\imi8liing  Cream  Base 

Neosporin-G  crean 

(polymyxin  B-neomycin-gramicidin)j 


Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000.';:;: 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  basffi 
gramicidin,  0.25  mg,,  in  a smooth,  white,  water-washable  vanishlngi'IJ^ 
cream  base  with  a pH  of  approximately  5.0.  Inactive  sngredM  ■ 


petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  : 


polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  Q»: 
methylparaben  as  preservative. 

In  tubes  of  15  g.  fVil 


NEOSPORIN  for  topical  infections  due  to  susceptible  orgarwsms, 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  s 
result  in  overgrowth  of  nonsusceptibie  organisms  and/or  fungi . 
measures  should  be  taken  if  this  occurs.  Articies  in  the  curreniji 
literature  indicate  an  increase  in  the  prevaience  of  persons  aliergfctl 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  'n  .ulr 
Contraindications:  Not  for  use  in  the  external  ear  canal  ii  • -i-  -.i  1 

perforated.  These  products  are  contraindicated  in  those  individuals  ^ 
have  shown  hypersensitivity  to  any  of  the  components.  I' ' i 

Complete  literature  available  on  request  from  Professional  Servicer 
Dept.  PML. 


ft  / Burrough*. 
Weitome  / North 


Lastvveek 

he  sot  three  iMwdients* 
four  rush  orders^ 
and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product  of  the  frantic  pace  of  modern  life.  The 
natural  urge  to  move  one’s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
^ normal  defecation  reflex  is  lost  through  habitual 

k Along  with  other  indicated  measures. 

Fleet®  ENEMA  can  help  “bring  back  the  urge.” 
i It  relieves  acute  constipation  within  2 to  5 minutes- 
f ar  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physioto^ica/  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 


m 

ptaaceuticals  C.  B.  fleet  go.,  INC.,  Lynchburg,  Va.  24505 


WHY  WOULD  A DOCTOR 
WHO  DOESN'T  PLAY  GOLF 
ON  WEDNESDAY  AFTERNOONS 
WANT  TO  OWN  LAND 
NEAR  A ROBERT  TRENT  JONES 

GOLF  COURSE? 


For  the  same  reason  anybody 
else  buys  a lot  at  Carolina  Trace: 
investment  purposes. 

Carol  inaTrace  is  a new  planned 
residential  community  in  the  heart 
of  the  Carolina  Sandhills  — the 
Southern  Pines  - Pinehurst  area. 
And  it  boasts  the  only  Robert  Trent 
Jones  course  in  the  area. 

Carolina  Trace  also  offers  a 
300-acre  lake,  an  elaborate  club- 
house, and  all  sorts  of  recreational 
facilities  for  the  non-golfer. 

At  the  same  time,  the  commu- 
nity is  still  young,  so  there’s  plenty 
of  timeto  invest  on  the  ground  floor. 

It’s  a great  place  to  build  a 
second  home.  But  even  if  you  never 


set  foot  on  your  property  but  once 
a year,  Carolina  Trace  is  still  a 
gold-plated  investment.  It’s  just 
what  was  ordered  for  the  doctor! 


Carolina  Trace 

Box  2250 

Sanford,  North  Carolina  27330 


I do  play  golf  on  Wednesdays.  How  do  1 

arrange  to  try  your  course? 

I’m  not  much  for  golf,  but  I’m  big  on  investing. 

Send  me  more  information. 


Name  

Address 

City 

State ZIP. 

Telephone  


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 


WINTHROP  LABORATC 
NEW  YORK,  N.Y.  100.16 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 


• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


Audio  News  Journal  Now 
Has  More  Scientific  News 

At  a New,  Low  Price 
of  $40.°°  a Year. 


JAfsiUARY  te7t 

AMAK  171 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed;  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  STREET 
CHICAGO,  ILLINOIS  60610 

I would  like  to  order  a ONE  YEAR  subscription  to  AMA’s 
AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
for  $40.00. 

I prefer  my  tapes  to  be: 

□ Cassette 

□ 8-track  stereo  cartridge 


Name 

Address  _ — — — — 

City  State -Zip — 

Payment  must  accompany  order.  Prices  valid  in  U.S., 
U.S.  Possessions,  Canada  and  Mexico. 


IN  ASTHMA 
IN  EMPHYSEMA 


M^optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming) ; 4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  34  to  full  glass 
of  water.  Precautions;  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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newsfronts 


'Blue  Ribbon  Panel’  holds  initial  session 


A "blue  ribbon  committee”  com- 
posed of  representatives  of  state  gov- 
ernment and  medical  organizations  has 
held  its  first  meeting  at  Pennsylvania 
Medical  Society  headquarters  in  an  ef- 
fort to  find  methods  for  correcting 
physician  shortages  in  the  state. 

George  P.  Rosemond,  M.D.,  State 
Society  president  and  chairman  of  the 
meeting,  told  the  group  that  at  least  two 
dozen  different  public  and  private 
groups  are  involved  in  largely  uncoor- 
dinated efforts  to  seek  solutions  to  the 
same  problem — medical  shortages  and 
maldistribution.  Current  efforts  include 
attempts  by  the  House,  the  Senate, 
various  state  departments,  the  gover- 
nor's task  force,  and  various  medical, 
hospital,  and  private  groups. 

"There  is  costly  duplication  of  effort 
and  a growing  awareness  that  many  of 
the  efforts  are  being  undertaken 
without  pooling  essential  data,"  Dr. 
Rosemond  said. 

Last  December  the  medical  society 
called  on  the  state  legislature  to  form 
such  a committee  when  the  legislature 
was  engaged  in  amending  medical 
school  appropriations  to  require  gradu- 
ates to  repay  state  subsidies  or  practice 
within  the  state — the  ”stay-or-pay" 
amendments. 

When  the  legislature  didn’t  respond, 
the  State  Society  took  the  lead  in 
forming  a study  group.  House  and 
Senate  members  were  invited  to  the 
meeting.  Although  a legislative  session 
prevented  them  from  attending,  they 
have  indicated  support  of  the  com- 
mittee's goals. 

Representatives  from  the  governor's 
office,  the  Departments  of  Health  and 
Education,  the  deans  of  the  state’s  med- 
ical schools  and  the  Pennsylvania  Os- 
teopathic Medical  Association  were 
present. 

Various  members  of  the  legislature 
have  warned  that  the  state's  medical 
schools  will  not  receive  future  state  ap- 
propriations without  strings  aimed  at 
retaining  more  physicians  in  Pennsyl- 
vania. 

Dr.  Rosemond  said  the  State  Society 
and  the  blue  ribbon  committee  share 


the  legislature’s  concern  and  goal  but 
want  the  appropriations  "strings”  to  be 
of  the  greatest  possible  benefit  to  all 
Pennsylvanians.  He  said  he  hopes  the 
committee  will  be  able  to  provide  the 
legislature  with  the  necessary  back- 
ground and  several  alternative  propos- 
als to  accomplish  a better  distribution 
of  medical  care,  especially  in  rural  and 
ghetto  areas. 

Others  who  attended  the  meeting 
were:  Joseph  W.  Stella,  D.O.,  president 
of  the  Pennsylvania  Osteopathic  Medi- 
cal Association;  Daniel  A.  Hall,  M.D., 
Keystone  Medical  Society;  Bernard 
Sigel,  M.D.,  dean  of  the  Medical 
College  of  Pennsylvania  and  chairman 
of  the  Deans’  Committee;  Paul  Bialas, 


student  at  Jefferson  Medical  College, 
representative  from  Region  3,  Student 
American  Medical  Association;  John 
Simmons,  M.D.,  special  assistant  to  the 
secretary  of  the  Department  of  Health; 
David  Hornbeck,  special  assistant  and 
counsel  to  the  secretary  of  the  Depart- 
ment of  Education;  Leonard  Bachman, 
M.D.,  Governor  Shapp’s  health  serv- 
ices director;  John  F.  Rineman,  PMS 
executive  director;  and  Robert  H. 
Craig,  Jr.,  director  of  governmental 
relations;  LeRoy  C.  Erickson,  director 
of  educational  activities,  Alex  H. 
Stewart,  executive  director  of  the  edu- 
cational and  scientific  trust;  and  Dane 
S.  Wert,  director  of  communications, 
all  members  of  the  PMS  staff  task  force. 


Psychiatrists  offered  audio  study  plan 


Audio-Digest  Foundation,  a non- 
profit subsidiary  of  the  California  Med- 
ical Association,  has  announced  a new 
tape  series  for  psychiatrists,  consisting 
of  hour-long  programs  issued  twice  a 
month. 

Contents  of  the  tapes  will  consist  of 
recordings  from  national  specialty 
meetings  and  condensations  of  re- 
cordings from  postgraduate  courses. 

"The  great  advantage  of  this  serv- 
ice,” Editor-in-Chief  Thomas  H.  Brem, 
M.D.,  advises,  "is  that  our  editorial 
staff  does  extensive  scanning  of  600 
medical  journals  and  attends  and 
records  more  than  200  national  meet- 
ings throughout  the  year.  Then,  in  an 
hour  of  easy,  informative,  practice- 
useful  listening,  they  pass  on  to  the 
subscriber  all  that  is  new  and  important 
in  his  ever-changing  clinical  practice 
picture.” 

Author  directs  services 

David  K.  Wagner,  M.D.,  associate 
professor  of  surgery  at  the  Medical 
College  of  Pennsylvania,  is  director  of 
pediatric  surgery  services  at  the  Hospi- 
tal of  the  Medical  College  of  Pennsyl- 
vania. His  paper,  "Diagnosis  of  Pediat- 
ric Hernias  by  X-Ray,”  appears  on  page 
57  of  this  issue  of  Pennsylvania  Med- 
icine. 


The  exact  commencement  date  will 
depend  on  the  number  of  pre-enrolled 
subscriptions  obtained,  according  to  a 
spokesman  for  the  foundation’s  board 
of  trustees. 

To  become  enrolled  as  a charter 
subscriber,  write:  Mr.  Claron  L. 
Oakley,  Audio-Digest  Foundation, 
1930  Wilshire  Blvd.,  Los  Angeles, 
California  90057  for  order  forms  and 
information. 

Jefferson  has  grant 
for  family  practice 

Jefferson  Medical  College  of  the 
Thomas  Jefferson  University  has 
received  a three-year  grant  in  the 
amount  of  $ 1 50,000  for  its  family  prac- 
tice program  from  the  Haas  Communi- 
ty Fund,  a private  Philadelphia  founda- 
tion. 

Willard  A.  Krehl,  M.D.,  professor 
and  chairman  of  Jefferson’s  department 
of  community  health  and  preventive 
medicine,  said  that  the  immediate  goal 
is  to  employ  a director  and  a supporting 
staff  to  implement  the  family  medicine 
program.  New  curriculum  changes 
implemented  this  fall  will  offer  students 
an  earlier  opportunity  to  select  a family 
practice  career. 

Currently  the  school  has  fifty-one 
freshman  signed  up  for  the  elective. 
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PMS  programs,  ’72  elections  headline  conference 


The  Honorable  William  R.  Roy, 
M.D.,  Kansas,  a physician,  lawyer,  and 
congressman,  will  be  the  main  dinner 
speaker  for  the  1972  Pennsylvania 
Medical  Society  Officers’  Conference 
to  be  held  April  26  and  27  at  the  Penn 
Harris  Motor  Inn  at  Camp  Hill. 

He  is  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a 
i fellow  of  the  American  College  of  Ob- 
stetrics and  Gynecology,  and  a member 
of  the  clinical  faculty  of  the  University 
of  Kansas  Medical  School.  In  1970,  he 
was  vice-speaker  of  the  House  of  Dele- 
gates of  the  Kansas  Medical  Society. 
He  is  also  a member  of  the  Bar  Associa- 
tion of  Kansas. 

Last  year  he  ran  for  public  office  and 
was  elected  to  represent  the  Second 
Congressional  District  of  Kansas.  At 
present  he  is  serving  on  the  Interstate 
and  Foreign  Commerce  Committee 
and  its  Subcommittee  on  Public  Health 
and  Welfare.  In  this  capacity  he  has 
participated  directly  in  drafting  major 
legislation  on  health  manpower, 
cancer,  and  drug  abuse.  He  wrote  and 
introduced  the  Health  Maintenance  Or- 
ganization Act  of  1 97 1 . 

This  year  the  Officers’  Conference  is 
being  held  in  combination  with  a 
meeting  of  the  Pennsylvania  Medical 
Political  Action  Committee 
I (PaMPAC). 

Orlo  G.  McCoy,  M.D.,  chairman  of 
the  Officers’  Conference  Committee, 
will  be  the  presiding  officer  of  the  ses- 
sion. George  P.  Rosemond,  PMS  pres- 
ident, will  deliver  the  keynote  address. 

A feature  of  Wednesday’s  program 
will  be  a session  on  the  Pennsylvania 
Medical  Care  Foundation.  Speakers 
include  Matthew  Marshall,  M.D., 
chairman  of  the  PMS  Medical  Care 
Appraisal  Project  and  Jay  Constantine, 
a member  of  the  professional  staff  of 
the  U.S.  Senate  Committee  on  Finance. 

A study  of  the  future  of  continuing 
education  in  Pennsylvania  will  be 
moderated  by  James  A.  Collins,  Jr., 
M.D.,  chairman  of  the  Council  on  Edu- 
cation and  Science.  Other  speakers  are 
David  Jones,  M.D.,  York  Hospital, 
Joseph  S.  Gonnella,  M.D.,  associate 
dean  and  director  of  academic  pro- 
grams at  Jefferson  Medical  College, 
James  A.  Rogers,  M.D.,  director  of 
continuing  physician  education  for  the 
New  Jersey  Regional  Medical  Pro- 


gram, and  J.  Reed  Babcock,  M.D., 
member  of  the  PMS  Council  on  Educa- 
tion and  Science. 

An  actual  working  case  review  ses- 
sion of  the  Internal  Medicine  Advisory 
Committee  will  also  be  presented. 

In  this  election  year,  Thursday’s  ses- 
sion will  be  in  the  form  of  a Pennsyl- 
vania Medical  Political  Action  Com- 
mittee workshop.  R.  William  Alex- 
ander, M.D.,  program  chairman,  will 
preside  at  the  breakfast  session  and  will 
introduce  William  B.  West,  M.D., 
chairman  of  the  PaMPAC  board  of 
directors.  The  breakfast  speaker  is  Neal 
R.  Pierce,  political  analyst  and  author. 

Philadelphia  M.D.’s 
lead  conference 

A Joint  meeting  of  surgeons  and 
nurses  sponsored  by  the  American 
College  of  Surgeons  (ACS)  which  cov- 
ered general  surgery  sessions  and  pro- 
grams covering  ten  surgical  specialties, 
was  held  in  Philadelphia  recently. 

Chairman  of  the  program  committee 
for  doctors  was  Donald  R.  Cooper, 
M.D.,  professor  and  chairman  of  the 
department  of  surgery  at  the  Medical 
College  of  Pennsylvania,  while  pro- 
gram chairman  for  nurses  was  Mildred 
L.  Guzara,  R.N.,  operating  room  super- 
visor at  Albert  Einstein  Medical 
Center,  Philadelphia. 

George  P.  Rosemond.  M.D.  pres- 
ident of  the  Pennsylvania  Medical  Soci- 
ety, presided  at  the  multiple  trauma  ses- 
sion. During  this  session,  a panel  dis- 
cussion on  emergency  room  trauma 
care  was  moderated  by  William  T. 
Fitts,  Jr.,  M.D.,  Philadelphia.  Charles 
E.  Illif,  M.D..  Baltimore,  moderated  a 
discussion  on  acute  ocular  trauma. 

C.  Rollins  Hanlon,  M.D.,  Chicago, 
director  of  ACS,  conducted  the  discus- 
sion on  the  surgical-medical-legal 
crisis.  Jonathan  E.  Rhoads.  M.D., 
Philadelphia,  president  of  ACS  and  a 
past  president  of  the  American  Cancer 
Society,  acted  as  moderator  for  the  dis- 
cussion on  the  management  of  metas- 
tatic cancer. 

Both  surgeons  and  nurses  took  part 
in  sessions  dealing  with  such  subjects  as 
total  hip  arthroplasty,  parenteral 
hyperalimentation,  reconstructive  sur- 
gery and  organ  transplantation. 


Rex  Kenyon,  M.D.,  member  of  the 
American  Medical  Political  Action 
Committee,  will  begin  the  morning 
workshop. 

■‘Democratic  Perspective,  1972”  and 
"Republican  Perspective,  1972”  are 
features  of  the  session.  The  executive 
director  of  the  Democratic  National 
Committee,  Kenneth  R.  Harding,  and 
the  Republican  National  Commit- 
teewoman  from  Pennsylvania,  Miss 
Ann  Stauffer,  are  the  speakers. 

Pact  wins  approval 

A new  contract  between  the 
Philadelphia  Blue  Cross  and  100 
member  hospitals  in  Philadelphia, 
Bucks,  Chester,  Delaware,  and  Mont- 
gomery Counties  in  Philadelphia  and 
Camden,  N.J.,  has  been  approved  by 
the  Pennsylvania  Insurance  Depart- 
ment. 

The  contract  replaces  one  cancelled 
by  Insurance  Commissioner  Herbert  S- 
Denenberg  during  public  hearings  in 
March  of  1971. 

The  basis  for  the  new  contract  is  the 
thirty  guidelines  proposed  by  the  insur- 
ance department  which  were  the  sub- 
ject of  eight  months  of  negotiations. 

The  contract  incorporates  many 
changes,  including:  (1)  provisions  to 
eliminate  duplicate  and  unnecessary 
hospital  services,  (2)  more  stringent 
controls  on  expansion  of  services,  (3) 
the  elimination  of  accelerated  deprecia- 
tion, (4)  the  elimination  of  all  costs  of 
research,  (5)  a requirement  to  use  ge- 
neric drugs  in  place  of  brand-name 
equivalents,  (6)  advance  approval  of 
hospital  budgets,  (7)  protection  of  pa- 
tients against  improper  hospitalization 
charges,  (8)  the  limitation  of  resident 
and  intern  costs,  (9)  provisions  for 
greater  consumer  participation,  and 
(10)  full  public  disclosure  of  financial 
and  operational  hospital  information. 

PPHA  to  meet 

The  Pennsylvania  Public  Health  As- 
sociation annual  meeting  will  be  held  at 
the  Holiday  Inn  Town  in  Harrisburg 
June  6-8. 

The  three  sessions  designed  for  of- 
ficials, professionals,  and  workers  in 
public  health,  will  cover  discussions  on 
environmental  health,  health  care  serv- 
ices, and  health  education  of  the  public. 
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Shapp  forms  board  on  health  care  costs 


Governor  Milton  J.  Shapp  has  an- 
nounced the  formation  of  a State  Advi- 
sory Board  of  Health  Care  Costs  in 
Pennsylvania. 

Governor  Shapp  said  the  board  will 
advise  the  Internal  Revenue  Service 
and  the  Price  Commission  on  requests 
for  exceptions  to  the  guidelines  for  in- 
stitutional providers  of  health  care.  At 
present  such  providers  are  limited  to  a 6 
percent  increase. 

Leonard  Bachman,  M.D.,  the 
recently  appointed  health  care  services 
director,  will  serve  as  chairman  of  the 
new  board. 

Members  include:  Secretary  of 
Health  J.  Finton  Speller,  M.D.;  Secre- 
tary of  Welfare  Helene  Wohlgemuth; 
Insurance  Commissioner  Herbert  Den- 
enberg;  and  Secretary  of  Community 
Affairs  William  Wilcox. 

Additional  board  members  are: 

Dr.  Weller  named 
Blue  Shield  V.  P. 

The  new  vice  president  for  medical 
affairs  at  Pennsylvania  Blue  Shield  in 
Camp  Hill  is  Carl  A.  Weller,  M.D., 
Sunbury. 

His  duties  will  include  working  with 
state  and  county  medical  societies  on 
quality  care  and  cost  control.  He  will 
center  his  attention  on  analyzing 


doctors'  charges  and  reviewing  the  need 
for  services  as  well  as  administering 
doctor  charge  profiles  to  determine 
payment  under  the  Blue  Shield 
prevailing  fee  program. 

Dr.  Weller  practiced  family  medi- 
cine for  fourteen  years  in  Sunbury  and 
was  chief  of  staff  of  the  Sunbury  Com- 
munity Hospital  in  1967  and  1968. 


Norman  Skilman,  administrator  of 
Chester  Hospital,  West  Chester;  Pat- 
rick Green,  Pennsylvania  AFL-CIO; 
Hobart  Jackson,  administrator  of  the 
Stephen  Smith  Home  for  the  Aged, 
Philadelphia;  Mrs.  Catherine  Bower, 


president  of  the  Comprehensive  Health 
Planning  Council  of  Pennsylvania; 
Bruce  Taylor,  Philadelphia  Blue  Cross; 
and  Mrs.  Jane  Whitehead,  Esq., 
Comprehensive  Health  Planning 
Council. 


Schweiker  introduces  bill  to  attack 
heart  and  blood  vessel  diseases 


A heart  disease  bill  to  attack  the 
primary  killer  of  Americans  has  been 
introduced  by  U.S.  Senator  Richard  S. 
Schweiker  of  Pennsylvania. 

Schweiker  said,  "Heart  and  blood 
vessel  diseases  are  the  leading  cause  of 
death  in  the  United  States — killing 
more  than  one  million  people  a year.” 
He  added  that  54. 1 percent  of  all  deaths 
in  this  country  are  caused  by  car- 
diovascular diseases,  with  heart  attacks 
alone  claiming  600,000  lives  a year. 

Important  provisions  of  the  bill  are 
(1)  The  establishment  of  national 
centers  for  the  prevention  of  ar- 
teriosclerosis; (2)  The  setting  up  of  car- 
diovascular disease  prevention  clinics; 
and  (3)  The  creation  of  an  office  of 
health  education  within  the  National 
Heart  and  Lung  Institute. 

Schweiker  said,  "We  must  expand 
our  knowledge  to  learn  why  the  United 
States  has  the  worst  rate  of  heart  disease 

Secretary  announces 
major  appointments 

The  appointments  of  Edward  R. 
Goldman,  Mechanicsburg,  as  commis- 
sioner and  Stanley  E.  Schneider,  Ph.D., 
Willingboro,  N.J.,  as  deputy  commis- 
sioner of  mental  retardation  in  the 
Department  of  Public  Welfare  have 
been  announced  by  Secretary  of  Wel- 
fare Helene  Wohlgemuth. 

Mr.  Goldman  has  been  serving  as 
deputy  commissioner  and  acting  com- 
missioner of  mental  retardation  since 
last  August.  Dr.  Schneider  was  for- 
merly assistant  director  of  mental  retar- 
dation services  in  the  DPW  Base  Serv- 
ice Unit,  Catchment  Area  6,  Philadel- 
phia. 

In  addition  to  developing  communi- 
ty services  for  the  mentally  retarded, 
they  will  develop  programs  at  the  nine 
state  schools  and  hospitals  for  mentally 
disabled  children  and  adults. 


of  any  industrialized  nation  in  the 
world.  This  bill  seeks  to  create  the  ap- 
paratus to  help  us  gain  that  knowl- 
edge.” 

The  bill  puts  into  effect  recommen- 
dations of  the  National  Heart  and  Lung 
Institute  task  force  report  on  ar- 
teriosclerosis which  was  made  follow- 
ing a fifteen  month  study  of  the 
problem.  The  primary  goal  will  be  the 
accumulation  and  distribution  of 
knowledge  aimed  at  heart  disease 
prevention. 

AAP  contracts 
with  Head  Start 

The  American  Academy  of  Pediat- 
rics (AAP)  has  arranged  with  the 
Department  of  Health,  Education,  and 
Welfare  to  renew  and  expand  the  Head 
Start  medical  consultation  program 
through  July  1 973. 

Two  new  provisions  are  featured  in 
the  contract.  The  AAP  will  train  twelve 
regional  health  specialists  to  develop 
training  systems  for  local  personnel  and 
to  monitor  local  programs  to  ensure  ef- 
fective operation  and  better  quality 
child  health  care. 

Under  the  second  provision,  the 
Head  Start  staff  will  provide  for  indi- 
vidual self-evaluation  of  Head  Start 
programs  at  the  community  level. 

IHF  has  new  head 

Robert  T.P.  deTreville,  M.D.,  Pitts- 
burgh, has  resigned  as  president  of  the 
Industrial  Health  Foundation.  Daniel 
C.  Braun,  M.D.,  former  director  of  the 
Foundation’s  occupational  medicine 
services,  has  been  selected  to  replace 
him,  the  board  of  trustees  has  an- 
nounced. 

The  foundation,  originally  a fellow- 
ship of  the  Mellon  Institute,  has  been  a 
pioneer  in  the  environmental  and  oc- 
cupational health  fields. 
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PMS  Foundation  outlined  at  symposium 


A SYMPOSIUM  to  explain  the  development  of  the  Pennsylvania  Medical  Care  Foundation  to  providers  of  health  care, 
prepayment  and  insurance  organizations,  government  health  agencies,  and  representatives  of  the  public  brought  together  the 
audience  shown  above. 


Representatives  of  the  public  had  a 
briefing  in  March  on  the  birth  and  de- 
velopment of  the  Pennsylvania  Medical 
Care  Foundation  at  a day-long  session 
in  the  Harrisburg  area. 

Representatives  of  industry,  or- 
ganized labor,  health  insurance  organi- 
zations, government  health  agencies, 
and  consumer  groups — seventy  in 
number — attended  the  symposium  to 
learn  about  what  the  foundation  has  ac- 
complished and  what  is  projected  for 
the  future. 

Matthew  Marshall,  Jr.,  M.D., 
chairman  of  the  Medical  Care  Apprais- 
al Project,  discussed  the  political  and 
economic  basis  for  the  foundation. 
Project  Director  Larry  R.  Fosselman 
explained  the  organizational  structure 
of  the  Pennsylvania  Medical  Care 
Foundation.  A session  was  devoted  to 
the  role  of  cooperating  agencies — Blue 
Cross,  Blue  Shield,  the  Hospital  associ- 
ation of  Pennsylvania,  the  Hospital 
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Utilization  Project  and  the  Regional 
Medical  Programs. 

Additional  sessions  were  explana- 
tions of  the  following  subjects:  Medical 
Management  Information  Systems,  by 
Paul  P.  Rogers,  director  of  systems 

County  requests  grant 

The  Allegheny  County  Health 
Department  has  applied  for  $350,000 
in  federal  funds  to  finance  a lead 
poisoning  prevention  program. 

It  will  be  centered  in  Turtle  Creek 
Model  Cities  area  (Braddock.  Rankin, 
and  North  Braddock)  which  was 
chosen  because  a neighborhood  im- 
provement program  is  already  un- 
derway to  alleviate  health  problems 
caused  by  a high  percentage  of  older 
housing. 

The  project  will  be  directed  toward 
the  detection,  diagnosis,  and  treatment 
of  lead  poisoning  among  children  and  is 
expected  to  serve  as  a pilot  for  similar 
programs  in  other  county  areas. 

Health  Department  Director  Dr. 
Frank  B.  Clack  stated,  "A  paint  chip 
about  the  size  of  an  adult  thumbnail  can 
contain  as  much  as  100  milligrams  of 
lead,  and  a child  eating  a few  small 
leaded  chips  a day  could  easily  ingest 
100  times  the  tolerable  level  for  adults.” 

The  project  application  was  devel- 
oped in  cooperation  with  Children's, 
Braddock,  and  McKeesport  Hospitals, 
Turtle  Creek  Valley  Model  Cities 
Agency,  Pittsburgh  Code  Enforcement 
Advisory  Committee,  and  other  com- 
munity and  governmental  groups. 


design  and  research  for  the  Medical 
Care  Appraisal  Project;  Operation  of 
the  Medical  Advisory  Committee 
System,  by  Robert  A.  Schein,  M.D.; 
The  Pennsylvania  Medical  Continuing 
Education  Institute,  by  Leroy  C. 
Erickson,  PMS  director  of  educational 
activities;  and  the  Medical  Care  Foun- 
dation Health  Maintenance  Organiza- 
tion, by  George  R.  Fisher,  M.D.,  PMS 
Medical  Care  Appraisal  Project  Com- 
mittee. 


MADISON  B.  BROWN,  M.D.,  Chicago, 
has  been  named  acting  executive 
president  of  the  American  Hospital 
Association  (AHA)  to  repiace  Edwin 
L.  Crosby,  M.D.  Dr.  Brown  joined  the 
association  in  1956  and  has  served 
that  organization  as  associate 
director  and  deputy  director.  He  was 
formerly  vice-president  and  medicat 
director  of  Hahnemann  Medical 
College  and  Hospital. 
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Alcohol  and  health  report  sent  to  Congress 


Department  of  Health,  Education, 
and  Welfare  Secretary  Elliot  L. 
Richardson  has  sent  the  first  annual 
report  on  "Alcohol  and  Health”  to 
Congress.  He  called  alcohol  "the  most 
abused  drug  in  the  United  States 
today.” 

The  report  was  prepared  by  the  new 
National  Institute  on  Alcohol  Abuse 
and  Alcoholism  of  the  National  Insti- 
tute of  Health. 

Findings  include: 

• Almost  10  percent  of  the  nation’s 
work  force — 9 million  Americans 
are  alcohol  abusers. 

• Half  of  the  highway  fatalities  in 
the  U.S.  are  alcohol-connected. 

• Intoxication  accounts  for  one 
third  of  all  reported  arrests — 2.5 
million  annually. 

• Alcoholism  is  at  an  epidemic  level 
among  American  Indians. 

• Alcoholism  is  a disease  requiring 
rehabilitation  through  health  and 
social  services. 

• Present  programs  are  inadequate 
and  not  closely  related  to  existing 
health  and  social  resources. 

• Facilities  to  deal  with  intoxicated 
persons  are  needed  to  free  law  en- 
forcement agencies  for  other  duties. 

• Criminal  law  is  not  an  appropriate 
answer.  Alcoholism  is  a health 
problem. 

Several  actions  have  already  re- 
sulted from  the  study:  Secretary 
Richardson  has  contacted  ail  state  gov- 
ernors and  members  of  Congress 
recommending  adoption  of  a Uniform 
Alcoholism  and  Intoxication  Treat- 
ment Act  by  each  individual  state.  He 
said,  "Under  the  Act,  instead  of  police 
detention  on  criminal  charges,  alcohol- 

Region  VI  head  named 

Secretary  of  Health  J.  Finton  Speller 
has  announced  the  appointment  of 
Frank  Sellers,  Jr.,  Pittsburgh,  as  execu- 
tive director  of  the  health  department’s 
Region  VI  office  at  the  Meadville.  He 
had  been  employed  by  the  department 
at  C.  Howard  Marcy  State  Hospital  in 
Pittsburgh. 

John  W.  Larson.  M.D.,  will  continue 
to  serve  as  medieal  director. 


ic  individuals  will  receive  medical 
treatment  with  appropriate  follow-up 
involving  medical,  social,  vocational, 
and  rehabilitative  services.” 

Morris  E.  Chafetz,  M.D.,  director  of 
the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism,  said  that  the 
government  has  launched  a national 


public  service  advertising  campaign  as 
a means  of  educating  the  public  in  an 
effort  to  reduce  the  misuse  of  alcohol. 
The  effort  will  include  new  publica- 
tions and  films  on  problems  of  alcohol 
abuse  and  the  development  of  curricu- 
lum guidelines  for  alcohol  education  in 
schools. 


Western  Pa.  RMP  requests 
funding  for  new  projects 


Federal  support  in  the  amount  of 
$1,375,702  has  been  requested  by  the 
Western  Pennsylvania  Regional  Medi- 
cal Program  (WP/RMP)  in  an  applica- 
tion to  Regional  Medical  Programs 
Service,  Health  Services  and  Mental 
Health  Administration  of  the  U.S. 
Department  of  Health,  Education,  and 
Welfare,  for  the  fiscal  year  1973. 

New  proposed  projects  include  (1)  a 
radiation  therapy  project  based  at  the 
Presbyterian-University  Hospital  in 
Pittsburgh  to  provide  more  precise 
calculations  for  radiation  for  cancer  pa- 
tients to  hospitals  throughout  the 
region;  (2)  a project  for  training 
primary  nurse  practitioners,  with  the 
University  of  Pittsburgh  School  of 
Nursing  conducting  the  academic  por- 
tion and  physicians  throughout  the 
region  acting  as  preceptors  to  teach 
nurses  to  assess  patients’  conditions  and 
monitor  their  progress  in  areas  remote 
from  direct  physician  contact;  and  (3)  a 
high  blood  fat  screening  program  of 
school  children  in  the  Beaver  County 
area. 

The  grant  will  also  finance  the  con- 
tinuation of  ongoing  training  pro- 
jects— home  health  aides  in  Cambria- 
Somerset  Counties,  regional  chemo- 
therapy cancer  treatment,  diabetic  pa- 
tient care,  technicians  and  physicians  in 

AMTA  to  meet  here 

The  American  Medical  Tennis  Asso- 
ciation (AMTA)  has  scheduled  its  first 
meeting  in  the  Northeast  for  June  25- 
28  at  the  Buck  Hill  Inn  in  Buck  Hill 
Falls. 

Host  will  be  AMTA  Director 
William  Besser,  Princeton,  N.J.  Early 
reservations  are  advised. 


pulmonary  disease  treatment  in  Clear- 
field, Cameron,  Jefferson,  and  Elk 
Counties;  and  the  Pittsburgh  Sickle 
Cell  Society  program. 

Four  previously  supported  projects 
would  be  discontinued  as  separate  proj- 
ects in  July,  with  only  essential  portions 
being  retained  as  WP/RMP  services. 
The  training  of  coronary  care  nurses 
would  become  a fee-for-service  pro- 
gram. Physical  education  treatment  for 
hypertensive  patients  would  be  turned 
over  to  the  continuing  education 
division  of  the  University  of  Pittsburgh 
School  of  Medicine.  Community-based 
physician  teaching  faculties  would  be 
supported  by  registration  fees  of  atten- 
dants, and  the  Regional  Medical 
Library  Service  would  receive  adminis- 
trative support  only  with  the  photocopy 
service  being  supported  by  a minimal 
charge. 

Ethical  problems 
discussed  at  meeting 

The  Pennsylvania  Medical  Society 
Committee  on  Medicine  and  Religion 
met  in  March,  the  month  designated  as 
"Medicine  and  Religion  Month,”  to 
discuss  ethical  problems  brought  on  as 
a result  of  the  many  scientific  and 
technological  advances  currently  being 
made. 

Problems  on  abortion,  the  techno- 
logy of  reproduction,  behavioral  con- 
trol, genetic  engineering,  human  ex- 
perimentation, and  mercy  death  are 
matters  of  common  interest  between 
physicians  and  clergymen  requiring 
understanding  and  cooperation,  ac- 
cording to  a statement  from  Robert  S. 
Sanford,  M.D.,  Mansfield,  chairman 
of  the  committee. 
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Let  Your  Aides  Know  Your  Rules! 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


While  the  average  physician’s  office  has  (or  should  have) 
a friendly,  relatively  informal  atmosphere,  there  are  ob- 
viously a number  of  basic  rules  which  all  employees  should 
know  and  respect.  Unfortunately,  however,  far  too  many 
doctors  tend  to  ignore  the  relatively  simple  task  of  es- 
tablishing the  policies  for  their  own  offices.  If  they  have  es- 
tablished any  policies,  moreover,  many  of  these  doctors 
have  neglected  making  sure  they  are  known  to  the  office 
staff. 

I strongly  encourage  each  of  my  clients  to  determine 
specifically  what  policies  he  should  have  as  to  his  employ- 
i ees’  working  conditions,  vacation  and  sick  leave  rights, 
salaries  and  bonuses,  fringe  benefits,  etc.  Furthermore,  I 
just  as  strongly  encourage  my  clients  to  put  their  policies 
! into  writing  and  make  sure  that  each  existing  employee  and 
each  employee  hired  thereafter  has  been  given  a copy. 

iVhy  is  this  important?  Doctors  often  react  against  a set 
of  written  rules  on  the  basis  that  they  make  their  working 
relationship  too  "impersonal”.  Others  claim  they  prefer  to 
treat  their  few  employees  as  "flexibly”  as  possible  and  they 
believe  written  policies  (if  any  exist)  would  limit  their 
freedom  to  treat  each  employee  and  each  situation  inde- 
pendently. 

The  fact  remains,  however,  that  a doctor  has  more  to  lose 
than  he  can  ever  gain  from  the  lack  of  written  policies.  One 
of  the  worst  personnel  problems  is  lack  of  communication, 
with  an  employee’s  resulting  uncertainty  as  to  exactly  what 
her  rights  and  obligations  are.  It  is  far  better  that  an  aide 
know  she  will  not  be  paid  for  more  than  a specific  number 
of  days’  sick  leave  than  for  her  to  be  uncertain  - and  far  eas- 
ier for  you  if  she  should  become  ill.  Similarly,  it  is  better 
that  your  employee  know  when  you  will  consider  raising 
her  pay  or  giving  her  a bonus  than  for  her  to  either:  (1) 
raise  the  subject  to  you  at  the  wrong  time  and  hence  be 
turned  down,  or  (2)  quietly  develop  a pique  that  you  have 
not  given  her  a raise. 

These  points  were  driven  home  rather  forcefully  in  a 
recent  survey  I performed  of  a four-man  specialty  practice. 
A secretary  was  still  on  the  office  payroll  after  four  months’ 
absence  due  to  an  operation.  Each  doctor  was  upset  that 
this  situation  was  continuing,  but  none  of  them  had  faced 
up  to  telling  the  employee  when  her  salary  would  cease.  The 
employee,  on  the  other  hand,  had  been  uncertain  as  to  her 
financial  prospects  from  the  beginning,  and  although  she 
was  delighted  to  continue  receiving  full  salary  she  never 
knew  when  it  might  end.  The  matter  was  one  of  embarrass- 
ment which  could  easily  have  been  avoided  by  advance  ' 
planning. 

The  use  of  written  personnel  policies  has  still  another  ad- 
vantage. If,  as  suggested  in  last  month’s  article,  the  doctor 
provides  various  fringe  benefits  (hospitalization  insurance, 
disability  income  insurance,  life  insurance,  formal  retire- 
ment plans,  etc.),  then  he  should  make  those  benefits  known 


to  the  recipients.  The  benefits  are  to  the  employees’  advan- 
tage, and  thus  the  employees  should  be  caused  to  appreciate 
their  value  to  the  fullest  extent  possible.  A specific  writing 
will  usually  be  the  best  way  to  describe  those  benefits,  hence 
giving  them  a real  value  in  fostering  an  effective,  loyal  of- 
fice staff. 

Finally,  putting  the  policies  in  writing  need  not  affect  the 
personal  relationship,  informality,  etc.  that  may  exist  in  an 
office.  The  policy  can  be  given  each  present  employee  in  a 
friendly  manner  as  the  doctor’s  effort  to  keep  his  aides  well 
informed.  The  office’s  personality  and  productivity  will 
depend  on  its  people,  not  on  the  writing. 

Suggested  Form  of  Written  Policy 

The  following  is  a suggested  form  of  written  "Office  Per- 
sonnel Policy”  which  I have  offered  my  clients.  While  it  is 
general  in  form,  requiring  adaptation  to  fit  each  individual 
practice  (changes,  additions  and  deletions  are  expected  in 
each  case),  it  is  offered  as  a basis  for  each  doctor’s  developing 
his  own  document  quickly  and  easily. 

John  J.  Jones,  M.D. 

Office  Personnel  Policy 

This  information  is  provided  to  assure  an  under- 
standing of  the  obligations  and  rights  of  both  the 
doctor  and  the  employee.  By  attempting  to  avoid  any 
confusion  on  these  matters,  it  is  hoped  that  we  can  all 
work  together  in  a friendly  and  productive  atmos- 
phere. If  you  have  any  questions,  please  feel  free  to 
raise  them. 

1 . WORKING  HOURS:  Our  basic  hours  are 
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a.m.  to p.m.  on  Mondays  through  Fridays. 

[Some  employees  will  have  different  hours  than  this 
by  pre-arrangement.]  We  try  to  close  the  office  on 
time  each  day,  but  there  are  times  when  we  cannot  do 
so — in  these  cases  we  expect  you  to  stay  on  as  needed. 

2.  LUNCH  HOUR:  One  hour  is  provided  for  lunch, 

which  must  be  arranged  among  our  employees  to  as- 
sure proper  coverage  of  the  office.  [Or:  Our  lunch 
hour  is  from  to _,  but  we  must  arrange  be- 

tween us  to  cover  the  office  at  the  beginning  and  end 
of  that  hour.] 

3.  UNIFORMS:  All  employees  [except  the  recep- 
tionist, bookkeeper,  ...]  in  this  office  are  required  to 
wear  uniforms.  They  are  to  be  provided  and  main- 
tained at  your  own  expense. 

4.  HOLIDA  YS:  We  close  the  office  for  the  following 
paid  holidays:  [Strike  or  add  as  appropriate, 
including  any  special  religious  holidays] 

New  Year’s  Day 
President’s  Day 
Memorial  Day 
Independence  Day 
Labor  Day 
Thanksgiving  Day 
Christmas  Day 

If  any  of  these  holidays  should  fall  on  a weekend,  we 
will  [will  not]  be  closed  on  the  nearest  weekday. 

5.  VACATIONS:  Each  employee  is  entitled  to  two 
weeks’  vacation  during  each  calendar  year.  No  vaca- 
tion will  be  allowed  until  you  have  been  employed  for 
six  months,  and  no  unused  vacation  will  be  paid  for  if 
you  leave  within  12  months.  After  you  have  been 
employed  five  full  calendar  years,  you  will  be  entitled 
to  three  weeks’  vacation.  Part-time  employees’  vaca- 
tion time  will  be  proportionately  less.  [Or:  Part-time 
employees  are  entitled  to  no  paid  vacation] . 

Since  we  must  assure  proper  coverage  of  the  office  at 
all  times,  vacations  must  be  requested  at  least  a month 
in  advance,  and  will  be  granted  to  suit  you  and  the 
other  employees’  requests  as  closely  as  possible. 

6.  SICK  LEA  VE:  After  6 months  of  employment, 
each  employee  is  entitled  to  five  working  days  of  paid 
sick  leave,  if  necessary.  After  a full  year  of 
employment,  each  employee  will  be  entitled  to  10 
working  days  of  paid  sick  leave  per  calendar  year,  if 
necessary.  Any  additional  absence  because  of  illness 
will  be  without  pay. 

Sick  leave  is  to  be  used  only  when  your  absence  is  un- 
avoidable because  of  illness,  and  a medical  certificate 
may  be  requested.  Sick  leave  is  not  cumulative  from 
year-to-year,  nor  will  any  unused  sick  leave  be  paid 
for. 


Mr.  Beck  i.s  president  of  Management  Consulting  for 
Professionals,  Inc.  of  Bala  Cynwyd,  Pennsylvania. 


7.  OTHER  ABSENCES:  Any  other  absences  from 
work  will  be  without  pay  and,  unless  approved  in  ad- 
vance, may  be  cause  for  termination. 

8.  TERMINATION:  After  the  first  three  months  of 
employment,  we  will  provide  at  least  two  weeks’  no- 
tice or  two  weeks’  salary  in  case  of  termination.  You 
are  similarly  expected  to  give  at  least  two  weeks’  no- 
tice of  termination. 

9.  COMPENSATION:  All  salaries  are  reviewed  once 

a year,  during  the  month  of . [Or: 

Each  person’s  salary  is  reviewed  annually  on  the  anni- 
versary of  his  or  her  employment.]  This  is  a review 
only,  for  salaries  are  adjusted  only  on  the  basis  of 
merit. 

Please  do  not  ask  for  or  expect  salary  raises  at  other 
times  of  the  year.  [If  you  have  a practice  of  raising  a 
person’s  pay  after  a three-month  test  period,  state  it 
specifically.] 

We  do  not  have  any  practice  of  paying  special 
bonuses,  on  the  basis  that  your  good  work  should  be 
reflected  in  your  salary. 

[Insert  overtime  arrangements,  if  any] . 

10.  OTHER  BENEFITS:  [Use  as  appropriate]. 

We  provide  free  medical  services  for  you  and  your  im- 
mediate family  (your  spouse  and  your  children).  This 
includes  our  services  only  and  does  not  include  any 
other  doctor’s  fees,  hospital,  etc. 

We  provide  group  medical  insurance  through  Blue 
Cross/Blue  Shield  [or  name  other  carrier]  for  our  em- 
ployees. You  will  become  eligible  for  this  insurance 
after  six  months  of  employment  and  upon  your  then 
requesting  coverage.  We  will  then  provide  you  with 
an  explanation  of  the  benefits  and  any  proper  enroll- 
ment card. 

We  provide  disability  income  insurance  for  our  em- 
ployees under  age who  have  been  employed  for 

at  least  one  year.  This  insurance  provides  you  with 

payments  of  $ per  month  after  a day 

waiting  period  in  case  you  are  unable  to  work  because 
of  illness  or  accident.  Upon  your  request  when  you 
become  eligible  we  will  provide  this  coverage  and 
explain  the  benefits. 

We  maintain  a funded  retirement  plan  [Keogh  Plan, 
corporate  pension  or  profit  sharing  plan]  for  all 
doctors  and  employees  who  have  been  employed  for 

years  [months] . We  will  provide  you  with  an 

explanation  of  the  plan  upon  your  request  when  you 
become  eligible. 

We  provide  a group  life  insurance  policy  for  employ- 
ees who  have  been  employed  for  at  least  

months.  This  policy  provides  all  non-doctor  employ- 
ees with  $ of  life  insurance  [plus  $ extra 

in  case  of  accidental  death.]  Please  ask  for  coverage 
and  details  when  you  become  eligible. 

[11.  SPECIAL  ITEMS.  As  Joining  and  dues  payment 
of  medical  or  dental  assistants’  societies,  educational 
assistance,  laundry  arrangements,  special  instructions 
as  to  office  routines  or  supervision,  etc.] 
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Mylanta 

24  million  hours 

a day* 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 

V 


aiumirtum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = paHenf  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91109 


Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


outlook  in 


dironic 


pam 

JL  of  moderate  to  sevei 


severe  intensit>' 


Though  Talwin®  can  be  compared 
^o  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
/ for  prolonged  periods  face  fewer  of 
ithe  consequences  you Ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are; 


• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Iklwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe — day  or  night  --  even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a outlook  in 


Contraindications: Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute-  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


diromc 

pain 

A of  moderate  to  severe  intensity 

of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal;  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic;  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallbrphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg, 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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MOVE-OUT  STICKY  MUCUS 


In  asthma,  bronchitis  . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (. . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 


lODO-NIACIN 

Each  SLOSOL  coated  tablet  contains  potassium  COLE  M 

iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

”...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 


INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLERDSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

DPHTHALMDLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HDW  SUPPLIED:  Cole’s  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO-NIACIN'  *• 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 

niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c.  t 


References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

~ George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
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regulation? 
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Results  of  a questionnaire  to 
7000  physicians: 

82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Herbert  L.  Ley,  Jr., 
M.D.,  Formerly 

Commissioner,  F.D.A. 
(1968-1969) 

Currently  Medical  Consultant 


In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  whai 
the  medical  communitj 
and  federal  regulators  d( 
will  often  be  represented  ir 
simplistic  and  somewha 
misleading  terms. 

One  illustration  of  th( 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti 
coagulant  drugs  severa 
years  ago.  This  FDA  actioi 
was  given  publicity  by  the 
press  and  television  that 
went  far  beyond  its  prob 
able  importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi 
tioner  who  had  patients 
taking  these  medications. 
Since  the  practitioner  and| 
pharmacist  had  not  been 
informed  of  the  action  by 
'the  time  it  was  publicized,, 
in  most  states  they  were, 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  be  to  use  profes- 
sional publications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention;  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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! Henry  W.  Gadsden, 
Chairman  & Chief  Executive 
; Officer,  Merck  & Co.,  Inc. 


In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
;Co  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
process  that  can  have  far- 
freaching  impact  on  the 
practice  of  medicine.  Yet 
I 'Tiany  events  in  the  recent 
bast  indicate  that  this  is 
jaot  happening.  For  exam- 
ole,  it  is  apparent  from 
drug  efficacy  studies  that 
ohe  NAS/NRC  panels  gave 
little  consideration  to  the 
svidence  that  could  have 
oeen  provided  by  practic- 
.ng  physicians. 

There  are  several  current 
developments  that  should 
ncrease  the  concern  of 
oracticing  physicians  about 
irug  regulatory  affairs.  One 
|s  the  proliferation  of  mal- 
I Practice  claims  and  litiga- 
I ion.  Another  is  the  effort 

■ oy  government  to  establish 
;he  relative  efficacy  of 

1 drugs.  This  implies  that  if 
1 physician  prescribes  a 
! drug  other  than  the  “estab- 
ished”  drug  of  choice,  he 
I .nay  be  accused  of  practic- 
: i ng  something  less  than 

■ :irst-class  medicine.  It 
1 [would  come  perilously 
I dose  to  federal  direction  of 
: low  medicine  should  be 

■ practiced. 

In  order  to  minimize  this 

■ vind  of  arbitrary  federal 
: action,  a way  must  be 

■ bund  to  give  practitioners 
3oth  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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In  acute  gonorrhea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  aonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentohydrote)— For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ® 1972  The  Upjohn  Company 


Warnings;  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials:  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in  hemo- 


Irobiciii* 

sterile  spectinomycin  di hydrochloride 
pentahydrate,  Upjohn 

single-dose  intramuscular  treatment 


High  cure  rate:*  96%  of  571  maies,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a singie-dose^  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 

Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  be  closely  observed  clinically.  Monthly  serological  follow-up  for  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 

*Data  compiled  from  reports  of  14  investigators.  ^*Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatab!e  and  were  not  included. 


globin,  hematocrit  and  creatinine  clearance;  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Ma/e-^single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrheal  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female-single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied:  Vials,  2 and  4 grams— with  ampoule  of  Bocterio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrate  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  mcg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/ml  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 
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wsodLAiir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators^"''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement^'^  and  observation  of  clinical  improvement/'^ 
Indications;  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.;  Angiology  17:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  15:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R.;  Angiology  15:82-87 
(Feb.)  1964.  laboratories 
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Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


PENNSYLVANIA 

MEDICINE 


m.d.'s  in  the  news 


The  Pennsylvania  Society  of  Internal 
Medicine  (PSIM)  held  its  first  annual 
socioeconomic  seminar  at  the  El 
Conquistador  Hotel  in  Puerto  Rico 
recently.  Among  the  speakers  were  R.S. 
Pressman,  M.D.,  Philadelphia,  past 
president  of  PSIM;  Harry  Shubin, 
M.D.,  Philadelphia;  Roy  Titchworth, 
M.D.,  Pittsburgh;  R.  Douglas  Collins, 
M.D.,  Berwick;  Frank  J.  Vossenberg, 
M.D.,  King  of  Prussia;  and  Alexander 
Minno,  M.D.,  Pittsburgh,  past  pres- 
ident of  PSIM. 

William  H.  Gehron,  Jr.,  M.D.,  has 

been  installed  as  president  of  the 
Lycoming  County  Medical  Society.  C. 
Jack  Rodgers,  M.D^,  is  the  new 
president-elect;  Richard  B.  Tobias, 
M.D.,  Williamsport,  is  vice-president; 
Richard  F.  Tignor,  M.D.,  Williams- 
port, secretary;  Edward  N.  Moser, 
M.D.,  Williamsport,  assistant  secre- 
tary; Donald  E.  Shearer,  M.D.,  Mon- 
toursville,  is  treasurer;  and  Chan  Yoon, 
M.D.,  Williamsport,  assistant  treasurer. 

The  Chester  County  Medical  Society 
recently  installed  new  officers.  Stephen 
M.  Hanson,  M.D.,  chief  of  pathology  at 
Coatesville  Hospital,  is  president;  Rob- 
ert Poole,  M.D.,  Chester,  is  president- 
elect; William  F,  Fox,  M.D.,  West 
Chester,  vice-president;  Thomas  S. 
Johnston,  M.D.,  West  Chester,  treas- 
urer; and  Donald  E.  Harrop,  M.D., 
county  coroner,  treasurer. 

Cyrus  Mineo,  M.D.,  Chester,  bas 
been  elected  to  fellowship  in  the  Ameri- 
can Academy  of  Ophthalmology  and 
Otolaryngology.  He  is  clinical  in- 
structor at  Temple  University  Hospital 
and  an  assistant  surgeon  at  Wills  Eye 
Hospital. 

Thomas  M.  Durant,  M.D.,  Glad- 
wyne,  cardiologist  and  professor  of 
medicine  at  Temple  University  School 
of  Medicine,  has  been  selected  to  re- 
ceive the  American  College  of 
Physicians’  distinguished  teacher 
award. 

Lee  H.  Shields,  M.D.,  New  Cum- 
berland, is  the  recipient  of  the  William 
H.  Seibert  Prize  Fund  award  of  the 
Central  Pennsylvania  Academy  of 
Medicine  for  scientific  activities  which 
have  benefited  humanity.  He  is  largely 
responsible  for  establishing  two  pro- 
grams in  the  Harrisburg  area:  the 


primary  rheumatic  fever  program  and 
the  coronary  risk  program  of  the  Penn- 
sylvania Heart  Association. 

Washington  County  Medical  Society 
has  elected  the  following  new  officers: 
Drs.  Bernard  Berman,  president;  Grant 
Underwood,  president-elect;  John  Mc- 
Ginnis, vice-president;  and  Ernest 
Abernathy,  secretary-treasurer.  The 
new  officers  are  all  from  Washington. 

William  Atlee,  M.D.,  Lancaster,  has 
been  installed  as  president  of  the 
Lancaster  County  Medical  Society. 
Paul  H.  Ripple,  M.D.,  also  of 
Lancaster,  is  president-elect.  Vice- 
president  is  William  G.  Ridgeway, 
M.D.,  Akron;  and  F.  Barrie  Moberg, 
Lancaster,  is  secretary-treasurer. 

M.  Jeffrey  Maisels,  M.D.,  has  been 
appointed  assistant  professor  of  pediat- 
rics at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty. He  is  a native  of  Johannesburg, 
South  Africa,  and  has  most  recently 
been  research  hematologist  at  Walter 
Reed  Army  Institute  of  Research  and  a 
neonatologist  at  Walter  Reed  Army 
Medical  Center. 

Jerome  Cotier,  M.D.,  clinical  assist- 
ant professor  of  orthopaedic  surgery  at 
Jefferson  Medical  College,  has  been 
elected  to  the  board  of  directors  of  the 


American  Academy  of  Orthopaedic 
Surgeons. 

Bernard  W.  Mayer,  M.D.,  Glad- 

wyne,  has  been  named  director  of  the 
department  of  anesthesiology  at  St. 
Christopher’s  Hospital  for  Children. 
Dr.  Mayer  is  associate  professor  of  an- 
esthesiology and  assistant  professor  of 
pediatrics  at  Temple  University’s 
School  of  Medicine. 

The  Sons  of  the  American  Revolu- 
tion Gold  Citizenship  Medal  has  been 
awarded  to  George  A.  Hahn,  M.D., 
Gladwyne,  for  his  service  with  the  S.S. 
HOPE  and  for  his  work  with  the 
People-to-People  Foundation.  Dr. 
Hahn  is  professor  of  obstetrics  and 
gynecology  at  Jefferson  Medical 
College  and  is  the  immediate  past  pres- 
ident of  the  Philadelphia  County  Med- 
ical Society. 

Surgeon  General  of  the  United 
States,  Jesse  L.  Steinfeld,  M.D.,  has 
been  awarded  an  honorary  degree, 
Doctor  of  Laws,  by  Gannon  College  at 
the  annual  convocation  of  the  Erie 
Postgraduate  Institute.  The  degree  was 
awarded  in  recognition  of  his  achieve- 
ments as  a physician,  research  scientist, 
and  medical  educator. 

Residents  of  Monaca  honored  John 
A.  Mitchell,  M.D.,  with  a testimonial 


THE  DOCTORS’  WIVES  GROUP  of  the  Children’s  Hospital  of  Philadelphia 
prepared  and  held  an  international  buffet  at  the  Philadelphia  County  Medical  So- 
ciety building  for  the  hospital  medical  staff.  Left  to  right  are  Dr.  and  Mrs.  Russell 
C.  Raphaely,  Dr.  and  Mrs.  Sylvan  E.  Stool,  and  Dr.  and  Mrs.  John  J.  Downes.  Mrs. 
Raphaely  was  chairman  of  the  event,  Mrs.  Stool,  vice-chairman,  and  Mrs.  Downes 
a member  of  the  board. 
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dinner  on  the  occasion  of  his  retirement 
after  thirty-eight  years  of  service. 

Daniel  A.  Hall,  M.D.,  Philadelphia, 
has  been  named  chief  of  the  Temple 
University  unit  of  the  Regional  Medi- 
cal Program.  He  is  the  former  deputy 
health  commissioner  for  medical  care 
in  Philadelphia. 

Nikitas  J.  Zervanos,  M.D.,  has  been 
named  "Outstanding  Man  of  the  Year” 
by  the  Lancaster  Jaycees.  The  award  is 
in  recognition  of  his  services  as  director 
of  the  Family  and  Community  Medi- 
cine Program  and  for  his  planning 
which  led  to  the  establishment  of  the 
addictive  disease  unit  at  Lancaster  Gen- 
eral Hospital. 

Plaques  in  recognition  of  fifty  years 
of  service  have  been  awarded  to  three 
Berks  County  physicians:  Fred  E.  Per- 
fect, M.D.,  Wyomissing;  Michael  I. 
Penta,  M.D.,  Reading;  and  D.  Kepner 
Lessig,  M.D.,  Reading. 

C.L.  Isenberg,  M.D.,  Saxon,  was 
honored  as  "Boss  of  the  Year”  by  the 
Tussey  Mountain  Jaycees  recently  for 
outstanding  service  to  the  community. 

William  H,  Erb,  M.D.,  Ridley  Park, 
has  been  elected  president  of  the 
Philadelphia  Academy  of  Surgery.  Dr. 
Erb  is  chief  of  surgery  and  chairman  of 
Taylor  Hospital’s  executive  committee 
for  the  medical  staff. 

Robert  L.  Sadoff,  M.D.,  clinical  as- 
sistant professor  of  psychiatry  and  lec- 
turer in  law  at  Temple  University,  has 
been  elected  president  of  the  American 
Academy  of  Psychiatry  and  the  Law. 

Wesley  D.  White,  M.D.,  has  been 
named  superintendent  of  White  Haven 
State  School  and  Hospital,  Luzerne 
County.  He  was  formerly  superin- 
tendent at  Pennhurst  State  School  and 
Hospital,  Spring  City. 

H.H.  Stauffer,  M.D.,  Hershey,  has 
been  appointed  to  the  staff  of  the  Em- 
ployees Health  Services  for  the  Penn- 
sylvania Department  of  Health. 

The  Samuel  D.  Gross  prize  of  the 
Philadelphia  Academy  of  Surgery  has 
been  awarded  to  Frederick  A.  Reichle, 
M.D.,  Philadelphia,  for  his  research 
studies  on  brain  and  liver  metabolism 
in  cirrhosis.  Dr.  Reichle  is  assistant 
professor  of  vascular  surgery  at  Temple 
University  School  of  Medicine.  He 
heads  the  surgical  section  of  Temple’s 
research  center  on  thrombosis. 

Alma  Dea  Morani,  M.D.,  clinical 
professor  of  surgery  at  the  Medical 
College  of  Pennsylvania,  attended  the 


first  International  Congress  of  Plastic 
Surgery  in  Rio  de  Janeiro,  Brazil 
recently. 

Erwin  D.  Funk,  M.D.,  Wyomissing, 
has  received  a testimonial  certificate 
recognizing  his  fifty  years  of  service  at 
Reading  Hospital. 

The  Hahnemann  Medical  College 
and  Hospital  honored  members  of  the 
staff  and  faculty  for  service  al  a recent 
dinner.  Charles  S.  Cameron,  M.D., 
Philadelphia,  and  John  Dolphin,  M.D., 
Collingswood,  N.J.,  were  recognized 
for  fifteen  years  of  service.  Dr. 
Cameron  is  chairman  of  the  board  of 
trustees  and  was  formerly  a dean  of  the 
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medical  college.  Dr.  Dolphin  is  as- 
sociate professor  of  pathology. 

Franklin  West,  M.D.,  Gladwyne, 
professor  of  mental  health  science  and 
director  of  the  division  of  clinical 
sciences,  was  honored  for  twenty  years 
of  service.  Benjamin  Calesnick,  M.D., 
Springfield,  was  cited  for  twenty-five 
years’  service.  He  is  a member  of  the 
pharmacology  department  and  is  head 
of  the  division  of  human  phar- 
macology. 

James  E.  Nixon,  M.D.,  associate  sur- 
geon at  the  Children’s  Hospital  of 
Philadelphia  discussed  "the  knee”  at 
the  sports  medical  clinic  at  Dickinson 
College,  Carlisle,  and  moderated  a dis- 
cussion on  adult  orthopedics  at  the 
Philadelphia  sectional  meeting  of  the 
American  College  of  Surgeons.  Dr. 
Nixon  is  associate  professor  of  ortho- 
pedic surgery  at  the  University  of  Penn- 
sylvania School  of  Medicine. 


Warren  W.  Nichols,  M.D  associate 
physician  at  the  Children’s  Hospital  of 
Philadelphia,  spoke  on  cytogenetic 
testing  at  the  Society  of  Toxicologists’ 
meeting,  Williamsburg,  Va.,  in  early 
March.  He  also  served  as  chairman  of 
the  Environmental  Mutagen  Society’s 
annual  meeting  in  Cherry  Hill,  N.J. 
recently. 

Peter  E.  Siegler,  M.D.,  has  been 
elected  president  of  the  Philadelphia 
Allergy  Society.  George  R.  Green, 
M.D.,  is  vice-president,  and  Irving  H. 
Itkin,  M,D.,  secretary-treasurer. 

Richard  S.  Evans,  M.D,,  director  of 
emergency  services  at  Allegheny  Hos- 
pital in  Pittsburgh,  participated  in  a 
symposium  on  community  medical 
services  and  emergency  departments 
sponsored  by  the  American  College  of 
Emergency  Physicians  in  Las  Vegas, 
Nevada,  recently. 

Ralph  Otterbein,  M.D.,  was  pre- 
sented with  a fifty-year  plaque  at  a 
recent  meeting  of  the  Warren  County 
Medical  Society.  He  has  served  as 
pathologist  and  chief  of  the  x-ray 
department  at  Warren  State  Hospital. 

Paul  I.  Whitaker,  M.D.,  Bethlehem, 
medical  director  for  the  Bethlehem 
Steel  Corporation,  is  the  recipient  of 
the  American  Academy  of  Occupa- 
tional Medicine’s  award  of  merit. 

Martin  D.  Kushner,  M.D.,  Bala 
Cynwyd,  has  written  a book  entitled 
"From  Russia  to  America:  A Modern 
Odyssey.”  It  is  an  autobiographical  ac- 
count of  his  youth  in  Russia,  his  at- 
tempt to  reach  Palestine,  his  emigration 
to  the  United  States,  and  his  successful 
attempt  to  work  his  way  through 
Temple  University  Medical  College. 
The  publisher  is  Dorrance  and  Co., 
Philadelphia. 

Mercy  Catholic  Medical  Center, 
Upper  Darby,  honored  two  physicians 
recently  for  twenty-five  years  of  serv- 
ice. They  are  John  J.  Wydraynski, 
M.D.,  and  John  F.  Brennan,  M.D., 
both  of  Philadelphia. 

Fred  G.  Holt,  M.D.,  Lebanon,  has 
joined  the  psychiatry  service  staff  at  the 
Lebanon  VA  Hospital.  He  was  for- 
merly chief  of  psychiatry  at  the 
Lancaster  General  Hospital 

Elected  to  the  staff  of  Miners  Hospi- 
tal in  Spangler  are:  Robert  C.  Magley, 
M.D.,  Ebensburg,  who  will  serve  as 
director:  Richard  C.  Murray,  M.D., 
Patton;  and  Raymond  L.  Dandrea, 
M.D.,  Spangler. 
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VD — Report  It! 


This  issue  of  Pennsylvania  Medicine,  on  page  47,  carries 
an  important  article  discussing  the  incidence  of  venereal 
diseases  in  the  Commonwealth.  Here,  as  throughout  the 
world,  gonnorrhea  and  syphilis  are  ’ pandemic.” 

Education  programs  aimed  at  teenagers  as  well  as  adults, 
the  establishment  of  free  treatment  clinics,  passage  by  the 
Legislature  of  a law  permitting  a doctor  to  treat  a minor  for 
these  diseases  without  parental  consent,  articles  in  national 
magazines,  and  even  an  hour  with  Marcus  Welby,  M.D.,  on 
the  necessity  to  halt  the  spread  of  these  diseases  have  not 
been  effective. 

More  and  more  Pennsylvania  physicians  are  being  called 
on  to  treat  venereal  diseases,  mainly  gonorrhea  and  syphilis. 
The  need  to  remain  up  to  date  in  their  management  is  obvi- 
ous. 


We  cannot  afford  to  overlook  evaluation  of  the  success  of 
therapy.  At  least  two  negative  smears  and  cultures  are 
required  before  considering  the  patient  cured.  Follow-up 
serological  tests  for  syphilis  are  essential  to  exclude  a mixed 
gonococcal-luetic  infection. 

Most  important,  but  often  neglected  or  overlooked,  is  the 
necessity  to  report  every  case  to  the  Pennsylvania  Depart- 
ment of  Health  for  appropriate  follow-up  of  contacts. 

Gonorrhea  and  syphilis  are  reportable  diseases  under  the 
regulations  of  the  Pennsylvania  Department  of  Health.  To 
control  the  spread  of  VD,  we’ve  got  to  cooperate. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Health  care  act  introduced 

The  State  Legislature,  which  recessed  in  the  middle  of 
March,  is  not  expected  to  return  to  Harrisburg  until  after  the 
presidential  primary  election  April  25.  A number  of  actions 
regarding  health  and  health  care  delivery  are  pending  during 
this  long  recess. 

S.B.  1312,  the  "Pennsylvania  Healthcare  Delivery  Act,” 
was  introduced  in  the  Senate  and  referred  to  the  Senate  Com- 
mittee on  Public  Health  and  Welfare,  which  is  expected  to 
conduct  hearings  on  it  this  spring.  The  bill  calls  for  the  cre- 
ation of  a Health  Care  Delivery  Council,  composed  of  the 
secretaries  of  community  affairs,  health,  and  welfare,  the  in- 
surance commissioner,  and  one  other  person  designated  by 
the  governor,  to  serve  as  chairman. 

Purposes  of  the  proposed  act  are:  (1)  to  prevent  duplica- 
tion of  health  care  delivery,  (2)  prevent  uneconomical  opera- 
tions in  health  care  delivery,  (3)  foster  universal  and  eco- 
nomical access  to  quality  medical  care  for  all  citizens  of  the 
state,  (4)  assure  orderly  growth  and  planning  of  health  care 
facilities,  (5)  encourage  and  implement  new  arrangements  for 
high  quality  medical  care,  and  (6)  to  supplement  and  coor- 
dinate methods  of  controlling  health  care  facilities,  such  as 
voluntary  area-wide  planning  agencies,  and  to  add  new  con- 
trols and  regulations  as  may  be  necessary. 

The  Health  Care  Delivery  Council  would  advise  and  make 
recommendations  to  the  secretary  of  health  on  the  adminis- 
tration of  the  proposed  act. 

If  the  bill  should  pass,  the  secretary  of  health  would  have 
the  following  powers: 

( 1 ) To  develop  a master  plan  for  health  services  and  health 
care  within  the  Commonwealth  to  assure  quality  service  and 
care  to  each  resident  at  the  least  possible  cost. 

(2)  To  approve  the  schedules  of  rates,  payments,  reimbur- 


sements, grants  and  other  charges  for  hospital  and  health 
related  services  rendered  by  any  hospital  or  health  care  facili- 

‘y- 

(3)  To  approve  the  utilization  of  facilities  and  equipment 
and  the  methods  of  review  thereof  at  any  hospital  or  health 
care  facility. 

(4)  To  approve  the  educational  and  teaching  programs 
conducted  at  any  hospital  or  health  care  facility. 

(5)  To  approve  all  systems  of  budgets,  accounting  and 
record  keeping  and  reporting  at  any  hospital  or  health  care 
facility. 

(6)  To  gather  data  on  and  to  make  investigations  and 
audits  of  the  operations  and  financial  affairs  of  any  hospital 
or  health  care  facility. 

(7)  To  approve  the  number  of  personnel  employed  by  any 
hospital  or  health  care  facility  and  the  compensation  paid  to 
such  personnel. 

(8)  To  approve  the  plans  for  new  construction  or  expan- 
sion of  existing  facilities,  services,  or  programs  at  any  hospi- 
tal or  health  care  facility;  to  formulate  programs  for  funding 
such  plans  and  to  administer  all  such  programs. 

(9)  To  approve  the  continuation  of  existing  services  and 
programs. 

( 1 0)  To  approve  the  accounting,  bookkeeping,  billing  and 
record  keeping  procedures  of  all  health  care  personnel  who 
bill  insurance  companies  or  some  other  third  party  for  health 
care  or  services. 

(1  1 ) To  require  financial  and  operational  reports  from  hos- 
pitals, health  care  facilities  and  health  care  personnel  and  to 
perform  audits  and  investigations  relative  to  the  enforcement 
thereof. 

(12)  To  approve  the  curricula,  standards  for  teachers  and 
requirements  for  graduation  or  successful  completion  of  any 

(Continued  on  page  50) 
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Symposium  of  the  Hand.  Volume  3.  edited  by  Lester  M. 

Cramer,  M.D.  and  Robert  A.  Chase,  M.D.  416  p.  illus.  St. 

Louis:  C.V.  Mosby  Co.,  1971.  $35.75 

This  volume  is  compiled  from  proceedings  of  the  Sym- 
posium of  the  Educational  Foundation  of  the  American  Soci- 
ety of  Plastic  and  Reconstructive  Surgeons  held  at  Stanford 
University  in  March  25,  26,  and  27,  1970.  It  is  not  and  is  not 
meant  to  be  a complete  textbook  on  band  surgery.  Interna- 
tionally recognized  orthopedic  surgeons,  each  of  the  twenty- 
six  contributors  has  given  his  own  views  and  experiences  in 
difficult  clinical  problems.  As  one  might  expect,  there  is  no 
attempt  at  continuity  in  writing  style.  This  is  ideal  in  a book 
of  this  nature  because  it  allows  each  man  more  freedom  in  his 
discussion. 


Some  of  the  diverse  topics  covered  are  Boutonniere  de- 
formity, ulnar  drift,  arthroplasty  of  the  hand,  congenital  mal- 
formations of  the  upper  limb,  and  rehabilitation  of  the  hand 
in  leprosy.  Chapters  present  a summary  of  the  authors  knowl- 
edge in  his  particular  specialty.  Most  chapters  are  referenced.  ! 
Illustrations,  both  drawings  and  photographs,  enhance  the  : 
author’s  presentations.  Preserving  the  conference  flavor,  ' 
question  and  answer  type  discussions  follow  each  chapter.  * 
This  book  would  be  invaluable  and  can  certainly  be  rec- 
ommended as  a worthwhile  reference  work  for  any  surgeon 
dealing  with  these  specific  problems. 

David  A.  Smith,  M.D. 

Medical  Editor 


Shands’  Handbook  of  Orthopedic  Surgery,  by  R.  Beverly 
Raney,  Sr.,  M.D.  and  H.  Robert  Brashear,  Jr.,  M.D.  with 
the  collaboration  of  Alfred  R.  Shands,  Jr.,  M.D.  8th  ed. 
543  p.,  illus.  St.  Louis:  C.V.  Mosby  Co.,  1971.  $1 5.50. 

The  eighth  edition  of  this  standard  reference  on  orthope- 
dic surgery  presents  a revision  of  basic  facts  and  principles 
without  any  loss  of  essential  knowledge.  Reorganized  and  up- 
dated, pertinent  information  has  been  added  to  many  topics 
as  well  as  new  illustrations  and  charts.  Of  particular  interest 
is  the  enlarged  chart  classifying  general  skeletal  affections 
which  now  includes  some  of  the  more  obscure  diseases. 

Shands’  book,  first  published  in  1937,  is  a leading  hand- 
book designed  as  a basic  reference  for  general  surgeons,  gen- 
eral practitioners,  interns  and  medical  students.  Its  primary 
objective  is  "presentation  of  the  fundamental  facts  and  prin- 


ciples of  orthopedic  surgery  concisely  but  in  sufficient  detail 
to  convey  a well-rounded  knowledge  of  the  subject.”  The  ob- 
vious thought  given  to  improving  and  revising  the  book  has 
enhanced  its  value  and,  in  doing  so,  attained  this  objective. 

There  have  been  many  small  alterations,  additions  and 
deletions,  but  all  necessary  facts  remain.  Most  notable 
among  the  additions  are  an  enlarged  chapter  on  tumors  and 
an  excellent  chapter  on  chronic  arthritis.  Included  in  the 
latter  is  a survey  of  arthroplasty.  Of  the  419  illustrations,  63 
are  new.  The  bibliography  is  complete  and  up  to  date,  with 
some  references  as  recent  as  1971. 

A comprehensive  reference,  this  book  would  be  useful  for 
any  physician  interested  in  general  orthopedics. 

David  A.  Smith,  M.D. 

Medical  Editor 


Preliminary  Call  to  the  1972  Annual  Session  of  the  House  of  Delegates 

The  1972  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania  Medical  Society  will  be 
called  to  order  in  the  Baroque  Ballroom  of  the  Host  Farm  Resort  Motel,  Lancaster,  at  1:00  p.m., 
Tuesday,  October  24,  1972.  The  second  session  of  the  House  of  Delegates  is  scheduled  for  Wednes- 
day, October  25,  1972,  in  the  Baroque  Ballroom,  beginning  at  2:30  p.m.  The  third  and  concluding  ses- 
sion of  the  House  of  Delegates  will  begin  Thursday,  October  26, 1972  at  9:00  a.m. 

All  proposed  amendments  to  the  Constitution  must  be  submitted  to  the  Office  of  the  Secretary  of 

this  Society  on  or  before  June  24,  1972.  Such  amendment  may  be  proposed  upon  the  written  petition 
of  fifteen  Active,  Senior  Active,  Resident  or  Intern  Members  of  the  Society,  or  by  the  Committee  on 
Constitution  and  By-Laws. 
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The  Venereal  Diseases  in  Pennsylvania,  1972 

LESLIE  NICHOLAS,  M.D. 

Philadelphia 

HUGH  B.  ROBINS,  M.D. 

Pittsburgh 

WILLIAM  D.  SCHRACK,  JR.,  M.D.,  DR.  P.H. 

Harrisburg 

The  present  high  incidence 
of  venereal  diseases  is  not  reflected 
with  too  much  accuracy  by  the  reported 
cases  because  so  many  physicians,  hos- 
pitals, and  clinics  fail  to  comply  with 
the  laws  which  require  reporting  of  the 
five  clinical  venereal  diseases  (syphilis, 
gonorrhea,  chancroid,  granuloma  in- 
guinale, and  lymphogranuloma  ven- 
ereum) and  some  laboratories  fail  to 
submit  reports  of  positive  findings. 

In  calendar  year  1971,  the  following 
incidence  of  the  venereal  diseases  was 
submitted  in  the  Commonwealth  of 
Pennsylvania  Venereal  Disease  Mor- 
bidity Report: 


Total 

Syphilis 

Percentage  of 
State  Reports 

Primary  and 
Secondary  Syphilis 

Percentage  of 

State  Reports 

State,  Excluding 
Philadelphia  & 

Allegheny  Counties 

2,719 

52.8 

123 

30.6 

Philadelphia 

1,635 

31.7 

233 

58.1 

Allegheny 

790 

15.3 

45 

11.2 

Total  State 

5,144 

401 

Total 

Gonorrhea 

Percentage  of 

State  Reports 

Total 

Venereal  Disease 

Percentage  of 

State  Reports 

State,  Excluding 
Philadelphia  & 

Allegheny.  Co. 

2,635 

15.2 

5,364 

23.8 

Philadelphia 

1 1 ,497 

66.6 

13,158 

58.6 

Allegheny 

3,129 

18.1 

3,923 

17.4 

Total  State 

17,261 

22,445 

Although  it  is  well  accepted  that 
there  may  be  more  opportunity  in  a 
large  city  to  have  a sexual  exposure 
and  more  chance  of  getting  infected 
where  more  infected  people  congre- 
gate, it  must  be  remembered  that  many 
individuals  living  in  the  counties,  even 
the  states,  adjacent  to  our  metropolitan 
areas  prefer  to  bring  their  venereal 
diseases  to  the  “big  city”  for  diagnosis 
and  treatment.  This  is  based  on  the  as- 
sumption that  specialized  care  is  more 
readily  available  in  the  city,  and  that 
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one  can  be  treated  with  a greater  possi- 
bility of  anonymity. 

Because  of  the  recent  advances  in 
the  diagnosis  and  treatment  of  the 
principal  venereal  diseases,  it  is  con- 
sidered appropriate  to  update  these 
subjects. 

The  most  commonly  used  serologic 
tests  for  syphilis  (STS),  the  Venereal 
Disease  Research  Laboratory  (VDRL) 
slide  test  and  the  Rapid  Plasma  Reagin 
Card  (RPRC)  test,  measure  reagin 
which  is  not  specific  for  treponemal 
disease.  These  tests  measure  only  the 
patient’s  antibody  response  and  do  not 
differentiate  the  infectious  from  the 
non-infectious,  the  active  infection 
from  the  latent,  or  the  need  for  more 
therapy  or  no  therapy.  In  the  absence 
of  any  sign  or  symptom  of  syphilis, 
and  in  the  absence  of  any  history  of 
prolonged  antibiotic  therapy  (for 
syphilis  or  any  other  infection),  the 
diagnosis  of  syphilis  should  not  be 
made  without  a reactive  fluorescent 
treponemal  antibody  absorption 
(FTA-ABS)  test.  Many  cases  of  un- 
diagnosed syphilis  are  treated,  either 
adequately  or  inadequately,  by  antibi- 
otic therapy  prescribed  for  illnesses 
other  than  syphilis. 

The  VDRL  and  RPRC  tests  do  not 
become  reactive  until  the  chancre  has 
been  present  7 to  10  days.  Darkfield 
examination  in  this  early  seronegative 
phase  permits  earlier  diagnosis. 

The  VDRL  and  RPRC  tests  reflect 
response  to  treatment  of  early  syphilis: 
in  a primary  case,  the  tests  should  be 
non-reactive  within  6 to  9 months 
after  therapy,  and  most  cases  of  treated 
secondary  syphilis  are  seronegative  12 
to  18  months  post-treatment. 

After  treatment  of  syphilis  of  more 
than  one  year’s  duration,  the  VDRL 
and  RPRC  often  show  no  change.  A 
titre  which  is  maintained  or  dimin- 
ished should  cause  no  concern  if  the 
other  pre-treatment  tests  (cerebro- 
spinal fluid,  physical  examination  of 
cardiovascular  system,  etc.)  were 
normal. 

The  FTA-ABS  test  only  rarely 
becomes  non-reactive  after  therapy, 
and  then  only  if  therapy  was  adminis- 
tered early  in  the  primary  stage. 
Therefore,  it  should  never  be  requested 
in  post-treatment  follow-up  unless  the 
original  diagnosis  of  syphilis  is  in  ques- 
tion. 

Patients  with  early  syphilis  (less 
than  one  year  in  duration),  in  addition 
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to  prompt  diagnosis  and  treatment, 
require  application  of  emergency 
epidemiologic  techniques  to  find  and 
prophylactically  treat  all  sexual  con- 
tacts. The  Venereal  Disease  Control 
Section  provides  to  the  private 
physician  this  service.  In  addition, 
medication  for  the  medically  indigent 
patient  is  available  on  request. 

Incubating  syphilis  in  a sex  contact 
of  a patient  with  proved  early  syphilis 
will  be  completely  cured  by  the  injec- 
tion of  2,400,000  units  of  benzathine 
penicillin  G (Bicillin®).  Penicillin 
remains  the  drug  of  choice  for  the 
treatment  of  the  patient  suffering  from 
syphilis.  Treponema  pallidum  has  not 
developed  any  demonstrable  resistance 
to  penicillin.  For  prophylactic  or  ac- 
tive treatment  of  the  patient  allergic  to 
penicillin,  either  tetracycline  hydro- 
chloride or  erythromycin  500  mg  four 
times  a day  for  fifteen  days  (total  dose 
of  30  grams)  may  be  substituted. 

Factors  which  may  account,  at  least 
in  part,  for  the  increased  reported  in- 
cidence and  recognition  of  gonorrheal 
infections  are:  (1)  Permissive  attitude 
of  young  people;  (2)  Widespread  use  of 
cyclic  contraceptive  medication;  (3) 
Diminished  use  of  the  condom  as  a 
contraceptive  device;  (4)  Development 
of  relative  resistance  to  antibiotics  by 
the  gonococcus;  (5)  Greater  recogni- 
tion of  another  reservoir:  the  asymp- 
tomatic male  urethra  as  well  as  asymp- 
tomatic infection  of  the  female;  (6)  Re- 
alization of  greater  incidence  of  ano- 
rectal gonorrhea  in  both  sexes;  and  (7) 
Recognition  of  the  fact  that  gonorrheal 
pharyngitis  is  not  uncommon,  and 
frequently  asymptomatic. 

The  smear  stained  by  the  Gram 
technique  is  valid  in  the  diagnosis  of 
gonorrhea  in  only  two  sites:  the  male 
uretha  and  the  conjunctiva. 

The  smear  technique  is  not  suitable 
for  the  female  genitalia,  anus  or 
pharynx. 

This  deficiency  of  the  smear  tech- 
nique is  compensated  for  by  culture  on 
selective  medium  (such  as  transgrow 
medium,  also  called  Martin-Lester 
Medium,  a modification  of  Thayer- 
Martin)  which  is  absolutely  necessary 
in  establishing  the  diagnosis  of 
gonorrhea  in  all  other  sites. 

Where  possible,  Thayer-Martin 
plates  should  be  utilized  in  obtaining 
primary  cultures.  When  used,  these 
plates  must  be  at  room  temperature  and 
be  placed  in  an  atmosphere  of  carbon 


dioxide  as  soon  as  possible  after  the 
specimen  is  obtained.  Where  the  use  of 
Thayer-Martin  plates  is  not  practicable, 
transgrow  medium  is  a convenient 
method  for  the  immediate  inoculation 
of  a special  selective  culture  medium  by 
the  physician  at  bedside,  in  the  office, 
or  in  the  clinic.  These  culture  bottles 
should  be  kept  at  room  temperature  or, 
better,  incubated  for  approximately  8 
to  12  hours  (overnight)  before  being 
mailed  to  the  laboratory.  Thus  there  is 
an  increased  chance  of  sustaining 
viability  of  the  organisms.  While 
transgrow  medium  is  better  than  other 
transport  devices,  it  is  still  less  than 
ideal  because  the  Neisseria  are  sensi- 
tive to  fluctuations  in  temperature 
which  may  be  experienced  in  shipping, 
and  the  CO2  concentration  may  be 
variable.  The  CO2,  instilled  under 
pressure,  is  absorbed  into  the  medium. 
It  is  hoped  that  following  inoculation, 
the  CO2  will  diffuse  from  the  medium 
to  an  adequate  degree.  At  the  time  of 
initial  isolation  from  patients,  at  least 
40  percent  of  the  gonococcal  strains 
are  CO2  dependent  and  will  be  missed 
if  carbon  dioxide  is  not  present  and 
available  in  the  culture  system 
employed. 

Following  culture,  the  growth  must 
be  submitted  to  a variety  of  tests  which 
identify  Neisseria.  Presumptively  posi- 
tive cultural  diagnosis  is  based  on:  (1) 
Typical  colonial  morphology,  (2) 
Oxidase-positive  colonies,  (3)  Gram- 
negative diplococci.  Definitely  positive 
cultural  diagnosis  is  based  on:  (1) 
Fluorescent  antibody  staining,  (2) 
Sugar  fermentation  reactions. 

Since  N.  gonorrhoeae  and  N. 
meningitides  react  similarly  to  each  of 
the  above  tests  except  the  sugar  fer- 
mentation reactions,  all  throat  cultures 
for  the  detection  of  the  presence  of 
gonococci  must  be  subjected  to  sugar 
fermentations.  In  this  way  alone,  can 
we  separate  the  20  to  30  percent  of  the 
population  who  harbor  meningococci 
and  other  Neisseria  in  their  throats 
from  the  patients  with  gonococcal 
pharyngitis,  unless  the  laboratory  has 
the  special  further  purified  fluorescent 
reagent  which  recently  became  avail- 
able and  which  is  specific  for 
gonococci,  and  will  not  cross-react 
with  the  meningococcus. 

The  minimal  laboratory  studies  for 
a female  patient  suspected  of  having 
gonorrhea  are  a culture  of  the  en- 
docervix  on  selective  medium  and 
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jV.  gonorrhoea— gram  stain  of  urethral  smear 


serologic  test  for  syphilis  (STS). 

The  preferred  laboratory  study  of 
the  female  patient  should  include  an 
ano-rectal  culture  in  addition  to  the 
endocervical  culture  and  STS. 

The  male  with  dysuria  only  (no 
urethral  discharge  for  smear  and  Gram 
staining)  should  have  a culture  of  the 
urethra  performed  by  use  of  a plat- 
inum loop  or  small  cotton  tipped 
applicator  rubbed  on  the  surface  of  the 
distal  part  of  the  urethra. 

Study  of  a male  who  admits 
homosexual  activity,  or  who  is 
suspected  of  being  homosexual,  should 
include  cultures  of  the  ano-rectal  canal 
as  well  as  the  pharynx  in  addition  to 
the  routine  urethral  smear  and/or  cul- 
ture and  STS. 

Treatment 

Treatment  of  gonorrhea  with  peni- 
cillin (2,400,000  units  of  aqueous 
procaine  penicillin  G for  males  in  one 
buttock  at  one  session,  and  4,800,000 
units  of  aqueous  procaine  penicillin  G 
for  females,  one  half  in  each  buttock  at 
one  session)  is  adequate  therapy  for  in- 
cubating syphilis. 

Treatment  of  gonorrhea  with  alter- 
nate antibiotics  is  not  adequate  thera- 
py for  incubating  syphilis,  so  serologic 
follow-up  (STS  monthly  for  90  days) 
should  be  ordered.  If  the  exposure  to 
early  syphilis  can  be  confirmed,  the 
patient  should  be  treated  in  addition 
for  epidemiologic  syphilis  (see  above). 

In  addition  to  syphilis,  gonorrhea, 
and  the  three  so-called  minor  venereal 
diseases  (chancroid,  granuloma  in- 
guinale and  lymphogranuloma  ven- 
ereum), there  are  many  other  venereal 
or  sexually-transmitted  diseases.  To 
help  rule  out  dual  infections,  an  STS  is 
indicated  in  all  cases  of  genital  ver- 
rucae,  genital  herpes,  molluscum  con- 
tagiosum,  pediculosis  pubis,  tricho- 
moniasis, ano-genital  moniliasis,  and 
non-gonorrhea  urethritis. 

Legal  Aspects 

Pamphlet  Law  1510,  which  requires 
laboratories  to  report  all  reactive  tests 
performed  for  the  diagnosis  of  syphilis 
and  gonorrhea,  does  not  relieve  the 
physician  of  the  responsibility  to 
report  his  venereally  infected  patients 
to  the  Venereal  Disease  Control  Sec- 
tion. This  law,  enacted  on  April  23, 
1956,  and  known  as  the  "Disease 
Prevention  and  Control  Law  of  1955” 


was  amended  on  December  1,  1971, 
by  adding  a section  to  read: 

"Section  14.1.  Treatment  of 
Minors. — Any  person  under  the  age  of 
twenty-one  years  infected  with  a 
venereal  disease  may  be  given  appro- 
priate treatment  by  a physician.  If  the 
minor  consents  to  undergo  treatment, 
approval  or  consent  of  his  parents  or 
persons  in  loco  parentis  shall  not  be 
necessary  and  the  physician  shall  not 
be  sued  or  held  liable  for  properly  ad- 
ministering appropriate  treatment  to 
the  minor." 

The  above  amendment  thus  incor- 
porates the  Commonwealth  of  Penn- 
sylvania Act  No.  10,  1970,  which 
granted  the  original  permission  to 
physicians  to  treat  minors  for  any 
venereal  disease  without  parental  con- 
sent and  is  hereafter  known  as  Act  No. 
156  of  1971. 

Syphilis,  gonorrhea,  chancroid, 
granuloma  inguinale,  and  lymphogran- 
uloma venereum  are  reportable  dis- 

Dr.  Nicholas  is  acting  chief  of  the 
venereal  disease  control  section  in 
the  division  of  epidemiology  of 
Community  Health  Services,  Phila- 
delphia Department  of  Public 
Health.  He  is  a member  of  the  sub- 
committee on  infectious  diseases  of 
the  Philadelphia  County  Medical 
Society.  He  is  also  clinical  professor 
of  medicine  at  Hahnemann  Medical 
College  and  Hospital  and  consultant 


eases.  The  laws  of  both  the  City  of 
Philadelphia  and  the  Commonwealth 
of  Pennsylvania  require  that  these 
diseases  be  reported.  Appropriate 
report  forms  are  available  in  Philadel- 
phia County  by  (1)  writing  to  the 
Venereal  Disease  Control  Section, 
Division  of  Epidemiology,  Community 
Health  Services,  500  S.  Broad  Street, 
Philadelphia,  Pennsylvania  19146;  or 
(2)  telephoning  (215)  686-51  1 7. 

In  Allegheny  County  they  may  be 
obtained  by  (1)  writing  to  the  Chief  of 
Venereal  Disease  Control  Section, 
Allegheny  County  Health  Department, 
604  City  County  Building,  Pittsburgh, 
Pennsylvania  15219;  or  (2)  tele- 
phoning (412)  355-4085. 

For  all  other  counties  of  Pennsyl- 
vania they  are  available  by  (1)  writing 
to  the  Venereal  Diseases  Section, 
Pennsylvania  Department  of  Health, 
P.O.  Box  90,  Harrisburg,  Pennsylvania 
17120;  or  (2)  telephoning  (717)  787- 
3740.  □ 

in  venereal  diseases  to  the  Secretary 
of  Health  of  the  Commonwealth  . 

Dr.  Robins  is  assistant  deputy 
director  in  the  division  of  medical 
services  of  the  Allegheny  County 
Health  Department  in  Pittsburgh. 

Dr.  Schrack  is  director  of  the 
division  of  communicable  diseases 
of  the  Pennsylvania  Department  of 
Health  in  Harrisburg. 
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Health  care  act  introduced 

( Continued  from  page  45) 

course  of  study  or  training  given  for  health  care  personnel 
within  the  Commonwealth. 

( 1 3)  To  approve  the  number  of  health  care  personnel  to  be 
trained  or  taught  at  any  skill  level  or  professional  within  the 
Commonwealth. 

(14)  To  otherwise  regulate  any  hospital  or  health  care  fa- 
cility as  may  be  necessary  to  carry  out  the  master  plan  for 
health  services  and  health  care. 

(15)  To  promulgate  such  rules  and  regulations,  not  incon- 
sistent with  law,  necessary  for  the  proper  administration  and 
enforcement  of  the  provisions  of  this  act. 

All  hospitals,  health  care  facilities,  and  health  care  per- 
sonnel would  be  required: 

( 1 ) To  submit  to  the  secretary  for  approval  the  schedules  of 
rates,  payments,  reimbursements,  grants  and  charges  for  hos- 
pital and  health  related  services  rendered  by  such  hospitals  or 
health  care  centers. 

(2)  To  submit  to  the  secretary  for  approval  any  plans  for 
new  construction  or  expansion  of  existing  facilities  at  any 
such  hospital  or  health  care  center. 

(3)  To  submit  to  the  secretary  for  approval  a plan  for  the 
utilization  and  continuation  of  all  facilities  and  the  review 
thereof  at  any  such  hospital  or  health  care  center. 

(4)  To  submit  to  the  secretary  for  approval  all  teaching  and 
educational  programs  to  be  conducted  at  any  such  hospital  or 
health  care  center. 

(5)  To  file  all  reports  required  by  the  secretary  relating  to 
the  operational  or  financial  status  of  any  such  hospital  or 
health  care  center  and  to  cooperate  with  agents  of  the  agency 
investigating  or  conducting  audits  relating  to  such  matter. 

(6)  To  establish  and  use  such  systems  of  budgets,  account- 
ing, record  keeping  and  reporting  at  any  such  hospital  or 
health  care  center  as  the  secretary  may  require. 

(7)  To  comply  with  all  orders,  rules  and  regulations  of  the 
secretary  relating  to  such  hospitals,  health  care  centers  or 
health  care  personnel. 

Another  abortion  bill  appears 

Philadelphia  Representatives  Martin  J.  Mullen  and  Harry 
R.J.  Comer  have  introduced  another  abortion  bill.  House  Bill 
1 959.  It  would  prohibit  allocation  of  state  monies  to  hospitals 
where  abortions  were  performed.  If  passed  the  proposed  law 
would  be  in  effect  until  the  legality  of  abortions  is  deter- 
mined. Observers  have  said,  however,  that  the  bill  has  little 
chance  of  passage.  The  Department  of  Public  Welfare  in- 
dicated the  state  would  subsidize  about  1,800  abortions  by 
June  30.  Meanwhile  the  Governor’s  Commission  to  Study 
Abortion  is  continuing  to  hear  testimony  at  public  hearings, 
and  the  State  Supreme  Court  has  taken  under  advisement  two 
cases  testing  the  constitutionality  of  the  present  abortion  law 
which  prohibits  illegal  abortion,  but  does  not  define  "legal 
abortion.” 

More  licensing  approved 

The  State  Senate  has  given  final  approval  to  two  bills  es- 
tablishing licensing  procedures  for  both  psychologists  and 
hypnotists  in  the  Commonwealth. 


Both  bills  originated  in  the  Senate  where  they  were 
passed,  and  were  amended  in  the  House.  In  accepting  the 
house  amendments,  the  Senate  places  the  bills  in  a position 
to  be  signed  into  law. 

The  first  bill  would  establish  a board  of  licensure  for  psy- 
chologists. These  holding  master’s  degrees  or  above  in 
psychology  or  related  behavioral  sciences  would  be  exempt 
from  the  licensing  requirement.  Others  would  be  required 
to  pay  a $50  fee  every  two  years  for  a license  and  obey  reg- 
ulations set  by  a seven-member  Pennsylvania  Board  of  Psy- 
chologist Examiners. 

The  second  bill  would  create  a five-man  State  Board  of 
Hypnotist  Examiners  consisting  of  one  doctor,  one  dentist 
and  three  hypnotists.  Physicians,  dentists,  licensed  psy- 
chologists, ministers  and  optometrists  would  be  exempt 
from  licensing  and  would  not  be  required  to  pay  the  $40  fee 
for  the  biennial  license. 

Funding  still  questioned 

Following  the  passage  of  the  subsidy  bills  for  the  Com- 
monwealth’s medical  schools  (reported  in  Pennsylvania 
Medicine  in  March)  a group  of  representatives  introduced 
in  the  House  six  bills  aimed  at  forcing  a payback  of  monies 
or  practice  in  the  Commonwealth  by  all  medical  students 
entering  the  schools  in  1972.  All  of  the  bills — H.B.  1983, 
1984,  1985,  1986,  1987  and  1988,  were  referred  to  the 
Committee  on  Education. The  action  came  after  the  subsidy 
bills  for  fiscal  year  1971-72  were  passed  by  both  houses 
without  amendments  requiring  payback  or  practice  in  the 
state  for  a given  period  of  time.  The  defeated  amendments 
were  the  subject  of  lengthy  debate  and  caused  delay  in  final 
passage. 


THAT  SIGN  IS  JUST  FOR  THE  TRUCKS,  LADY. 


50 


PENNSYLVANIA  MEDICINE 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  T>onnaiaI*n£kct 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.teaspoonfal  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 

phenobarbitai  (!4gr.)16.2mg. 

(warning:  may  be  habit  forming) 


0.1037  mg. 
0.0194  mg. 
0.0065  mg. 
{'A  gr.)  32.4  mg. 


0.3111  mg. 
0.0582  mg. 
0.0195  mg. 
( % gr. ) 48.6  mg. 


Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


AH'I^OBINS 


r LEMON  TREE  so  VERT  PRETTX 
AND  THE  LEMON  FLOWER  IS  SWEET 
BUTONE  HUNDRED  EiGHTy  LEMONS. 
yS  IMPOSSIBLE  TO  EAT  . 


2 ways  to  provide  a month’s 
therapeutic  supply  oS  ^tamin  C: 

180  lemons  or  30  Allbee’  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month—S  a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Bg  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


Allb66withG 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit  Bj)  10  mg 
Pyridoxine  hydro- 
chloride (Vit.  Be)  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  C)  300  mg 


AH 


[ROBINS 


TepaniMen-ta 

® (continuous  release  form) 

(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  progrom  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulafion. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  coution  in 
patients  with  severe  hypertension  or  severe  cordiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympothomimetic  ogents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increose  in  convulsive  episodes  hos  been  reported.  Sympathomimetic  cordio- 
vosculor  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


orrhythmia,  polpitotion,  and  increosed  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  ofter  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Ai/ergic  phenomeno  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrofntes/ina/  effects  such  os  diarrhea, 
constipotion,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoiefic  system  Include  two  each  of  bone  morrow 
depression,  agronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysurla,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  toblets;  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  toblet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-aszs  (2876  ) 

Z'  N MERRELL- NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson- Merrell  Inc. 

V ^ Cincinnati,  Ohio  45215 
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Painful 
night  leg 
cramps... 


unv\dcome  bedfellow 
forany  patient- 


induding  those  with  arthritis, 
diabetes  a PVD 


□ 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  iust  one  tablet 
at  bedtime 


Prescribing  Information  — Composition;  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications;  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  vein.s,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications;  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions;  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES  i-ssoeooso) 

Merrell  } Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215  Trademark:  Quinamm 
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Q^uinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


I a shot  in  the  arm. 


. It  doesn’t  hurt  a bit.  All  it  can  do  is  help.  You.  Your 
Icommunity.  Your  country. 

I Just  join  the  medical  staff  of  the  Army  Reserve.  As  a 
I doctor  you  start  as  a First  Lieutenant  or  Captain  depending 
on  whether  you  have  completed  your  internship.  You  receive 
full  pay  for  that  one  weekend  a month  you  spend  practicing 
with  us. 

You’ll  also  have  the  opportunity  to  spend  two  weeks 
each  year  catching  up  on  the  latest  medical  techniques  at  a 
modem  Army  hospital  where  you’ll  have  at  your  command 
I the  most  advanced  equipment  we  can  provide. 

All  this  is  fine,  of  course.  But  the  most  compelling 
reason  for  you  to  consider  serving  with  the  Army  Reserve  is 
simply  that  you’re  needed.  For  most  doctors,  that’s  all  they 
have  to  know. 


The  Army  Reserve. 

It  pays  to  go  to  meetings. 


Same  price  as 
150 -ml.  size* 


in 


a 


phenoxymethyl 

penicillin 


.Minimal  mimmaSm 
maiiabie  to  tbo 
0miB$smn  on  ee^msl 

Ell  Lfiff  and  Compaiif 
tfidi*rst.poIis,  indlsna  4S:t01 


Basecf  on  Lilly  selling  price  to  wholesalers. 


The  Diagnosis  of  Pediatric  Hernias  by  X-Ray 

DAVID  K.  WAGNER,  M.D. 

GEORGE  L.  POPKY,  M.D. 

PhUadelphia 

Inguinal  hernia  is  becoming  the  most  commonly  per- 
formed surgical  procedure  in  children.  In  many  situa- 
tions, the  diagnosis  of  hernia  defects  is  easily  carried  out 
by  physical  examination  alone,  but  often  physical  find- 
ings may  be  virtually  absent,  even  in  the  presence  of  a 
significant  clinical  history.  The  herniogram  represents  a 
simple,  safe,  accurate  procedure  to  diagnosis  the  hidden 
hernia  in  children.  Its  high  degree  of  accuracy  suggests 
its  consideration  whenever  the  diagnosis  of  hernia  is  in 
doubt  by  physicai  examination  alone.  Subsequent  to  her- 
niography,  hernia  repair  may  be  recommended  and 
carried  out  as  indicated,  rather  than  resorting  to  biind  ex- 
plorations, relying  on  statistical  probabilities,  or 
withholding  surgery  because  of  a questionably  negative 
physicai  examination. 


OST  PHYSICIANS  occa- 
sionally or  regularly  are  called 
upon  to  evaluate  children  for  the  possi- 
bility of  inguinal  hernia.  Often  the 
diagnosis  is  self-evident,  but  not  un- 
commonly the  physician  is  given  a his- 
tory of  a "disappearing  groin  mass,” 
and  despite  attempts  to  reproduce  this 
entity  in  the  examining  office,  physical 
findings  of  a hernia  remain  hidden. 
The  examiner  is  then  left  with  the 
dilemna  of  a recommendation  for  sur- 
gery on  minimal  or  absent  physical 
findings  or  release  of  the  infant  to  his 
parents  with  the  admonition  that 
should  this  mass  reappear,  "bring  the 
child  back  immediately — day  or 

night.” 

The  incidence  of  congenital  inguinal 
hernia  has  been  reported  between  H 
and  13  per  cent^  in  all  infants.  Boys 
are  affected  9 times  as  commonly  as 
girls®,  and  premature  infants  are  par- 
ticularly susceptible  to  clinical  hernia 
development.  Incarceration  or  inabili- 
ty to  reduce  bowel  content  can  be  ex- 
pected about  5 per  cent  of  the  time 
with  this  incidence  increased  in  prema- 
tures and  the  very  young.^ 

The  congenital  hernia  results  from 
the  persistence  of  the  processes 


vaginalis  peritonei,  a diverticulum  or 
sleeve  of  peritoneum  that  follows  the 
descent  of  the  gonad  on  its  course 
from  the  retroperitoneal  position  to  its 
scrotal  or  pelvic  resting  point.  This 
tube  of  peritoneum  usually  closes  at  or 
shortly  after  birth.  Failure  or  oblitera- 
tion of  the  processes  presents  the  real 
or  potential  defect  into  which  in- 
traperitoneal  contents  may  pass. 

For  some  time  it  has  been  known 
that  the  infant  who  develops  a 
clinically  obvious  hernia  on  one  side  as 
manifested  by  a reducible  groin  mass 
has  an  acknowledged  statistical  proba- 
bility of  a potential  defect  on  the  op- 
posite side.  With  a prominent  hernia 
on  the  left  side,  there  is  approximately 
a 50  percent  chance  of  an  associated 
right-sided  defect.  With  initial  appear- 
ance of  a hernia  on  the  right  side, 
there  is  an  approximate  20  per  cent 
chance  for  concomitant  left-sided 
defects  to  be  present.®  Consequently, 
in  both  the  infants  with  the  history  and 
no  definite  physical  findings,  as  well  as 
the  infant  with  one  visible  groin 
defect,  a question  in  terms  of  recom- 
mendations for  proper  management 
persists.  There  is  now  available  a 
simple,  safe  radiologic  technique 
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1.  10  cc.  syringe 

2.  22  gauge  1 in.  needle 

3.  Contrast  agent 


Figure  1:  Materials  necessary  for  intraperitoneal 
injection  including  10  cc.  syringe  #23  1 inch 
standard  needle,  and  contrast  material  (Reno- 
grafin  -60). 


Figure  2:  Demonstrating  the  point  of  intraperi- 
toneal injection,  halfway  between  symphysis 
pubis  and  umbilicus. 


Figure  3:  Positioning  the  infant  for  a single  x-ray. 
The  field  includes  the  umbilicus  to  the  knees. 


Figure  4:  Herniogram  showing  bilateral  hernias. 


Figure  5:  Herniogram  showing  right-sided  hernia 
with  left  side  negative. 
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which  may  aid  the  physician  in  the 
diagnosis  of  these  hernia  defects. 

A little  over  three  years  ago, 
Ducharme,  Bertrand,  and  Chacar® 
from  Montreal,  Canada,  reported  their 
experience  with  intraperitoneal-  injec- 
tion of  contrast  material  in  infants. 
They  pointed  out  that  the  groin  struc- 
tures, and  particularly  the  peritonea! 
fold,  could  be  readily  identified  by  an 
injection  of  contrast  material  into  the 
peritoneal  cavity  of  children.  The  tech- 
nique is  remarkably  simple.  Figure  1 
identifies  the  material  needed — a 10 
cc.  syringe,  a standard  1 inch  23  gauge 
needle,  and  contrast  material.  Reno- 
grafin  60  percent  appears  to  be  well 
tolerated  by  infants.  Contrast  material 
is  then  injected  intraperitoneally  at  a 
point  midway  between  the  umbilicus 
and  the  symphysis  pubis  (Figure  2). 
After  aspiration,  2 to  5 cc’s  of  contrast 
material  is  then  injected  rapidly.  The 
child  is  given  to  the  attendant  or 
mother  and  held  in  the  upright  posi- 
tion for  5 minutes  while  the  x-ray  table 
is  repositioned.  Then  a single  x-ray  is 
obtained  with  the  child  held  upright  or 
suspended  in  an  upright  position  by  an 
infant  sling  (Figure  3).  With  the  child 
who  is  old  enough  to  stand  upright,  the 
footboard  of  the  x-ray  table  is  raised, 
and  the  child  stands  unattended.  Con- 
trast material  outlines  the  peritoneal 
reflections  and  provides  a study  of 
groin  anatomy.  The  herniogram  is 
considered  adequate  when  contrast 
material  outlines  the  peritoneal  cavity 
and,  in  particular,  the  lateral  peri- 
toneal fold  at  the  level  of  the  internal 
inguinal  ring.  In  many  instances,  the 
inferior  epigastric  artery  is  identified 
at  this  point  and  provides  confirmation 
that  the  contrast  material  has,  in  fact, 
reached  the  area  of  the  processes 
vaginalis.  Identification  of  any  con- 
trast material  below  this  point  and 
contained  in  a sac-like  structure  within 
the  inguinal  canal  or  scrotum,  is  con- 
sidered diagnostic.  A wide  variation  of 
sacs  may  be  noted  including  communi- 
cating hydroceles,  large  hernias  con- 
taining bowel,  small  processes  vagina- 
lises,  and  undescended  testes. 

An  unsatisfactory  herniogram  may 
result  if  the  contrast  material  is  not 
placed  intraperitoneally  or  if,  in  posi- 
tioning the  child,  the  contrast  material 
does  not  flow  forward  and  interiorly 
into  the  area  of  the  internal  inguinal 
rings.  It  is  possible  to  inject  the  con- 


trast material  inadvertently  into  the 
bladder,  the  bowel,  or  the  abdominal 
wall.  In  our  series,  each  has  occurred 
without  ill  effects  to  the  infant.  Aspira- 
tion prior  to  injection  helps  protect 
against  entry  into  the  bowel  or 
bladder.  Free  flow  during  the  injection 
process  usually  indicates  the  contrast 
material  is  not  entering  the  abdominal 
wall.  In  the  unusual  situation  when  lat- 
eral peritoneal  folds  are  not  initially 
visualized,  reinjection  with  reposi- 
tioning usually  results  in  a satisfactory 
study. 

Typical  herniograms  are  indicated 
in  Figures  4 and  5.  In  the  first  case 
(Figure  4),  the  child  presented  with  a 
reducible  groin  mass  on  the  right  side. 
Physical  examination  on  the  left  side 
was  uncertain  as  to  the  presence  or  ab- 
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sence  of  a hernia.  The  herniogram 
identifies  a patent  processes  vaginalis 
essentially  the  same  size  as  that  on  the 
right.  Figure  5 indicates  a similar 
clinical  situation  whereby  the  hernia 
was  demonstrable  on  the  right  side, 
but  uncertain  on  the  left.  Here  the  her- 
niogram confirms  the  fact  that  no 
defect  is  present  on  the  left,  and 
consequently  surgery  was  avoided. 

We  have  performed  herniograms  on 
well  over  100  infants  and  children  ad- 
mitted to  the  pediatric  surgical  service 
of  the  Medical  College  of  Pennsyl- 
vania. The  first  100  consecutive  cases 
were  subjected  to  physical  examina- 
tion, herniography,  and  subsequent 
surgical  exploration  irrespective  of 
herniography  findings.  By  physical  ex- 
amination alone,  there  were  51  correct 
diagnoses  and  39  uncertain  diagnoses. 
The  uncertain  diagnoses  included  21 
instances  in  which  a hernia  was 
subsequently  found  and  18  instances  in 
which  no  hernia  defect  was  discovered 
at  the  time  of  surgical  exploration. 
Herniograms  on  these  same  individu- 
als revealed  the  correct  diagnosis  in  98 
instances.  There  was  one  case  in  which 
a herniogram  demonstrated  a defect 
which  could  not  be  found  at  surgery. 
In  retrospect,  it  was  determined  that 
the  herniogram  was  misinterpreted 
with  contrast  material  located  in  the 
posterior  cul-de-sac.  In  the  second  in- 
stance, the  herniogram  failed  to 
outline  a defect  which  was  noted  to  be 
present  at  surgery.  This  problem 
should  be  essentially  obviated  if  one 
pays  strict  attention  to  outlining  the 
lateral  peritoneal  reflections  and  ac- 
cepts the  herniogram  as  valid  only 
when  the  area  overlying  the  internal 
inguinal  ring  is  identified  by  contrast 
material.  D 
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Emergency  Evaluation  of  Suicide  Attempters 


Suicidal  behavior  is  found  in  all  cul- 
tures and  civilizations  of  the  world 
both  contemporary  and  historical  and 
may  properly  be  considered  to  be  part 
and  parcel  of  the  experience  of  being 
human.  All  animals  can  kill  but  of  all 
the  species  only  man  decides  to  kill 
himself.  Most  of  the  great  writers  and 
thinkers  of  the  western  world  from  the 
ancient  Greeks  to  the  modern  existen- 
tialists have  been  concerned  with  one 
or  another  of  the  multiple  dimen- 
sions— philosophical,  religious,  scien- 
tific, and  medical — of  the  phenome- 
non of  suicidal  behavior.  An  extensive 
literature  has  resulted.  The  bibliogra- 
phies of  Rostk  Farberow  and  Sch- 
neidman*,  and  Farberow^  total  approx- 
imately 7,000  publications  when 
reduplications  are  taken  into  account 
and  constitute  valuable  references  for 
the  physician  who  seeks  greater  famil- 
iarity with  the  complexities  of  this 
problem. 

For  physicians  in  clinical  practice 
deal  frequently  with  this  phenomenon 
and  are  major  bearers  of  responsibility 
for  the  identification  and  amelioration 
of  factors  which  may  eventuate  in 
suicidal  behavior,  the  evaluation  and 
treatment  of  suicidal  individuals,  and 
the  management  of  long  term  effects 
of  successful  suicide  on  the  bereaved 
family.  This  paper  will  focus  on  a spe- 
cific, limited  aspect  of  the  clinical 
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management  of  suicidal  behavior,  the 
emergency  evaluation  of  self-destruc- 
tive potential  in  a patient  who  has  at- 
tempted or  threatened  suicide.  This 
clinical  situation  which  requires  rapid, 
concise  assessment  of  the  patient  and 
an  on  the  spot  decision  as  regards 
management  is  frequently  faced  in 
practice  under  conditions  which  place 
considerable  stress  on  the  physician. 

Some  Statistical  Considerations 
While  statistics  are  of  no  help  in  a 
confrontation  with  an  individual  pa- 
tient, they  do  furnish  a broad 
background  against  which  to  evaluate 
the  individual  clinical  data.  The 
suicide  rate  for  the  United  States  of  10 
per  100,000  per  year  translates  into 
one  suicide  every  24  minutes,  a toll 
which  causes  suicide  to  be  ranked 
tenth  as  a cause  of  death  in  this 
country.  These  overall  national  figures 
obscure  the  great  variation  in  rate  by 
age,  area,  social  class,  and  ethnic 
background.  Among  some  American 
native  groups,  for  instance,  the  rate  is 
ten  times  the  national  average;  in  cer- 
tain isolated,  religiously  homogeneous 
communities  suicide  is  very  in- 
frequent. At  all  ages  the  rate  for  males 
is  higher  than  that  for  females  by  a 
ratio  of  about  3 to  1 . The  rate  of  male 
suicide  rises  sharply  after  age  45. 
Suicide  among  the  white  population  is 
significantly  greater  than  arrtong  the 


non-white  population.  The  suicide  rate 
is  highest  in  the  western  mountain  ! 
region  along  the  Pacific  Coast.  Inter- 
estingly enough,  here  the  national  ratio 
for  males  and  females  tends  to  be 
reversed  with  the  rates  for  females 
being  slightly  higher  than  the  rates  for 
males.  The  rate  of  suicide  in  non-me- 
tropolitan areas  slightly  exceeds  the 
rate  for  metropolitan  areas  nationally 
with  the  far  west  once  again  being  an 
exception.  Examination  of  the  national 
statistics  shows  that  marital  status  has 
a definite  relationship  to  suicidal  risk 
with  single,  widowed,  and  especially 
divorced  individuals  being  at  higher 
risk  than  the  married. 

Suicide  among  young  people  de- 
serves special  mention.  The  number  of 
adolescent  suicides  is  low  in  relation  to 
the  total  population  but  the  risk  is 
high.  Suicide  is  the  fifth  leading  cause 
of  death  in  the  15  to  19  year  age  group 
being  exceeded  only  by  accidents, 
malignant  neoplasms,  cardiovascular 
renal  disease,  and  homocide.  Suicides 
in  this  age  group  increased  67  percent 
between  1954  and  1964.  Adolescents 
of  college  age,  a group  which  includes 
many  sensitive  individuals  struggling 
to  make  an  initial  adjustment  to  the 
stresses  of  adult  living,  are  the  highest 
risk  group  in  the  United  States^. 

Suicide  attempts  are  more  difficult 
to  categorize  statistically.  While  there 
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is  general  agreement  that  suicide  at- 
tempts and  gestures  are  common  in  the 
United  States,  such  behaviors  are  ex- 
tremely difficult  to  measure;  it  is  prob- 
able that  most  suicide  attempts  go 
unrecognized.  Studies  in  metropolitan 
areas  of  the  Western  United  States 
have  reported  suicide  attempter  rates 
in  the  neighborhood  of  150/100,000, 
that  is  about  1 5 attempts  for  every  suc- 
cessful suicide.  These  figures  are  of 
questionable  reliability,  however.  Es- 
timates of  the  ratio  of  successful 
suicides  to  attempts  in  adolescents,  for 
instance,  range  from  1 to  7 to  1 to  50«. 
Aside  from  the  difficulties  in  es- 
tablishing incidence,  suicide  at- 
tempters  do  manifest  certain  charac- 
teristics. They  tend  to  be  young,  in  the 
second  and  third  decades  of  life,  and 
women  tend  to  outnumber  men  by  a 
ratio  of  about  8 to  1.  There  is  general 
agreement  among  researchers  that 
suicides  and  suicide  attempters,  repre- 
sent distinct  but  overlapping  popula- 
tions which  can  be  differentiated  from 
one  another  by  criteria  such  as  age, 
sex,  and  certain  social  and  psy- 
chological characteristics.  A large  ma- 
jority of  suicide  attempters  are  not  mo- 
tivated by  a wish  to  die  but  rather  by 
interpersonal  factors  such  as  revenge, 
manipulation,  and  attention  getting 
directed  towards  significant  people  in 
their  environment.  Moreover,  this  ma- 
jority does  not  in  fact  go  on  to  commit 
suicide.  A smaller  group  of  suicide  at- 
tempters may  be  classified  as  more 
"lethal”.  These  attempts  have  more 
ominous  prognostic  significance  since 
it  is  from  this  group  that  future  suc- 
cessful suicides  tend  to  be  recruited.  In 
reconstructing  the  life  of  a suicide,  one 
frequently  learns  of  a previous  at- 
tempt, the  significance  of  which  was 
not  fully  appreciated.  When  working 
in  a clinical  situation,  therefore,  the 
physician  who  is  dealing  with  a suicide 
attempter  has  as  his  primary  responsi- 
bility the  establishment  of  the  degree 
of  suicidal  potential.  He  must  gauge 
the  "lethality”  of  the  attempt  so  as  to 
identify  accurately  the  attempter  at 
high  risk  for  actual  suicide.  Two  pit- 
falls  must  be  recognized  and  avoided. 
The  first  is  an  exaggerated  and 
disproportionate  reaction  to  suicidal 
behavior  which  is  relatively  innocu- 
ous. The  second  is  failure  to  recognize 
in  the  history  and  examination  of  the 
patient  certain  indicators  of  high 


suicide  potential.  Failure  to  intervene 
actively  in  these  cases  can  result  in  a 
tragic  outcome.  It  is  precisely  to  this 
diagnostic  problem  that  this  paper 
addresses  itself. 

The  Initial  Contact 

Suicidal  crises  are  commonly  seen 
in  clinical  practice.  The  individuals  in- 
volved come  to  the  attention  of  the 
physician  by  a variety  of  paths.  Cler- 
gymen, educators,  police,  friends,  fam- 
ily, and  at  times  the  suicidal  individual 
himself  may  initiate  the  referral.  The 
physician  must  manage  the  medical 
and  surgical  sequelae  of  the  attempt 
and  in  addition  obtain  sufficent  history 
to  evaluate  the  suicidal  potential  of  the 
patient  and  make  recommendations. 
He  may,  for  instance,  recommend  im- 
mediate hospitalization  for  an  individ- 
ual felt  to  have  a high  suicide  poten- 
tial; or  he  may  recommend  outpatient 
management  for  a patient  whose 
suicidal  behavior  seems  to  be  of  low 
lethal  potentiality.  The  problem  of 
securing  the  requisite  historical  infor- 
mation on  which  to  base  an  evaluation 
is  a difficult  one.  In  most  instances  the 
referral  is  characterized  by  an  atmos- 
phere of  great  emotional  tension, 
haste,  disorganization,  and  confusion. 
The  urgency  and  drama  tend  to  ob- 
scure the  picture  and  result  in  a situa- 
tion with  severe  shortcomings  insofar 
as  history  taking  is  concerned.  The 
physician  must  resist  pressure  to  act 
and  to  make  recommendations  on  the 
basis  of  unanswered  questions  and  in- 
complete data.  Significant  and  more 
complete  information  on  which  to  base 
an  evaluation  usually  can  be  obtained 
if  the  unrealistic  urgency  of  the  situa- 
tion is  minimized. 

A systematic  approach  is  of  help 
when  one  is  faced  with  the  task  of  as- 
sessing suicidal  potential  in  an  emer- 
gency situation  and  in  a limited 
amount  of  time.  The  following  sched- 
ule is  not  a detailed  psychiatric 
workup,  but  highlights  those  aspects  of 
the  history  and  examination  of  the 
suicidal  patient  that  the  physician 
should  know  about  immediately. 

The  History 

As  inferred  above,  age  and  sex  data 
are  of  great  suggestive  value.  In  gener- 
al, suicidal  behavior  in  males  may  be  of 
more  serious  import  than  in  females. 
An  attempt  in  a male  over  45  is  always 


of  serious  significance  and  should  be 
taken  as  an  indicator  of  high  suicidal 
potential  until  proved  otherwise. 
While  young  women  in  their  late  teens 
and  twenties  are  the  most  frequent 
suicide  attempters,  this  group  accounts 
for  a small  minority  of  successful 
suicides.  Psychotic  or  extremely 
schizoid  individuals  constitute  an  ex- 
ception to  this  generalization.  The 
onset  and  course  of  the  suicidal  behav- 
ior should  be  explored  in  detail.  A 
suicide  attempt  that  is  impulsively  un- 
dertaken, with  little  premeditation,  in 
the  face  of  obvious  external  precipi- 
tating stress  has  a good  prognosis  al- 
though paradoxically  these  individuals 
require  close  supervision  and  support 
until  such  time  as  the  suicidal  crisis 
has  been  resolved.  It  should  be  remem- 
bered that  given  the  proper  constella- 
tion of  precipitating  stress  any  individ- 
ual can  undergo  a suicidal  regression; 
such  a patient  may  be  suicidal  during  a 
single  circumscribed  period  of  life  and 
appropriate  intervention  and  manage- 
ment at  this  time  may  be  lifesaving. 

Suicidal  behavior  which  occurs 
within  the  context  of  ongoing  suicidal 
ruminations  and  which  is  repetitive  in 
nature  has  a more  ominous  long  term 
significance.  A common  representative 
of  this  category  is  the  woman  whose 
initial  suicidal  behavior  in  the  late 
teens  or  early  twenties  was  superficial 
in  nature.  However,  the  passage  of 
time,  and  often  the  addition  of  drug 
and  alcohol  abuse,  results  in  suicide  at- 
tempts of  a more  lethal  nature. 

Successful  suicides  are  often  found 
to  have  a family  history  of  suicide.  The 
suicide  of  a parent  or  sibling  offers  a 
model  for  identification  within  the 
family.  In  a like  manner,  a history  of 
bereavement,  either  recent  or  at  an 
early  age  is  an  experience  which  corre- 
lates with  suicidal  behavior.  In  the 
evaluation  of  an  attempter  specific  in- 
quiries should  be  made  in  these  areas. 
Many  suicide  attempts  occur  after  sep- 
aration from  a spouse  or  other  signifi- 
cant person.  Bereavement  within  a 
year  usually  means  that  the  potential 
for  self-destructive  behavior  is  in- 
creased. The  loss  need  not  necessarily 
involve  an  actual  person.  Business 
reverses,  a blow  to  one’s  reputation,  or 
a fall  in  social  status  can  be  devas- 
tating blows  to  a susceptible  individu- 
al. 

Detailed  information  should  be  ob- 
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tained  regarding  the  method  of  self-in- 
jury used  by  the  patient.  Premedita- 
tion, rehearsal  in  fantasy,  and  pur- 
poseful planning  with  choice  of  specif- 
ic time,  place,  and  mode  are  generally 
taken  as  serious  indicators  of  suicide 
potential.  Obviously,  lethal  methods 
such  as  shooting  or  jumping  from  a 
height  are  cause  for  more  concern 
than  scratching  the  wrists  or  ingestion 
of  mildly  toxic  substances.  However, 
the  ingestion  of  relatively  harmless 
substances  by  naive  and  uninformed 
individuals  may  represent  a real  wish 
to  die. 

Recent  severe  physical  illnesses  may 
indicate  increased  self-destructiveness. 
Medical  disorders  often  uncovered  in 
the  histories  of  suicidal  individuals  are 
psychosomatic  conditions,  polysur- 
gery, and  malignancies.  Hendin^  has 
described  a fantasy  frequently  found 
among  chronically  ill  patients  in  which 
suicide  is  seen  as  the  logical  comple- 
tion of  a process  already  well  un- 
derway. Alcohol  and  drug  abuse  corre- 
late highly  with  suicidal  behavior.  Cer- 
tain hallucinogenic  drugs  such  as  LSD 
may  in  fact  precipitate  suicidal  crises  in 
individuals  who  have  not  previously 
been  suicidal. 

Evaluating  the  Patient 

As  with  the  history,  the  emergency 
initial  evaluation  of  the  patient  should 
center  on  certain  important  indicators 
of  suicidal  potential;  a more  detailed 
personality  assessment  can  often  be 
deferred.  Of  paramount  importance 
are  evaluation  of  impulse  control,  tox- 
icity, signs  of  psychotic  thinking,  and 
severe  depressive  effect.  An  assessment 
of  the  resources  for  support  available 
to  the  patient  and  his  ability  to  utilize 
them  is  likewise  indicated.  A suicide 
attempt  in  a patient  known  to  be  im- 
pulse ridden,  erratic,  and  unpredic- 
table is  a more  serious  matter 
especially  if  alcohol  or  drug  abuse  is 
involved.  Suicidal  behavior  in  the  con- 
text of  acute  toxicity  from  alcohol  or 
drugs,  especially  hallucinogens,  is  a 
medical  emergency  warranting  hospi- 
talization. Emergency  hospitalization 
should  be  seriously  considered  for  a 
suicidal  who  is  psychotic  or  deeply 
depressed.  Such  states  are  usually  not 
difficult  to  establish.  A history  of 
previous  hospitalization  and  evidences 
of  confusion,  disorientation,  delusions, 
and  hallucinations  suggest  a schiz- 
ophrenic disorder  although  the  possi- 


bility of  drug  toxicity  should  be  kept  in 
mind.  The  suicide  attempts  of 
psychotics  are  often  unexpected, 
bizarre,  and  of  a high  order  of  lethality. 
The  syndrome  of  depression  with  its  af- 
fective change  and  symptoms  of  guilt, 
hopelessness,  self-depreciation,  an- 
orexia, weight  loss,  and  sleep  distur- 
bance may  be  present. 

In  the  final  analysis,  the  most  crucial 
and  meaningful  aspects  of  the  evalua- 
tion of  the  patient  depend  upon  the 
clinical  acumen  and  judgment  of  the 
physician.  When  dealing  with  suicidal 
patients  one  hears  again  and  again  the 
psychological  themes  of  loss,  separa- 
tion, isolation,  and  hopelessness  with 
murderous  rage  directed  towards  the 
self.  On  this  level  suicidal  behavior  can 
be  seen  as  highly  communicative 
representing  a desperate  attempt  to 
achieve  contact  both  for  the  purpose 
of  communicating  distress  and  re- 
ceiving support.  For  the  patient  inun- 
dated with  the  feelings  described  above 
the  lifeline  consists  of  unbroken,  un- 
derstanding contact  with  other 
persons.  It  is  the  primary  task  of  the 
evaluating  physician  to  provide  this 
lifeline,  ascertain  whether  the  opportu- 
nity to  establish  such  contacts  exists 
among  the  significant  people  in  the  pa- 
tient’s life,  and  to  decide  whether  or 
not  the  patient  can  respond.  Does  he 
use  the  doctor-patient  relationship  to 
communicate  his  troubled  feelings  and 
reach  for  help,  or  does  he,  in  spite  of 
an  approach  that  is  warm,  hopeful, 
and  responsive,  remain  isolated. 


Dr.  Kraus  is  associate  professor  of 
psychiatry  at  the  Medical  College  of 
Pennsylvania  and  serves  on  the  staff 
of  Eastern  Pennsylvania  Psychiatric 
Institute. 


withdrawn,  and  rejecting?  The  man 
who  is  alone,  who  is  without  hope  or 
has  renounced  hope,  and  with  whom 
contact  cannot  be  made,  is  a man  who 
has  already  started  to  die.  The 
presence  or  absence  of  support  from 
significant  people  in  the  life  of  the  pa- 
tient is  an  important  factor  in  the 
decision  whether  or  not  to  hospitalize. 
An  attitude  of  acceptance  and  solidari- 
ty on  the  part  of  the  spouse,  relatives, 
and  friends  may  carry  the  patient 
through  the  crisis.  As  a matter  of  fact, 
suicidal  gestures  may  be  seen  as  adap- 
tive in  the  sense  that  they  often  repre- 
sent a "last  ditch”  attempt  to  elicit  just 
such  a reaction.  If,  on  the  other  hand, 
the  family  is  rejecting  or  acts  in  such  a 
way  as  to  further  isolate  the  patient,  a 
significant  source  of  support  is  lost. 

From  the  above  it  can  be  seen  that 
the  family  physician  is  a key  resource 
in  the  prevention  and  treatment  of 
suicidal  attempts.  The  majority  of 
suicidal  individuals  consult  a physician 
because  of  feeling  ill  during  the  period 
preceeding  the  attempt.  The  doctor 
who  keeps  in  mind  the  increased  risk 
associated  with  depression,  alcohol 
abuse,  and  chronic,  severe  physical  or 
emotional  problems  is  often  able  to 
recognize  convert  communication  of 
suicidal  intent.  If  an  attempt  actually 
occurs,  the  opportunity  exists  through 
proper  management  of  the  crisis  to  es- 
tablish rapid  and  meaningful  rapport 
with  the  patient  which  will  sustain  a 
supportive  relationship  over  time. 
Knowledge  of  the  patient’s  back- 
ground and  family  provides  useful  in- 
sights into  management.  While  certain 
severely  depressed  patients  with  high 
suicide  potential  require  psychiatric 
hospitalization  and  treatment,  the  less 
obviously  depressed  and  suicidal  indi- 
viduals who  make  up  a large  majority 
of  the  attempter  population  can  and 
should  be  managed  primarily  by  non- 
psychiatric physicians  using  psycho- 
therapy and  pharmacotherapy.  □ 
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Management  of  the  Patient  with  Hyperlipidemia 


DONALD  BERKOWITZ,  M.D. 
Philadelphia 


The  association  between  hyperlipi- 
demia and  coronary  artery  disease 
has  now  been  established  by  adequate 
epidemiological  data.  It  is  therefore 
considered  rational  therapy  to  attempt 
to  normalize  any  of  the  blood  lipids 
that  may  be  elevated. 

This  paper  will  deal  with  the  overall 
management  and  specific  treatment  of 
the  patient  with  this  condition. 

General  Principles  of  Management 

It  has  been  demonstrated  that  a 
number  of  metabolic  dysfunctions  are 
frequently  associated  with  the  hyperli- 
pidemic  state,  notably  those  involving 
glucose  and  uric  acid. 

Although  impairment  of  glucose  tol- 
erance is  most  commonly  present  in 
patients  with  hypertriglyceridemia 
(Frederickson  types  I II, IV,  and  V),  a 
standard  oral  glucose  tolerance  test 
should  be  done  in  each  subject  with 
hyperlipidemia  regardless  of  the  type. 
Hyperinsulinemia  may  also  be  present 
together  with  decreased  glucose  toler- 
ance and  indicates  that  insulin 
deficiency  is  not  the  primary  cause  of 
the  hyperglycemia.  This  hypergly- 
cemia will  frequently  decrease  and 
normal  glycemia  may  even  result  if  the 
serum  lipid  levels  can  be  reduced^. 

The  demonstration  of  decreased 
glucose  tolerance  is  also  of  importance 
in  that  it  is  evidence  for  avoiding  any 
drug  known  to  adversely  affect  glucose 
metabolism.  The  prime  examples  in 
this  category  are  the  thiazide  diuretics. 
Accordingly,  when  anti-hypertensive 
agents  and/or  diuretics  are  indicated 
for  chronic  administration,  drugs  other 
than  thiazides  should  be  used. 

The  association  of  hyperuricemia 
with  coronary  artery  disease  and 
more  specifically  with  hyper- 
triglyceridemia^ has  also  been  docu- 
mented in  the  past.  Blood  uric  acid 
levels  should  be  measured  in  patients 


with  hyperlipidemia  and  may  decrease 
significantly  with  effective  hypolipi- 
demic therapy^.  If  normal  uric  acid 
levels  are  not  obtained,  the  necessity 
for  using  additional  therapy  such  as 
probenecid  (Benemid)  or  allopurinal 
(Zyloprim)  must  be  considered. 

The  demonstration  of  hyperuri- 
cemia in  these  individuals  is  another 
reason  to  avoid  thiazides  since  they 
frequently  increase  the  uricemia. 

Although  an  exact  relationship  be- 
tween gall  stones  and  hyperlipidemia 
has  not  been  established,  we  have  been 
impressed  by  the  frequency  of  these 
two  conditions  occurring  concomi- 
tantly. It  is  therefore  our  practice  to 
perform  gall  bladder  x-rays  annually  in 
each  patient  with  elevated  blood  lipid 
levels. 

The  desired  endpoint  of  treatment 
of  the  patient  with  hyperlipidemia  is 
normalization  of  the  lipidemia.  Three 
methods  of  therapy  are  available  - die- 
tary, pharmacological,  or  surgical. 

Dieto-therapy 

A number  of  different  diets  are  cur- 
rently being  recommended  as  the 
primary  means  of  lowering  elevated 
blood  lipids.  Cholesterol  restriction 
together  with  a low  fat  diet®,  a low 
carbohydrate  diet®,  or  a "prudent  diet” 
which  allows  a normal  fat  intake  with 
equal  distribution  of  saturated  and  un- 
saturated fatty  acids'*^’”,  have  all 
been  used.  However,  a critical  analysis 
of  the  available  recorded  results  of 
clinical  trails  with  these  diets  does  not 
Justify  much  enthusiasm  for  this  form 
of  treatment.  In  general,  a maximum 
mean  cholesterol  lowering  of  less  than 
15%  has  been  found  even  in  studies 
done  in  institutionalized,  highly  mo- 
tivated subjects^^.  Moreover,  the  spe- 
cific amount  of  lipid  reduction  which 
may  have  resulted  secondary  to  any 
weight  loss  that  occurred  while  on 


these  diets  has  usually  not  been  consid- 
ered. Our  own  experience  using  a 
prudent  diet  to  reduce  hyperlipidemia 
in  the  average  free  living,  ambulatory, 
poorly  motivated  patient  has  been  dis- 
couraging. Only  25%  of  a group  of  25 
type  IV  hyperlipoproteinemic  subjects 
sustained  reductions  of  at  least  15%  in 
their  cholesterol  levels  during  a 6 
month  period  of  treatment.'®  It  is  our 
general  policy  to  encourage  weight 
reduction  whenever  indicated  by  ap- 
propriate caloric  restriction  and  to  rec- 
ommend the  intake  of  unsaturated  fats 
in  place  of  saturated  where  this  is  pos- 
sible. Otherwise  we  make  no  attempts 
to  modify  the  patient’s  existing  diet. 

If  dieto-therapy  is  being  considered 
it  is  advisable  to  review  the  specific 
diets  for  each  of  the  5 hyperlipopro- 
teinemic types  which  have  been 
prepared  by  Levy's  group  at  the  Na- 
tional Institutes  of  Health  and  which 
may  be  obtained  from  them.* 

Drug  Therapy 

Four  hypolipidemic  drugs  are 
presently  available  (Table  1),  each 
with  fairly  well  defined  spectra  of 
application.  In  addition,  specific  side 
effects,  other  drug  inter-relationships, 
and/or  contra-indications  are  known 
for  each. 

Clofibrate  (AtromidS).  During  the 
past  10  years,  since  this  drug  has  been 
available,  a large  amount  of  clinical 
data  has  confirmed  its  efficacy  and 
safety ‘*04-16  its  lipid-lowering  ability 
is  more  pronounced  in  patients  with 
hypertriglyceridemia  (types  III.  IV, 
and  V hyperlipoproteinemia).  Howev- 
er. it  is  also  effective  in  reducing  the 
blood  cholesterol  in  a significant 
number  of  patients  with  essential 
hypercholesterolemia  (type  II).  Fur- 

* Laboratory  of  Molecular  Diseases, 
National  Heart  Institute,  Bethesda, 
Md. 
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thermore,  xanthomas  have  been 
reduced  or  have  actually  disappeared 
in  a number  of  type  II  patients  treated 
even  though  a significant  blood  choles- 
terol reduction  has  not  been  attained 
suggesting  that  the  blood  cholesterol 
level  may  be  a poor  index  of  the  drug’s 
activity!^.  Figure  1 shows  a typical 
response  in  a type  IV  patient. 

In  addition  to  its  effects  on  the 
blood  lipids,  clofibrate  administration 
leads  to  decreased  platelet  stickiness 
and  plasma  fibrinogen  concentrations 
and  to  increased  plasminogen  and 
plasmin  levels  and  lipoprotein  lipase 
activity.  A reduction  in  blood  uric  acid 
levels  may  also  result,  particularly  in 
patients  with  hypertriglyceridemia. 

Although  the  exact  mode  of  action 
of  clofibrate  is  not  known,  a number 
of  mechanisms  have  been  demon- 
strated by  in  vivo  and  in  vitro  technics. 
These  include  an  inhibition  of  choles- 
terol biosynthesis  at  a stage  between 
acetate  and  mevalonate  (so  that  des- 
mosterol  or  other  cholesterol  pre- 
cursors are  not  formed),  interference 
with  the  binding  of  albumin  to  serum 
free  fatty  acids  and  thyroxine,  and  an 
increase  in  the  rate  of  removal  of 
triglyceride  from  the  bloods.  More 
recently  it  has  also  been  shown  to 
increase  fecal  neutral  sterol  excretion. 

Side  effects  of  the  drug  have  been 
limited  to  minor  gastrointestinal 
complaints  noted  by  a small  number  of 
patients  during  the  early  period  of 
treatment  and  which  usually  disappear 
with  continuation  of  therapy.  Toxic  ef- 
fects have  not  been  found  even  after 
chronic  administration  for  periods  up 
to  8 years'*.  Potentiation  of  the  hypo- 
prothrombinemic  effects  of  an- 
ticoagulants is  produced  so  that  careful 
monitoring  of  patients  taking  both 
drugs  is  necessary. 

The  usual  dosage  is  2 gms.  daily 
given  in  2 divided  doses.  Patients 
weighing  less  than  120  pounds  may 
often  be  maintained  on  Wi  gms.  daily. 

At  the  present  time  we  consider 
clofibrate  to  be  the  drug  of  choice  for 
treating  the  hyperlipidemic  patient 
regardless  of  his  lipoprotein  type.  We 
have  treated  over  500  patients  with 
this  drug  for  varying  periods  of  time 
up  to  8 years  without  dietary  restric- 
tions. Over  75%  of  these  patients  sus- 
tained a reduction  in  their  cholesterol 
and/or  triglyceride  levels  of  at  least 
15%.  Normalization  of  the  hyperlipi- 


TablB  1.  Available  Hypolipidemic  Drugs 

Clofibrate  (Atromid  - S) 

Dextrothyroxine  (Choloxin) 
Nicotinic  Acid 
Cholestyramine  (Questran) 

demia  resulted  in  over  50%  of  the 

group. 

Dextrothyroxine  (Choloxin).  This  is 
an  effective  cholesterol  lowering  agent 
with  lesser  effects  on  the  blood 
triglycerides  . It  also  has  a tenden- 
cy to  decrease  platelet  adhesiveness 
which  may  be  of  additional  benefit  in 
preventing  vascular  complications.  We 
find  its  major  indication  to  be  the  type 
II  patient  who  has  not  responded  to 
clofibrate.  The  drug  should  probably 
not  be  used  in  subjects  with  symp- 
tomatic coronary  artery  disease. 
Weight  loss  of  varying  amounts  may 
occur  in  some  patients  which  is  usually 
of  additional  benefit. 

The  usual  dose  is  4-6  mg.  daily 
given  in  2 divided  doses. 

The  mechanisms  involved  in  the. 
serum  cholesterol  lowering  by  dex- 
trothyroxine are  not  known  with  cer- 
tainty. It  is  considered  most  likely  that 
it  causes  an  increased  catabolism  of 
cholesterol.  The  drug  is  not  a synthesis 
blocker  and  accordingly  there  is  no  ac- 
cumulation of  intermediate  products 
such  as  desmosterol. 


Nicotinic  Acid.  The  ability  of  nico- 
tinic acid  to  lower  elevated  blood 
lipids  was  first  recorded  in  1954.  Since 
that  time  it  has  been  extensively  stud- 
ied both  in  this  country  and 
abroad  _ "phe  usual  hypolipidemic 
dose  is  at  least  3 gms.  a day  which  in- 
variably produces  marked  flushing 
and/or  abdominal  distress,  thus  greatly 
limiting  its  clinical  acceptance. 
Chronic  administration  may  also  result 
in  decreased  glucose  tolerance  and 
hepatic  parenchymal  dysfunction 
ranging  from  abnormalities  in  liver 
function  tests  to  hepatic  fibrosis. 

The  precise  mode  of  action  of  nico- 
tinic acid  is  not  clear,  although  several 
mechanisms  have  been  demonstrated. 
It  inhibits  cholesterol  synthesis  prior  to 
the  cyclization  of  squalene  to  form 
lanosterol.  In  addition,  it  inhibits  free 
fatty  acid  mobilization  from  adipose 
tissue. 

Cholestyramine  (Questran).  This 
compound  is  an  insoluble  ion 
exchange  resin  with  the  specific  ability 
to  bind  bile  acids  in  the  intestinal 
lumen,  thus  preventing  their  reabsorp- 
tion and  increasing  their  fecal  excre- 
tion. This  causes  a compensatory 
increase  in  cholesterol  biosynthesis  in 
an  attempt  to  maintain  a normal  bile 
acid  pool.  However,  in  spite  of  the 
increased  cholesterol  synthesis  the  net 
result  is  a lowering  of  the  blood 
cholesterol.  Serum  triglyceride  levels 


Fig.  1.  Changes  in  blood  cholesterol  and  triglycerides  during  long-term  treatment 

of  hyperlipidemic  patient  with  clofibrate  (Atromid-S).  (From  Berkowitz  30). 
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are  not  decreased  and  may  even  rise. 
The  drug  would  therefore  appear  to  be 
indicated  in  patients  with  essen- 
tial hypercholesterolemia  (type  11) 
and  data  to  this  effect  have  been 
reported. 

The  usual  dosage  is  12-20  gm.  daily, 
greater  or  lesser  amounts  being 
prescribed  in  accordance  with  the 
response.  At  this  dosage  level  constipa- 
tion is  a frequent  side  effect  and  may 
be  severe  enough  to  cause  discontin- 
uation of  the  medication.  Other  side 
effects  include  nausea,  flatulence,  and 
irritations  of  the  tongue  and  perianal 
region. 

Since  fat  absorption  may  be  inter- 
' fered  with,  deficiencies  of  the  fat  solu- 
ble vitamins  (vitamins  A,D,  and  K) 
may  result  so  that  supplements  of  these 
should  be  given.  Any  other  fat  soluble 
medications  that  are  being  prescribed 
may  also  be  poorly  absorbed  making  it 
necessary  to  take  this  into  account  in 
the  overall  management  of  such  pa- 
tients.. 

Combination  Therapy.  The  effects 
of  concomitant  administration  of  two 
of  these  four  hypolipidemic  agents 
have  been  studied  in  limited  trails. 
Clofibrate,  in  combination  with  dex- 
trothyroxine  or  cholestyramine  ap- 
pears to  be  more  effective  than  when 
used  solely.  The  combination  of  dex- 
trothyroxine  and  cholestyramine  has 
also  been  found  to  produce  greater 
cholesterol  reductions  than  each  drug 
when  used  separately^^. 

Further  studies  with  combination 
therapy  are  currently  in  progress  and 
appear  promising. 

Surgical  Treatment 

Buchwald  and  his  associates^®  have 
recorded  their  results  with  the  use  of  a 
partial  ileal  bypass  operation  to  treat 
hypercholesterolemia.  Their  experi- 
ence thus  far  is  limited  to  a relatively 
small  number  of  patients  and  has  not 
been  duplicated  by  any  other  group. 
Significant  cholesterol  reductions  have 
been  produced  in  most  cases.  The 
triglyceride  response  has  been  more 
variable. 

At  the  present  time  this  procedure 
must  still  be  considered  experimental 
and  long  term  follow  up  of  operated 
patients  will  be  necessary  in  order  to 
define  the  proper  role  of  surgery  in  the 
overall  management  of  the  patient 
with  hyperlipidemia. 


Conclusions 

Hyperlipidemia,  which  is  a recog- 
nized risk  factor  in  the  pathogenesis  of 
coronary  artery  disease  may  be  satis- 
factorily managed  in  the  majority  of 
affected  subjects.  Since  Cornfield’s 
formula^®  is  helpful  in  predicting  the 
change  in  risk  by  lowering  the  choles- 
terol concentration*,  it  follows  that  it 
is  desirable  to  achieve  as  great  a reduc- 
tion in  the  blood  cholesterol  as  pos- 
sible. Accordingly,  it  is  necessary  that 
every  physician  discover  for  himself 
the  relative  efficacy  of  diet  or  drug  in 
each  patient  treated.  Currently  avail- 
able hypolipidemic  agents  have  been 
shown  to  be  effective  and  safe  and  in- 
variably able  to  produce  much  greater 
lipid  reductions  than  diet.  Therefore,  ill 
founded  prejudices  based  on  past  unfor- 
tunate results  with  triparanol  should 
not  be  a factor  in  determining  the 
merits  of  pharmacological  therapy 
where  this  is  indicated. 

*risk  ^ k X 

(c  = serum  cholesterol  concentration) 
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Arteriography  in  the  Diagnosis  of 
Gastrointestinal  Disorders 

HE  VISUALIZATION  of  the 
blood  vessels  supplying  the  ab- 
dominal organs  is  of  considerable 
value  in  the  diagnosis  of  gastrointes- 
tinal disease.  The  technique  of  ar- 
teriography has  been  advanced  by  the 
development  of  safe  contrast  materials, 
image  intensification  fluoroscopy, 
rapid  film  changers,  automatic  in- 
jectors, and  high  milliampere  genera- 
tors. Recently  the  examination  has 
been  enhanced  by  direct  magnification 
which  allows  definition  of  vessels  ap- 
proximately 100  microns  in  diameter. 

Vascular  diseases  obviously  can  be 
well  studied  by  this  technique  and  the 
site  of  gastrointestinal  bleeding  can  be 
identified  with  great  certainty.  Tumors 
and  inflammatory  disorders  are  also 
susceptible  to  diagnosis  by  an- 
giography. The  selective  administra- 
tion of  drugs  via  intra-arterial 
catheters  has  received  considerable  at- 
tention recently. 1 

Hepatic  Angiography 

Utilizing  the  Seldinger  technique,*  a 
catheter  is  introduced  percutaneously 
into  the  femoral  artery  and  under 
fluoroscopic  control  the  catheter  is  ad- 
vanced into  the  celiac  axis.  Frequently 
the  hepatic  artery  is  then  selectively 
catheterized.  Normally  75  percent  of 
the  blood  supplied  to  the  liver  comes 
from  the  portal  vein  and  25  percent 
from  the  hepatic  artery.  The  blood 
supply  of  liver  tumors  is  derived  al- 
most exclusively  from  the  hepatic  arte- 
ries. A hepatoma,  or  primary  liver  cell 
cancer,  is  usually  a vascular  tumor. 

The  abnormal  tumor  vessels  are  irreg- 
ular in  calibre  and  display  a disorgan- 
ized pattern  and  a chaotic  course. 

Marked  arterial-venous  shunting  may 
also  be  a feature  of  hepatoma.  The 
shunting  is  from  hepatic  artery  to 
portal  veins.  Metastatic  tumors  in  the 
liver  display  vascularity  which  is  simi- 
lar to  that  of  the  primary  tumor. 

Lesions  such  as  adenocarcinoma  of  the 
stomach  or  colon  are  relatively 
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A.  Note  irregular  narrowing  indicative 
of  encasement  of  the  proximal  splenic 
artery. 


B.  In  the  venous  phase  there  is  a 
block  of  the  splenic  vein  with  a large 
gastric  epiploic  collateral  vein. 


Figure  1 . Carcinoma  of  the  body  of  the  pancreas.  The  normal  course  of  the  splenic 
vein  can  be  seen  in  Fig.  2B. 
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avascular,  and  are  recognized  as  nod- 
ules which  displace  the  intrahepatic 
vessels.  When  there  is  extensive  re- 
placement of  the  liver  tissue,  very 
I small  tumor  vessels  may  be  seen. 
Renal  cell  carcinoma,  leiomyoma,  and 
carcinoid  are  very  vascular  lesions  and 
the  metastases  show  equivalent  vascu- 
larity. 

Benign  tumors  and  other  space-oc- 
cupying lesions  can  be  investigated  by 
hepatic  arteriography.  Liver  abscesses 
displace  the  intrahepatic  vessels  and 
the  hypervascularity  of  the  wall  helps 
distinguish  it  from  a cyst.  Heman- 
giomas often  have  a characteristic  ap- 
pearance with  large,  yet  orderly, 
vascular  sinuses.  Adenomas  are 
usually  quite  vascular,  but  without 
tumor  vessels.  The  tumor  vessels  are 
the  only  fairly  definite  angiographic 
criterion  of  malignant  neoplasia. 

In  advanced  cirrhosis,  the  intrahe- 
patic arteries  are  compressed  and 
display  a corkscrew  tortuosity.  This  is 
the  result  of  extensive  fibrosis  and  con- 
traction. The  intra-arterial  injection  of 
a vasopressor  drug  helps  to  distinguish 
the  vessels  in  cirrhosis  from  tumor 
vessels.  The  neoplastic  vasculature  of  a 
hepatoma  will  not  respond  to  the  injec- 
tion of  epinephrine  while  the  distorted 
but  normal  vessels  in  cirrhosis  con- 
strict. Because  of  the  constriction  of 
normal  vasculature,  more  contrast  ma- 
terial will  be  shunted  to  the  tumor  and 
the  arteriographic  demonstration  of 
the  tumor  may  be  more  evident. 

Arteriography  is  useful  in  assessing 
the  operability  of  liver  tumors  and  in 
planning  a surgical  procedure.  Suc- 
cessful excision  requires  evaluation  of 
the  extent  of  the  tumor  and  the  map- 
ping of  the  blood  vessels  of  the  liver. 
Chemotherapeutic  drugs  can  be  in- 
fused directly  into  the  hepatic  artery 
and  the  anatomy  and  patency  of  the 
arterial  supply  of  the  tumor  bearing 
area  of  the  liver  must  be  ascertained 
prior  to  placement  of  the  catheter. 

Patients  with  portal  hypertension 
can  be  evaluated  by  arteriography. 
Since  the  portal  vein  receives  blood 
from  the  splenic  and  superior  mesen- 
teric veins,  injection  of  the  celiac  or 
superior  mesenteric  artery  usually  vis- 
ualizes the  portal  vein.  Esophageal 
varices,  extra-hepatic  portal  obstruc- 
tion and  intrahepatic  disease  can  be 
recognized. 

Pancreatic  Arteriography 

The  pancreas  is  a difficult  organ  to 


Figure  2.  Carcinoma  of  the  pancreas  in  the  region  of  the  uncas. 


A.  There  is  an  irregular  narrowing  in- 
dicative of  encasement  involving  the 
origin  of  the  superior  mesenteric  ar- 
tery. 


C.  There  is  a block  of  the  superior 
mesenteric  vein  just  proximal  to  its 
junction  with  the  portal  vein  and  a 
large  tortuous  collateral  vein  is  noted. 


B.  The  splenic  and  portal  veins  are 
normal. 


study  by  ordinary  roentgen  methods 
and  arteriography  may  often  be  the 
only  way  of  diagnosing  pancreatic 
disease  without  exploratory  surgery. 
Since  the  pancreas  is  supplied  by  both 
the  celiac  and  superior  mesenteric  ar- 
teries, there  are  abundant  pancreatic 
vessels  which  permit  visualization. 

Carcinoma  is  usually  identified  by  ir- 
regular constriction  of  the  vessels,  in- 
dicative of  tumor  encasement  (Fig.  !). 
Compression,  displacement,  and  ob- 
struction of  vessels  in  and  around  the 
pancreas  is  also  seen.  Encasement  of  ar- 
teries in  or  about  the  pancreas,  with  ac- 
companying block  of  the  splenic  or  su- 


perior mesenteric  veins  in  the  same 
region,  is  virtually  diagnostic  of  car- 
cinoma of  the  pancreas  (Fig.  2).^  These 
findings  have  been  described  in  acute 
pancreatitis  but  this  is  exceedingly 
rare.  Tumor  vessels  are  a definitive 
sign  of  malignancy  but  these  are  not 
commonly  seen. 

The  endocrine  tumors  of  the  pancre- 
as are  hypervascular,  and  a clinical 
history  suggesting  a gastrin  or  insulin 
producing  tumor  should  prompt  ar- 
teriographic investigation.  Intractable 
ulcer  and  gastric  hypersecretion, 
episodic  hypoglycemia,  and  a syn- 
drome of  watery  diarrhea,  with 
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hypokalemia  but  without  acid  hyper- 
secretion (which  may  be  due  to 
secretin  production)  are  associated 
with  islet  cell  tumors.  These  tumors 
are  frequently  small  but,  as  with  most 
endocrine  organs,  have  an  abundant 
blood  supply. 

Pancreatitis  in  the  acute  stage 
usually  shows  hypervascularity. 
Chronic  pancreatitis  however  may 
demonstrate  hypovascularity  with  nar- 
rowing of  the  arteries.  The  constric- 
tion of  vessels  seen  with  pancreatitis  is 
usually  smooth,  unlike  the  irregularity 
of  the  encasement  in  carcinoma.  Ve- 
nous compression  and  thrombosis  can 
also  be  shown  with  pancreatitis.  In- 
trapancreatic  cysts  and  pseudocysts  are 
visualized  by  displacement  of  vessels 
and  compression  of  the  parenchyma. 

The  Role  of  Arteriography 

in  Gastrointestinal  Bleeding 

The  demonstration  by  barium  tech- 
niques of  a deformed  duodenal  bulb, 
esophageal  varices  or  gastric  mucosal 
abnormalities  in  a patient  with  hemor- 
rhage from  the  upper  gastrointestinal 
tract  does  not  really  identify  the  actual 
bleeding  site.  In  the  actively  bleeding 
patient,  extravasation  of  contrast  mate- 
rial into  the  lumen  of  the  gut  can  occur 
with  hemorrhage  as  small  as  0.5  cc  a 
minute.  Percutaneous  selective  ar- 
teriography as  an  initial  procedure  is  a 
most  useful  method  of  localizing  the 
site  of  hemorrhage.'* 

The  celiac  and  superior  mesenteric 
arteries  are  selectively  catheterized  in 
the  patient  with  upper  gastrointestinal 
tract  hemorrhage.  Arteriography  can 
diagnose  arterial  bleeding  at  the  car- 
dioesophageal  junction  such  as  occurs 
in  the  Mallory-Weiss  syndrome  with  a 
mucosal  tear  after  retching.  Esopha- 
geal varices  can  be  demonstrated; 
however,  actual  variceal  bleeding 
cannot  be  visualized.  In  a patient  with 
brisk  bleeding,  whose  arteriography 
shows  only  varices  and  no  other  site  of 
hemorrhage,  variceal  bleeding  is  a 
good  presumptive  diagnosis.  Endos- 
copy is  often  useful  to  substantiate  the 
diagnosis.  When  variceal  bleeding  is 
diagnosed,  portal  hypertension  can  be 
controlled  by  the  intra-arterial  in- 
fusion of  a vasoconstrictor  into  the  su- 
perior mesenteric  artery.*  The  same 
catheter  used  for  diagnosis  is  utilized 
for  treatment.  Intra-arterial  infusion  of 


Figure  3.  Bleeding  diverticulum  of  the  ascending  colon.  At  surgery  a bleeding 
diverticulum  was  found. 


A.  Before  the  Injection  there  is  no 
contrast  within  the  lumen  of  the  right 
colon. 


B.  2.5  seconds  after  injection,  ex~ 
travascular  contrast  material  is  noted 
originating  from  a branch  of  the  right 
colic  artery. 


C.  22  seconds  after  the  injection,  con- 
trast material  persists  in  the  lumen  of 
the  colon  and  outlines  a haustral  fold. 


vasopressors  may  also  be  useful  in  con- 
trolling gastrointestinal  hemorrhage 
from  other  sites. 

The  arterial  supply  of  the  stomach  is 
derived  from  the  celiac  axis,  but  the 
duodenum  receives  its  vasculature 
from  the  celiac  and  superior  mesen- 
teric arteries  which  must  be  injected 
separately.  Direct  serial  magnification 
techniques  are  useful  in  demonstrating 
mucosal  bleeding,  as  in  hemorrhagic 
gastritis.  Bleeding  ulcers,  vascular 
tumors,  and  vascular  anomalies  are 


some  of  the  lesions  which  can  be 
visualized. 

The  patient  with  rectal  hemorrhage 
and  diverticulosis  of  the  colon  poses  a 
difficult  problem.  The  large  intestine  is 
supplied  by  branches  of  the  superior 
and  inferior  mesenteric  arteries.  Sig- 
moidoscopy is  usually  performed 
before  mesenteric  arteriography.  The 
localization  of  colonic  bleeding  is  of 
considerable  help  to  the  surgeon  in  this 
situation  (Fig.  3). 

Arteriography  may  also  have  a role 
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Figure  4.  Ruptured  spleen  following  trauma.  Two  weeks  following  a fall  from  a 
horse,  this  young  woman  suffered  three  bouts  of  unconsciousness  and  a decrease 
in  hemaglobin  was  noted.  At  surgery  there  was  a ruptured  spleen  and  several 
hundred  cc's  of  blood  were  found  in  the  peritoneum. 


A.  There  is  displacement  of  the  ar- 
teries on  the  lateral  aspect  of  the 
spleen. 


B.  In  the  capillary  phase,  there  is  an 
avascular  area  or  defect  in  the  splenic 
outline. 


A.  There  is  marked  displacement  of  a 
Jsranch  of  the  left  gastric  artery  with 
normal  arteries  to  the  tail  and  body  of 
the  pancreas. 


B.  In  the  venous  phase  a well-mar- 
ginated  mass  is  outlined  and  the 
splenic  vein  is  normal. 


Figure  5.  Leiomyoma  of  the  stomach.  At  surgery  a leiomyoma  of  the  stomach  was 
found. 
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in  the  diagnosis  of  chronic  gastrointes- 
tinal bleeding.  In  these  vexing  cases 
barium  x-rays,  endoscopy,  and  surgical 
exploration  have  failed  to  disclose  the 
site  of  bleeding.  Even  if  active 
bleeding  is  not  present,  arteriovenous 
malformations  can  be  identified  which 
are  potential  sites  of  episodic  hemor- 
rhage. 


Arteriography  in 
Abdominal  Trauma 

Angiography  is  useful  in  identifying 
lacerations  or  aneurysm  formation  of 
the  abdominal  vessels  after  trauma.  The 
spleen  is  the  most  commonly  ruptured 
intra-abdominal  organ  after  trauma. 
Selective  celiac  and  splenic  ar- 
teriography can  detect  splenic  rupture 
by  noting  leakage  of  contrast  material 
into  the  splenic  pulp  and  by  showing 
distortion  of  the  splenic  contour  with 
an  avascular  area  (Fig.  4).  Other 
sources  of  bleeding  into  the  abdominal 
cavity  can  also  be  demonstrated. 

Mesenteric  Arteriography 

Mesenteric  arteriography  is  useful  in 
evaluating  vascular  insufficiency,  in- 
flammatory disease  of  the  bowel,  and 
tumors. 

Ischemic  bowel  disease  is  character- 
ized most  often  by  abdominal  pain,  and 
its  manifestations  range  from  intestinal 
gangrene  to  post-prandial  abdominal 
distress  (abdominal  angina).  Since  sur- 
gical procedures  are  available  for  cor- 
rection of  vascular  insufficiency,  an- 
giography is  valuable  in  establishing  the 
location  and  degree  of  arterial 
occlusion  or  stenosis  and  in  evaluating 
the  extent  of  collateral  circulation.  In 
the  early  stages  of  acute  occlusion  there 
is  often  hypervascularity  of  the  mucosa. 
Arteriosclerosis  of  the  mesenteric 
vessels  is  shown  by  eccentric  filling 
defects,  segmental  stenosis,  and  con- 
centric narrowing.  The  presence  of 
emboli  can  be  ascertained  by  noting  ar- 
terial occlusion  and  a lack  of  collateral 
circulation.  Early  diagnosis  is  impor- 
tant in  order  for  embolectomy  to  be  ef- 
fective. 

A somewhat  controversial  syndrome 
is  the  association  of  abdominal  pain 
with  the  arteriographic  demonstration 
of  a narrowing  of  the  celiac  axis,  pre- 
sumably due  to  a fibrous  band  or  liga- 
ment. The  patients  are  usually  young 
women  who  have  non-specific  ab- 
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dominal  pain,  often  post-prandial,  and 
are  found  to  have  an  epigastric  bruit. 
Surgical  correction  of  the  constriction 
purportedly  relieves  the  distress. 

Non-occlusive  mesenteric  ischemia 
is  a disorder  in  which  there  is  a distur- 
bance in  cardiac  output  which  results  in 
splanchnic  vasoconstriction  and  sub- 
sequent reduced  perfusion  of  the 
splanchnic  circulation.  These  patients 
are  usually  elderly  with  heart  disease 
and  mesenteric  arteriosclerosis.  Often 
there  is  a precipitating  episode  such  as 
hemorrhage,  myocardial  infarction  or 
surgical  stress.  Arteriography  does  not 
show  occlusion  but  rather  demonstrates 
stenosis  of  the  visceral  arteries.  Consid- 
eration has  been  given  to  the  infusion  of 
vasodilating  substances  directly  into 
the  mesenteric  arteries  as  therapy  for 
this  disorder. 

Mesenteric  arteriography  is  useful  in 
investigating  the  nature  and  extent  of 
filling  defects  seen  on  barium  studies. 
Neoplasms  such  as  leiomyomas  or 
neural  tumors  show  abundant  vessels 
with  accumulation  of  contrast  material 
(Fig.  5).  In  a carcinoid  tumor,  the  arte- 
ries may  appear  infiltrated  and  often  as- 


sume a stellate  arrangement.  The  extent 
of  a tumor  can  be  gauged  by  demon- 
stration of  specific  tumor  vessels. 

Inflammatory  diseases  of  the  bowel 
also  show  altered  vascularity.  Ulcera- 
tive colitis  is  predominately  a mucosal 
disease,  and  dilated  vessels  with 
increased  blood  flow  can  be  demon- 
strated in  the  mucosa.  Crohn’s  disease 
is  considered  as  a transmural  disorder, 
and  there  is  involvement  of  the  entire 
bowel  wall  with  tortuous  and  distorted 
vessels.  The  visualization  of  tumor 
vessels  can  distinguish  a neoplasm  from 
an  inflammatory  mass.  □ 
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PENNSYLVANIA  MEDICINE 


CALORIES/  1 Cup  Prepared  Soup 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Beef 

Cream  of  Potato 
Cream  of  Mushroom 
Green  Pea 


Beef  Broth 
Consomme 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Chicken  Vegetable 
Turkey  Noodle 
Vegetable  Beef 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


ulc  v^vuic:ii  piiaac: 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

('■Typical  clues— normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue’.’) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulen 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References:  1.  Editorial:  Oral  Contraceptives.  Which  Pill  for  Which  Patienp  Patient  Care  3:90-115 
(Feb.)  1%9  and  4:135-145  (June  15)  1970. 2.  Greenblatt.  R.  B.:  Progestational  Agents  in  Clinical 
Practice,  Med  Sci.  JS:37-49  (May)  1%7. 3.  Kistner  R.  W:  Gynecology:  Principles  and  Practice,  ed,  2, 
Chicago,  Year  Book  Medical  Publishers,  1971 4.  Kistner,  R.  W:  The  Pill:  Facts  and  Fallacies  About 
Today’s  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968. 5.  Nelson,  J.  H : Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives,  J.  Reprod.  Med,  6:5055(Feb,)  1971. 6.  Orr,  G.  W:  Oral 
Progestational  Agents:  Therapy  and  (jomplications,  S.  Dakota  J.  Med  22.U-17  (Jan.)  1969. 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0,1  mg. 


SEARLE 


For  brief  summary  of  prescribing  information, 
see  following  page. 


the  Demulen  phase 

Many  women*whosecretemore estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

('■Typical  clues—shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  "pink!’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
early  breakthrough  bleeding  is  often 

emulen 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

('Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue”) 

Patients  with  estrogen  deficiency  may  show; 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28*and  Demulen’-28  is  a placebo, 
containing  no  active  ingredients. 

* Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen’  Demulen* 

Each  white  tablet  contains:  Each  white  tablet  contains; 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 
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Actions-Ovulenand  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  biood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain''^  leading  to  this  conclusion,  and  one"*  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates''  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


thedrugdiscontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible  ' 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep-  ’ 
tives.  The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptivesand  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  ■ 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi-  ■ 
ness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
er)4hema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:' increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  i 
thyroid  function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  j 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter-  * 
mination. 
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2.  Inman,  W.  H.  V\/.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary,  ! 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  j 
Age,  Brit.  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Invest!-  ' 
gation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
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Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Enovid-E’ 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication-Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  G.  D.  Searle  & Co.  I 

RO.  Box  5110,  Chicago,  Illinois  60680  i 

Where  "The  Pill"  Began  zn  J 
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140/90  is  normal  blood  pressure. . . or  is  it? 


An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey —"The  Build 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 


• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^  and 
the  "Framingham  Study"  ^—sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 
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levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "V^Hiat' s 
With  Hypertension  These 
Days?"^  E)iscussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 

Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURIL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive  effect  even  when 
therapy  is  prolonged. 

25-  and  50-mg  tablets 

HydtoDIURIE 

(ITydrochlorothiazidel  MSD) 
Therapy  to  Start  With 

For  a brief  summary  of  presaibing 
information,  please  see  next  page. 


MSD 


25-  and  50-mg  tablets 

HydroDIURIC 

(Hydrochlorothiazidel  MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  H)^ertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  rriild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit  from  it,  because  FlydroDIURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  or  ■ 
treated  by  use  of  potassium  chloride  or  giving  foods  i 
with  a high  potassium  content.  Similarly,  any  chloride  ' 
deficit  may  be  corrected  by  use  of  ammonium  chloride  < 
(except  in  patients  with  hepatic  disease)  and  largely  ' 
prevented  by  a near  normal  salt  intake.  Hypochloremic  ' 
alkalosis  occurs  infrequently  and  is  rarely  severe.  In  i 
severely  edematous  patients  with  congestive  failure  or 
renal  disease,  a low  salt  syndrome  may  occur  if  dietary  • 
salt  is  unduly  restricted,  especially  during  hot  weather. 

Thiazides  may  increase  responsiveness  to  tubocu- 
rarine.  The  antihypertensive  effect  of  the  drug  may  be  • 
enhanced  in  the  postsympathectomy  patient.  Arterial  1 
responsiveness  to  norepinephrine  is  decreased,  neces- 
sitating care  in  surgical  patients.  Discontinue  drug  48  I 
hours  before  elective  surgery.  Orthostatic  hypotension  i 
may  occur  and  may  be  potentiated  by  alcohol,  barbit- 
urates, or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  with  i 
hypercalcemia  and  hypophosphatemia  have  been  seen  i 
in  a few  patients  on  prolonged  thiazide  therapy.  The  ' 
effect  of  discontinuing  thiazide  therapy  on  serum  cal- 
cium and  phosphorus  levels  may  be  helpful  in  assess- 
ing the  need  for  parathyroid  surgery  in  such  patients. 
Parathyroidectomy  has  elicited  subjective  clinical  im- 
provement in  most  patients,  but  has  no  effect  on  i 
hypertension.  Thiazide  therapy  may  be  resumed  after 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients; , 
gout  may  be  precipitated.  May  affect  insulin  require- 
ments in  diabetics;  may  induce  hyperglycemia  and  i 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  cholestasis,  and  pericholangiolitic  hepatitis. 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares- 
thesias, transient  blurred  vision,  sialadenitis,  purpura, 
rash,  urticaria,  photosensitivity,  or  other  hypersensi- 
tivity reactions  may  occur.  Cutaneous  vasculitis  pre- 
cipitated by  thiazide  diuretics  has  been  reported  in 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linked 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm- 
bocytopenia, and  neonatal  jaundice.  When  adverse 
reactions  are  moderate  or  severe,  the  dosage  of 
thiazides  should  be  reduced  or  therapy  withdrawn. 


For  more  detailed  information,  consult  your  MSD 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  M/esf 
Point,  Pa.  19486 
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new  nnennbers 


ALLEGHENY  COUNTY: 

Dorothy  Mae  H.  Bauman,  M.D.,  625  Hulton  St.,  Oakmont  1 51 39. 

Harry  L.  Bremer,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

John  D.  Brungo,  M.D.,  2341  Perrysville  Ave.,  Pittsburgh  15214. 

Robert  G.  Carroll,  M.D.,  240  Melwood  St.,  D-1,  Pittsburgh 
15213. 

James  S.  Carter,  M.D.,  165  Laurie  Or.,  Pittsburgh  15235. 

Irwin  M.  Chernew,  M.D.,  Citizens  General  Hospital,  New  Ken- 
sington 15068. 

Fred  F.  Ciarochi,  M.D.,  606  Briarwood  Ave.,  Pittsburgh  15228. 

Norman  L.  Edelstein,  M.D.,  4742  Centre  Ave.,  Apt.  704,  Pitts- 
burgh 15213. 

Alfonse  A.  Emmolo,  M.D.,  West  Penn  Hospital,  Pittsburgh 

15224. 

Samuel  W.  Flannagan,  M.D.,  Magee-Womens  Hospital,  Pitts- 
burgh 15213. 

Arthur  W.  Fleming,  M.D.,  Eye  & Ear  Hospital,  Pittsburgh  15213. 

John  A.  Frenz,  M.D.,  Mercy  Hospital,  Pittsburgh  15213. 

Robert  L.  Fronduti,  M.D.,  Magee-Womens  Hospital,  Pittsburgh 
15213. 

Arnold  Z.  Gold,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

Fernando  Q.  Gonzales,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

Alejandro  R.  Gonzalez,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

Walter  C.  Gough,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

James  H.  Harger,  M.D.,  Magee-Womens  Hospital,  Pittsburgh 
15213. 

William  D.  Hetrick,  M.D.,  4 Rheams  Ave.,  Pittsburgh  15202. 

Robert  J.  Jenkins,  Jr.,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

James  C.  Johnston,  M.D.,  1515  Locust  St.,  Apt.  7E,  Pittsburgh 
15219. 

Peter  C.  Kamperschroer,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 


Alan  J.  Kunschner,  M.D.,  Magee-Womens  Hospital,  Pittsburgh 
15213. 

Harry  M.  Lever,  M.D.,  3437  Fifth  Avenue,  Pittsburgh  15213. 
Gerald  A.  Levine,  M.D.,  Montefiore  Hospital,  Pittsburgh  15213. 
Stephen  A.  Lorenz  III,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
Robert  M.  Lumish,  M.D.,  3471  5th  Ave.,  Apt.  1204,  Pittsburgh 
15213. 

Thomas  H.  Malin,  M.D.,  316-1 A Oakville  Dr.,  Pittsburgh  15220. 
John  L.  Miller,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Richard  H.  Miller,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
Ganesan  Nagarajan,  M.D.,  St.  Francis  Hospital,  Pittsburgh 
15210. 

John  E.  Nemec,  M.D.,  St.  Margaret  Memorial  Hospital,  265  46th 
St.,  Pittsburgh  15201. 

Harry  M.  Null,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 
Ronald  L.  Perrin,  M.D.,  Montefiore  Hospital,  Pittsburgh  15213. 
Bernard  L.  Rottschaefer,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

Narayan  R.  Shenoy,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
James  J.  Thomas,  Jr.,  M.D.,  1015  LaClair  Ave.,  Pittsburgh 

15218. 

Frederick  C.  Weniger,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 
Cheen  B.  Chough,  M.D.,  1 505  Lincoln  Way,  McKeesport  1 51 32. 
Hee  Won  Chung,  M.D.,  6629  Wilkins  Ave.,  Pittsburgh  1 521 7. 
Cynthia  G.  Ayers,  M.D.,  Mercy  Hospital,  Pride  and  Locust, 
Pittsburgh  152lk 

Ronald  A.  D’Altorio,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

John  A.  Burkholder,  M.D.,  3830  Evergreen  Dr.,  Monroeville 

15146. 

Michael  Heddon,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 15213. 

Herbert  E.  Jacob,  Jr.,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

George  W.  Jaquiss,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 


UPO-MCM 


RELEASES  NICOTINIC  ACID 
2 WAYS 

QUICKLY  on  GRADUALLY 


NICOTINIC 
ACID 
THERAPY 


vr 


For  Treatment  of: 

COLD  FEET 

LEG  CRAMPS  • TINNITUS 
DISCOMFORT  ON  STANDING 

WHEN  ASSOCIATED  WITH 
/MPA/RED  PEmPHERAL  CIRCULATION 


ALSO  PROVIDES  CONCOMITANT 

administration  of  the  listed  vitamins. 


AVAILABLE  IN  THREE  STRENGTHS 


QUICK  RELEASE 


NOT  TIMED 

LIPO-NICIN®/100mg. 

Each  blue  tablet  contains: 

Nicotinic  Acid  100  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HCI  (B-1)  . . 25  mg 

Riboflavin  {B-2)  2 mg 

Pyridoxine  HCI  (B-6) . . 10  mg 
DOSE:  1 to  5 tablets  daily. 
AVAILABLE:  Bottles  of  100, 
500.  1000, 


NOT  TIMED 

LIPO-NICIN®/250ing. 

Each  yellow  tablet  contains: 

Nicotinic  Acid  250  mg 

Niacinamide  75  mg 

Ascorbic  Acid  150  mg 

Thiamine  HC!  (B-1)  . . 25  mg 

Riboflavin  (B-2)  2 mg 

Pyridoxine  HCI  (B-6)..  10  mg 
DOSE:  1 to  3 tablets  daily. 
AVAILABLE:  Bottles  of  100 
500,  1000. 


GRADUAL  RELEASE 


TIMED  RELEASE  6 to  6 HOURS 
LIPO-NICIN®/300mg. 

Each  capsule  contains: 

Nicotinic  Acid  300  mg. 

150  mg. 
25  mg. 
2 mg. 
10  mg. 


Vitamin  C (Ascorbic  Acid) 

Vita.  B1  (Thiamine  HCI). 

Vitamin  B2  (Riboflavin)  . 
Pyridoxine  HCI  (B-6)  ... 

DOSE:  1 to  2 capsules  daily. 
AVAILABLE:  Bottle  of  100,  1000. 

In  a special  base  so  prepared  that 
the  active  ingredients  are  released 
over  a period  of  6 to  8 hours. 


SIDE  EFFECTS;  Flushing  with  heat  and  itching,  in  some  cases  followed  by  sweating,  nausea 
and  abdominal  cramps.  This  reaction  is  usually  transient.  Nausea  caused  by  high  acidity  can 
be  relieved  by  non-absorbable  antacid.  REFERENCES:  1.  Parsons,  W.B.,  Jr.  — Interview  Med. 
Trib.  Nov.  28-29,  1964.  2.  Cohen,  D.,  JAMA,  Aug.  6,  1960,  Vol.  173,  No.  14,  P.  1563. 


Write  for  Literature  and  Samples 

rwBflMiJfc  The  BROWN  PHARMACEUTICAL  COMPANY,  INC., 


2500  West  6th  Street,  Los  Angeles,  California  90057 


Ronald  0.  Gilcher,  M.D.,  812  Fifth  Ave.,  Pittsburgh  15219. 

Judith  H.  Figura,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

Mohammad  Naseem,  M.D.,  Montefiore  Hospital,  Pittsburgh 
15213. 

Juan  T.  Munoz,  M.D.,  2348  Wells  Dr.,  Bethel  Park  15102. 

Thomas  D.  McClure,  M.D.,  Health  Center  Hospitals,  University 
of  Pittsburgh,  Pittsburgh  15213. 

John  E.  Tomley,  M.D.,  1245  Windermere  Dr.,  Pittsburgh  15218. 

Lee  Trachtenberg,  M.D.,  665  Elmspring  Court,  Apt.  IB 
Chatham  W.,  Pittsburgh  15220. 

Harry  E.  Serene,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

Alan  E.  Rothberg,  M.D.,  211  Kelly  Ave.,  Pittsburgh  15221. 

Nagabhushanam  G.  Nunna,  M.D.,  Montefiore  Hospital,  Pitts- 
burgh 15213. 

John  S.  Oehrle,  M.D.,  Magee-Womens  Hospital,  Pittsburgh 
15213. 

Cornel  Petrassevich,  M.D.,  John  J.  Kane  Hospital,  Pittsburgh 
15243. 

Joseph  A.  Nista,  M.D.,  796  Somerville  Dr.,  Pittsburgh  1 5243. 

Reuben  Zemel,  M.D.,  560  Sandrae,  Pittsburgh  15243. 

L.  Alan  Wright,  M.D.,  Mayview  State  Hospital,  Bridgeville 
15017. 

BEAVER  COUNTY: 

Gertrude  E.  Kilpatrick,  M.D.,  1313  Sixth  Ave.,  Beaver  Falls 

15010. 

BLAIR  COUNTY: 

Julio  A.  Rodriguez,  M.D.,51 5 Twenty-sixth  St.,  Altoona  16602. 

CAMBRIA  COUNTY: 

Robert  K.  Leardi,  M.D.,  320  Main  St.,  Johnstown  1 5901 . 

Keith  E.  Weigle,  M.D.,  Mercy  Hospital,  1020  Franklin  St., 
Johnstown  15905. 

Paul  N.  Monteleone,  Jr.,  M.D.,  755  Luzerne  St.,  Johnstown 
15905. 

CENTRE  COUNTY: 

Richard  J.  McGuire,  M.D.,  1506  Elizabeth  Rd.,  State  College 
16801. 

A.  Reid  Allison,  Jr.,  M.D.,  Parkway  Medical  Center,  State 
College  16801. 

George  C.  Bentrem,  M.D.,  854  Wheatfield  Dr.,  State  College 
16801. 

Stanley  P.  Mayers,  Jr.,  M.D.,  648  Wiltshire  Dr.,  State  College 
16801. 

CRAWFORD  COUNTY: 

Candido  T.  Cortes,  Jr.,  M.D.,  W.  Erie  St.,  Linesville  16424. 

Spero  E.  Moutsos,  M.D.,  Northwest  Bank  Bldg.,  Room  210, 
Meadville  16335. 

DAULPHIN  COUNTY: 

James  H.  Gault,  M.D.,  Hershey  Medical  Center,  Hershey  17033. 

Franklin  J.  Myers  III,  M.D.,  2653  Green  St.,  Harrisburg  17110. 

James  I.  McMillen,  M.D.,  2740  A.  Green  St.,  Harrisburg  17110. 

Arthur  J.  Liedtke,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

David  M.  Leaman,  M.D.,  Hershey  Medical  Center,  Hershey 

17033. 

Norman  M.  Woldorf,  M.D.,  Suite  2,  Pennsboro  Center,  Taylor 
Bypass,  Lemoyne  17043. 

Robert  T.  Rubin,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

John  C.  Schiro,  M.D.,  2644-B  Green  St.,  Harrisburg  17110. 

Joseph  F.  Norato,  M.D.,  Holy  Spirit  Hospital,  Camp  Hill  17011. 

Linda  T.  Litton,  M.D.,  444  Woodcrest  Dr.,  Mechanicsburg 
17055. 

Samuel  J.  Amuso,  M.D.,  2800  Green  St.,  Harrisburg  17110. 

J.  Stanley  Smith,  Jr.,  M.D.,  1139  Loop  Dr.,  Harrisburg  17112. 

Gene  L.  Cary,  M.D.,  R.D.  1,  Box  176,  Hummelstown  17038. 

Lawrence  L.  Altaker,  M.D.,  812  Conodoguinet  Dr.,  Camp  Hill 
17011. 

Calvin  Collins,  Jr.,  M.D.,  3871  Dora  Dr.,  Harrisburg  17110. 

John  H.  Dossett,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quahty  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quahty  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 

penicillin  VK 

prednisone 

ethinyl  estradiol 

fluorometholone 

reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 


Upjolin 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 

© 1972  The  Upjohn  Company 

* TRADEMARK  JA  72-1986-6 
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Upjohn  has  been  able 
to  reduce  the  price  of  w-  ^ 

erythromycin  without  reducing  the  quahty  you  expect 
from  an  Upjohn  product. 

Keeping  quality  up 

E-Mycin* 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 

and  cost  down 


When  you  prescribed 

Orinase 


]4years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg  /kg  /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Ibday  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


clan  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenfarmin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disuifiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia:  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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meetings 


MAY 

National  Hospital  Safety  Seminar,  May  1-3,  Stouffer’s  Inn, 
Indianapolis.  Contact:  Phil  Weiner,  The  National  Safety 
Council,  425  North  Michigan  Ave.,  Chicago,  111.  6061 1. 

American  College  of  Obstetricians  and  Gynecologists,  May 
1-4,  Conrad  Hilton  Hotel,  Chicago.  Contact:  Donald  F. 
Richardson,  American  College  of  Obstetricians  and 
Gynecologists,  79  W.  Monroe  St.,  Chicago,  111.  60603. 

American  Society  of  Clinical  Oncology,  May  2-3,  Sheraton- 
Boston  Hotel,  Boston.  Contact:  Rose  Ruth  Ellison,  M.D., 
Roswell  Park  Memorial  Institute,  666  Elm  St.,  Buffalo, 
New  York  14203. 

Association  of  American  Physicians,  May  2-3,  Chalfonte 
Haddon  Hall,  Atlantic  City.  Contact:  John  A.  Oates, 
M.D.,  Vanderbilt  Univ.  School  of  Medicine,  Nashville, 
Tenn.  37203. 

Medical  and  Chirurgical  Faculty  of  Maryland,  May  3-5, 
Baltimore  Civic  Center. 

American  Association  for  Cancer  Research,  May  4-6, 
Sheraton-Boston  Hotel,  Boston.  Contact:  Hugh  J. 
Creech,  The  Institute  for  Cancer  Research,  Fox  Chase, 
Philadelphia,  Pa.  19111. 

Medical  Society  of  New  Jersey,  May  6-9,  Haddon  Hall, 
Atlantic  City. 

University  Association  for  Emergency  Medical  Services, 
May  12-13,  Washington  Hilton,  Washington,  D.C.  Con- 
tact: James  R.  Mackenzie,  M.D.,  Surgical  Education  Of- 
fice, Hamilton  General  Hospital,  Hamilton,  Ontario. 

American  Association  of  Genitourinary  Surgeons,  May  17- 
19,  Statler  Hilton  Inn,  Annapolis.  Contact:  O.S.  Culp, 
M.D.,  200  First  St.,  S.W.,  Rochester,  Minn.  55901. 

Pennsylvania  Academy  of  Ophthalmology  and  Otolaryn- 
gology, May  17-20,  Bedford  Springs  Hotel,  Bedford.  Con- 
tact: Donald  B.  Kamerer,  M.D.,  1501  Locust  St.,  Pitts- 
burgh 15219. 

Drug  Information  Association,  May  17-19,  Statler  Hilton 
Hotel,  New  York  City.  Contact:  Dr.  Jerome  J.  Harris, 
Galloping  Hills  Rd.,  Kenilworth,  N.J.  07033. 

American  Gynecological  Society,  May  18-20,  The  Home- 
stead, Hot  Springs,  Va.  Contact:  Ben  M.  Peckham,  M.D., 
1300  University  Ave.,  Madison,  Wis.  53706. 

American  Association  of  Clinical  Urologists,  May  19-20, 
Washington  Hilton  Hotel,  Washington,  D.C.  Contact: 
Russell  B.  Carson,  M.D.,  708  E.  Broward  Blvd.,  Ft. 
Lauderdale,  Fla.  33301. 

Pennsylvania  Society  of  Anesthesiologists,  May  19-21, 
Seven  Springs  Mountain  Resort,  Champion,  Pa.  Contact: 
Louis  J.  Hampton,  M.D.,  800  Highland  Ave.,  Hanover, 
Pa.  17331. 

Pennsylvania  Society  of  Internal  Medicine,  May  19-21, 
Host  Farm  Resort  Motel,  Lancaster. 

American  Urological  Association,  May  21-25,  Washington 
Hilton,  Washington,  D.C.  Contact:  Richard  J.  Hannigan, 

1 120  N.  Charles  St.,  Baltimore  21201. 

American  Pediatric  Society,  May  21-26,  Sheraton  Park 
Hotel,  Washington,  D.C.  Contact:  Charles  D.  Cook, 
M.D.,  333  Cedar  St.,  New  Haven,  Conn.  16510. 
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Keeping  quality  up 


and  cost  down 


For  over  85  years  The  Upjohn 
Company  has  been  noted  for 
the  quality  of  its  products. 

Although  methods  of  manu- 
facturing have  advanced  far 
beyond  the  imagination  of  the 
founders  of  Upjohn,  one  thing 
hasn’t  changed.  And  that  is  the 
rigid  quality  controls  Upjohn 
imposes  upon  itself  to  continue 
to  bring  you  the  highest 
quality  products. 

To  lower  costs  while  maintain- 
ing quality  is  the  cornerstone 
of  the  Upjohn  philosophy  that 
guides  the  manufacture  of 
such  low-priced  products  as: 


erythromycin 

tetracycline 
penicillin  VK 
prednisone 
ethinyl  estradiol 
fluorometholone 
reserpine 


E-Mycin® 

Panmycin® 

Uticillin®  VK 

Deltasone® 

Feminone® 

Oxylone® 

Reserpoid® 
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Upjohn  has  been  able 
to  reduce  the  price  of 
tetracycline  without  reducing  the  quality  you  expect 
from  an  Upjohn  product. 
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Panmycin 

(tetracycline  HCl,  Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml. 
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The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jak^bovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 


American  Fertility  Society 


Androkf 


(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Androld<HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  £Kt.  (1/6  gr.)  ..lOmg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCl.  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  SOD,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  TestQStersne  ..S.Omg. 
Thyroid  Ext.  (Vs  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  S4  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  while  tablet  contains: 
Methyl  Testosterone  ..2.5 mg. 
Thyroid  Ext.  (V«  gr.$  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  r 


25  mg. 

100  mg. 

5 mg. 

.75  mg. 


Thiamine  HCL 
Glutamic  Acid 
Pyridoxine  HCL  .. 

Niacinamide 
Calcium  Pantothenate  .10  mg. 

Vitamin  8-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercaicemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  disesntanued 
as  soon  as  hypercalcemia  is  detected. 

Referencea:  1.  Moniesane,  P.,  and  Evangaliaia,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  f.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  0.  K.,  and  Galiagbar,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
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MEDICINE 


cardiovascular  brief 


Cardiac  Arrest 
Part  I 


Irving  Imber,  M.D.,  questions  William 
G.  Leaman,  Jr.,  M.D.,  Fellow,  Council 
on  Clinical  Cardiology  of  the  American 
Heart  Association,  Unionville,  Penn- 
sylvania. 

What  is  cardiac  arrest? 

Cardiac  arrest  may  be  defined  as  a 
state  of  heart  inaction  in  the  form  of 
ventricular  fibrillation  or  cardiac  stand- 
still, both  of  which  fail  to  maintain  an 
adequate  cerebral  circulation.  Howev- 
er, this  term  is  generally  not  used  to 
describe  the  terminal  event  in  non-car- 
diac deaths. 

How  do  we  differentiate  ventricular 
fibrillation  from  cardiac  standstill? 

An  electrocardiogram  is  the  only 
sure  means  of  giving  us  a diagnosis 
since  a clinical  or  bedside  differentia- 
tion between  ventricular  fibrillation 
and  cardiac  standstill  is  virtually  impos- 
sible. Carotid  and  radial  pulses  will  be 
absent  in  both  states.  Even  when  the 
heart  is  exposed,  a distinction  may  be 
impossible.  Ventricular  fibrillation 
generally  precedes  cardiac  standstill, 
and  in  such  a situation  consciousness  is 
lost  in  six  to  seven  seconds.  Within 
thirty  seconds  an  electroen- 
cephalogram will  show  an  absence  of 
cortical  activity. 

How  much  time  passes  before  irrevers- 
ible changes  in  the  cerebral  circulation 
occur? 

We  generally  consider  that  after 
about  four  minutes,  serious  and  irre- 
versible changes  in  the  sensitive  cere- 
bral areas  take  place. 

What  causes  cardiac  arrest? 

There  are  many  causes,  the  most 
frequent  being  a large  myocardial  in- 
farction. In  these  cases,  ventricular 
fibrillation  usually  precedes  cardiac 
standstill.  In  addition  cardiac  arrest  is 


always  a possibility  during  the  adminis- 
tration of  an  anesthetic  agent.  This  may 
be  the  direct  effect  of  the  anesthetic  on 
a previously  damaged  cardiac  muscle, 
although  an  overdose  of  the  anesthetic, 
particularly  in  older  patients,  may  be 
the  culprit.  So  may  oxygen  lack  or  car- 
diac dioxide  excess. 

Are  there  any  anesthetics  most  likely  to 
produce  ventricular  fibrillation  and 
cardiac  arre.st? 

In  this  group,  the  main  offenders  are 
chloroform,  cyclopropane,  and  ha- 
lothane,  although  there  are,  of  course, 
others.  In  all  cases,  however,  a great 
deal  depends  on  the  patient’s  age,  cardi- 
ac status,  and  the  nature  of  the  opera- 
tion. 

Will  you  comment  on  the  oxygen  lack 
and  carbon  dioxide  excess  as  a cause  of 
cardiac  arrest? 

Anoxia  may  result  from  obstruction 
of  the  respiratory  tract  by  the  tongue, 
the  patient’s  position,  or  inhaled  mate- 
rial (blood,  excess  mucous,  etc.).  Too 
much  nitrous  oxide  combined  with  too 
little  oxygen  may  be  the  background.  In 
addition,  when  an  excess  of  carbon 
dioxide  accumulates  in  the  alveoli, 
hypercapnia  may  result. 

Does  vagal  stimulation  enter  the  pic- 
ture? 

It  has  been  found  that  several  anes- 
thetic agents  may  cause  vagal  stimula- 
tion and  thus  alter  the  cardiac  rhythm. 
Perhaps  this  may  explain  the  value  of 
the  preoperative  dose  of  atropine. 

What  other  drugs  may  be  associated 
with  cardiac  arrest? 

Various  agents  given  in  either  large 
or  toxic  doses  may  be  associated  with 
cardiac  arrest:  for  example,  potassium, 
procainamide,  adrenalin,  and  in  some 
cases,  even  mercurial  diuretics.  In  fact, 


any  drugs  causing  hyperkalemic  states 
can  be  associated  with  malignant  forms 
of  arrhythmia — cardiac  standstill 
among  them. 

Does  sympathetic  stimulation  cause 
cardiac  arrest? 

Many  of  the  anesthetic  agents  al- 
ready mentioned  are  capable  of 
stimulating  the  sympathetic  systems  of 
some  patients  and  thus  producing 
tachycardia,  arrhythmias,  and  possibly 
ultimate  ventricular  fibrillation  and 
cardiac  standstill. 

Is  hypotension  a factor  in  the  produc- 
tion of  cardiac  arrest? 

We  have  found  that  the  hypotension 
caused  by  the  intravenous  or  too  rapid 
administration  of  an  anesthetic  has  oc- 
casionally resulted  in  cardiac  arrest. 
However,  these  states  can  also  come 
about  by  the  toxic  effects  of  a general 
anesthetic  on  the  circulatory  system. 

Do  any  special  procedures  Increase  the 
risk  of  cardiac  arrest? 

In  rare  instances,  cardiac  cathe- 
terization or  angiocardiography  may 
produce  ventricular  fibrillation,  partic- 
ularly in  the  presence  of  congenital 
heart  defects  and  in  those  patients  who 
have  marked  cardiac  hypertrophy,  pul- 
monary hypertension,  or  some  other 
form  of  cardiac  arrhythmia. 

Are  there  any  other  causes  of  cardiac 
arrest? 

Severe  hemorrhage,  pulmonary  em- 
bolization, abrupt  cardiac  tamponade 
and  hypothermia  have  been  reported  to 
be  the  background  in  some  instances. 

This  Brief  is  prepared  by  William  G. 
Leaman,  Jr,,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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classifieds 


Neurology  and  Psychiatry  residency 
positions  available  in  3-year  Board 
approved  training  program,  affiliated 
with  Thomas  Jefferson  University 
School  and  Hospital,  Philadelphia,  Pa. 
Salary  Range  (Neurology  $10,  300- 
$11,500)  (Psychiatry  $12,000 
$14,000).  Full  range  of  clinical  materi- 
al. Excellent  instructions  in  basic 
sciences,  child  psychiatry,  supervised 
individual  and  group  psychotherapy, 
research  encouraged.  Write,  Chief  of 
Staff,  VA  Hospital,  Coatesville,  Pa. 
19320.  Nondiscrimination  in  employ- 
ment. 

Emergency  room  physician  needed  to 
complete  five  man  team.  $38,000 
minimum  with  incentive  pay.  Salary 
negotiable  according  to  experience. 
Four  weeks  vacation  plus  fringes. 

Tired  of  the  rat  race?  Would  you 
exchange  your  impending  coronary  for 
an  adequate  salary  and  37’/i  working 
hours  per  week?  Physicians  needed  for 
medical  care  of  the  mentally  ill.  Good 
retirement  program.  Opportunity  for 
psychiatric  orientation  if  desired. 
Pennsylvania  license  or  eligibility 
required.  Write:  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017 
or  call  (412)  343-2700. 

Psychiatrist — to  be  Assistant  Superin- 
tendent of  Dixmont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500  bed  hospi- 
tal. Requires  Pennsylvania  license. 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412) 761-1780. 

Pi^chiatrists  or  MD’s  with  experience 
in  mental  hospitals.  Full  and  part  time 
positions  available  in  modern  900-bed 
NP  center.  Starting  per  annum  salary 


range  (depending  on  qualifications) 
from  $17,761  to  $27,483  with 
scheduled  periodic  increments.  Ex- 
cellent fringe  benefits  available  include 
life  insurance,  health  insurance,  liberal 
retirement  program,  vacation,  sick 
leave  and  leave  to  attend  professional 
meetings.  Full  and  unrestricted  license 
from  any  state  acceptable.  Moving 
costs  (travel  and  transportation)  may 
be  supported  for  full-time  appointees. 
Non-discrimination  in  employment. 
WHY  NOT  CONSIDER  A CAREER 
WITH  THE  VETERANS  ADMINIS- 
TRATION? Contact  Chief  of  Staff, 
VA  Hospital,  Leech  Farm  Road,  Pitts- 
burgh, Pa.  15206;  or  telephone  (412) 
363-4900  Ext.  231. 

Emergency  Room  Physician — Full 
time  position,  available  May  15,  1972; 
Accredited  325  bed  general  hospital; 
active  approved  internship  and  resi- 
dency programs;  excellent  benefits. 
Submit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

Physician’s  Assistant  Available — 

Male,  age  28,  married,  wife  an  R.N. 
Has  B.S.  in  biology,  4 years  as  Navy 
Medical  Corpsman.  Total  of  9 years  in 
medical  fields.  For  additional  details 
on  this  or  other  dedicated  applicants, 
call  collect  1-513-221-1112,  or  write: 


Medical  Nursing  Employment  Serv- 
ices, Inc.,  400  Oak  St.,  Cincinnati, 
Ohio  45219.  Mrs.  E.B.  Kruse,  Execu- 
tive President. 

Two  Young  Family  Practice  Physi- 
cians looking  for  third  partner  in 
Montgomery  County,  Maryland,  su- 
burbs of  Washington,  D.C.  New  facili- 
ties with  lab  and  X-ray.  Open  staff 
hospital.  Excellent  first  year  salary — 
then  full  partnership  in  professional 
corporation.  Practice  now  grossing  in 
excess  of  $350,000  per  year.  Seeking 
energetic  young  American-trained 
physician.  Please  respond  to  Hooper 
and  Kordon,  P.A.,  15  Deer  Park 
Drive,  Gaithersburg,  Maryland  20760. 
All  inquiries  will  be  answered. 


General  Practice — Immediate  opening 
in  Suburban  Philadelphia  for  General 
Practitioner  or  Internist  who  is  willing 
to  engage  in  General  Practice.  Duties 
include  House  Staff  Physician  in 
accredited  General  Hospital  and  partic- 
ipation in  private  practice  in  office  near 
Hospital.  Excellent  salary  in  addition  to 
generous  fringe  benefits  and  Profit 
Sharing  Plan.  Pennsylvania  State 
license  or  eligibility  mandatory.  Write 
Box  604,  Pennsylvania  Medi- 
cine, 20  Erford  Rd.,  Lemoyne,  Pa. 
17043. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  ot  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd..  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  ail  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


DERMATOLOGY 

i Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology:  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  6 weeks;  6 hrs.  AAGP  credit  approved.  Con- 
I tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
1 Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


I ENDOCRINOLOGY 

f Sayre;  July  20,  1971~May  23,  1972 

Rotating  Specialty  Seminar/Endocrinology;  at 
I Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
I week;  9 weeks;  9 hrs.  AAGP  credit  approved.  Con- 
[i  tact  Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
■ Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

f Hershey;  September  28,  1971-— June  27,  1972 
‘ Newer  Aspects  of  Family  Medicine;  at  Hershey; 
I 1 hr.  per  day;  1 day  per  week;  40  weeks;  40  hrs. 
t AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  A Communi- 
ty Medicine,  M.S.  Hershey,  Hershey  17033. 


' Allentown  Hospital;  September  9,  1971  - June  8, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  1 day  ea. 
■ mo.;  3 hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  = none.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  2 days  ea. 
mo.;  2 hrs.  ■'er  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1 day  ea.  mo.;  3 hrs.  per  day;  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  - May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS.  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  and 
Jan.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ..  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Carlisle  Hospital;  Friday  each  week  (September  - 
June  30) 

Continuing  Medical  Education  Program;  1 hr. 
ea.  Fri.;  36  weeks;  AAFP  credit  requested.  Contact 
Robert  J.  McConaghie,  M.D.,  Course  Dir.,  Carlisle 
Hosp.,  224  Paree  St.,  Carlisle,  Pa.  17013. 


Chester;  September  7,  1971 — May  23,  1972 
AMA — Continuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath.  M.D.. 
D.M.E.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


CODE  KEY 

S — Designed  for  full-time  speciaiists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP—rAmerican  Coilege  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eiigible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsyivania  Medicai  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medicai  College  of  Pennsylvania 


Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1 hr.  a day;  1 
day  per  mo;  9 hrs.  AAGP  credit  requested.  Con- 
tact John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv- 
ices, Coatesville  VA  Hosp.,  Coatesville  19320. 


DuBois  Hospital;  February  10  - April  13,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS.  Pitt  and  Western  Pa.  RMP;  Thurs. 
ea.  week;  30  hrs.  AAGP  credit  requested,  fee  to 
be  announced.  Contact  PMS  (Continuing  Educa- 
tion), 20  Erford  Rd.,  Lemoyne  17043. 


East  Stroudsburg;  October,  1971  - April,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  M.C.  of  Pa.;  at  General  Hosp. 
OT  Monroe  County;  3 hrs.  per  day;  1 day  per  mo.;  6 
mos.;  18  hrs.  AAGP  credit  requested;  fee  to  be  an- 
nounced. Contact  PMS  (Continuing  Education),  20 
Erford  Rd.,  Lemoyne  17043. 


Easton  Hospital,  September  15,  1971  - June  21, 

1972 

AMA — What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IV2  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.O.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971 -May  12,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; at  St.  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3 hrs.  per  day;  1 day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St..  Philadelphia  19107. 


Gettysburg;  January  19  - May  17,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat- 
ing Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  - May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  one 


ea.  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Hazleton  State  General  Hospital;  September  1 - 
June  1 

AMA  (required  credit)  — A Program  of  Con- 
tinuing Medical  Education;  by  U.  of  Pa.;  IVz  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson, 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Lancaster  General  Hosp.;  September  7,  1971  - May 
30,  1972 

Continuing  Education  Program;  1 day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested;  fee 
= none.  Contact  John  H.  Esbenshade,  Jr..  M.D., 
Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  - May  25,  1972 

AMA  — Continuing  Education  Program;  by  Hah- 
nemann; 2 hrs.  per  day;  1 day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


Lebanon:  November  3,  1971  - May  2,  1972 
AMA  — A Continuing  Medical  Education  Pro- 
gram; by  Jefferson  and  Penn  State:  at  Quentin 
Riding  Academy;  1 day  every-other  mo.;  2 hrs.  per 
day;  8 hrs.  AAGP  credit  requested;  fee  = none. 
Contact  John  H.  Killough,  Ph.D.,  M.D.,  Assoc. 
Dean,  Jefferson,  1025  Walnut  St.,  Philadelphia 
19107. 


Lock  Haven  Hospital;  December  15,  1971  - April 
19.  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram): by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays;  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


Meadville:  September  1,  1971  - May  3,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS;  at  Meadville  City  Hosp.;  first  Wed. 
ea.  mo.;  18  hrs.  AAGP  credit  requested;  fee  to  be 
announced.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Philadelphia;  September  15,  1971  - May  17,  1972 
Continuing  Medical  Education  Seminars:  at 
Methodist  Hospital;  1 day  ea.  mo.;  2 hrs.  per  day; 
18  hrs.  AAGP  credit  requested;  fee  = none.  Con- 
tact John  N.  Giacobbo,  M.D.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19148. 


Philadelphia;  January  4 - May  16,  1972 
AMA  — Current  Topics  of  Interest  to  the  Family 
Physician:  at  Jefferson;  2 hrs.  per  day;  1 day  per 
week;  20  weeks:  40  hrs.  AAGP  credit  requested; 
fee  = $150.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pittsburgh;  August  5,  1971  - June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July:  1 hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  = 30;  fee 
= none.  Contact  Paul  W.  Oishart,  M.D.,  O.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St.,  Pitts- 
burgh 15201. 


Pittsburgh;  September  2,  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day;  32  weeks;  min.  enrollment  6;  AAGP  credit 
requested;  fee  = $50  for  ea.  10-week  series.  Con- 
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tact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46th  St..  Pittsburgh  15201. 


Pittsburgh;  October  21 , 1971  - June  1 , 1972 

Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening;  1 day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  = $10  per  ses- 
sion ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cent.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  - June  23,  1972 

Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  fee  = none.  Contact  Paul 
W.  Dishart,  M.D.,  D.M.E.,  St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  15201. 

Pottsville;  September  30,  1971  - May  25,  1972 
AMA — Continuing  Medical  Education  Program; 
by  Hahnemann;  at  Good  Samaritan  Hosp.;  2 hrs. 
ea.  mo.;  last  Thurs.;  AAFP  credit  approved  (2  hrs. 
per  session).  Contact  Norman  M.  Wall,  M.D., 
DmM.E.,  Good  Samaritan  Hosp.,  E.  Norwegian 
Street,  Pottsville  17901. 


Pottsville  Hospital;  September  2,  1971  - June  1. 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2 hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D..  M.D.,  Assoc.  Dean.  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Punxsutawney;  March  1$-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D..  Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 1 5767. 


Reading;  September  28,  1971  - May  23,  1972 

1971-1972  Continuing  Education  Program;  at  St. 
Joseph's  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec.; 
1 hr.  ea.  day;  8 hrs  AAGP  credit  approved.  Con- 
tact Kenneth  M.  Schreck,  M.D  . Med.  Dir..  St. 
Joseph's  Hosp..  Reading  19610. 


St.  Marys;  October  24,  1971  - April  23.  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS,  Pitt 
and  Western  Pa.  RMP;  at  Andrew  Kaul  Memorial 
Hosp.;  forth  Sun.  ea.  mo.  except  December;  21 
hrs.  AAGP  credit  requested,  fee  to  be  announced. 
Contact  William  M.  Cooper,  M.D.,  Dir.  of  Com. 
Educ..  Pitt,  Scaife  Hall,  Pittsburgh  15213. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening; 

AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo.;  9 months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath. 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres,  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave., 
Somerset  15501. 


Tunkhannock;  March  8 - May  10,  1972 

Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust);  by  PMS  and 
Greater  Delaware  Valley  RMP;  at  Tyler  Memorial 
Hosp.;  second  Wed.  ea.  mo.;  9 hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 


(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Uniontown  Hospital;  September  22,  1971  - June 
21,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M.  Cooper,  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


Wellsboro  - November  17,  1971  - April  19,  1972 
Current  Medical  and  Surgical  Concepts  (An  Ed- 
ward Walter  Clark  Memorial  Education  Program  of 
the  Educational  and  Scientific  Trust)  by  PMS  and 
Susquehanna  Valley  RMP;  at  Soldiers  and  Sailors 
Memorial  Hosp.;  third  Wed.  every-other  mo.;  12 
hrs.  AAGP  credit  requested;  fee  to  be  announced. 
Contact  PMS  (Continuing  Education).  20  Erford 
Rd.,  Lemoyne  17043. 


York  Hospital;  September  16,  1971  - April  27,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  Thursday 
each  week;  3 hrs.  per  day;  AAGP  credit  approved; 
30  weeks;  fee  = $50  ($10  ea.  session).  Contact 
John  H.  Killough.  Ph.D..  M.D  . Assoc.  Dean.  Jef- 
ferson, 1025  Walnut  St..  Philadelphia  19107. 


HEMATOLOGY 

Sayre;  July  12.  1971  - June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer 
Hosp  . Guthrie  Square.  Sayre  18840. 


INTERNAL  MEDICINE 

Philadelphia;  October  6.  1971  - May  31.  1972 
AMA  — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  ea.  day;  1 day  ea.  week;  32  weeks; 
96  hrs.  AAGP  credit  approved;  $175  lee  ($50  ea. 
sub-specialty  — Hematology  & Medical  Oncology. 
October  6 to  November  17;  Gastroenterology, 
November  24,  1971  to  February  9,  1972,  Dermatol- 
ogy & General  Topics.  February  16  to  April  19: 
Cardiology,  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell.  Asst.  Dir.  PG  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 

MALIGNANT  DISEASE 
Hershey;  January  1 2 - April  12,  1972 
Oncology  Lecture  Series;  at  M.S.  Hershey;  by 
American  Cancer  Society  - Pa.  Div.,  Inc.;  2 hrs. 
day;  1 day  per  mo.;  8 hrs.  AAGP  credit  requested. 
Contact  Allan  Lipton,  M.D.,  Asst.  Prof,  of  Med., 
M.S.  Hershey,  500  University  Dr.,  Hershey  17033. 


Reading:  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D..  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Heading  19601 . 


NEPHROLOGY 

Sayre;  September  13,  1971  - May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  18840. 


Norristown  State  Hospital;  September  13,  1971  - 
May  8,  1972 

Intensive  Review  of  Neurology;  I'A  hrs.  per  day; 
1 day  per  week;  30  weeks;  min.  enrollment  8;  fee 
= $100.  Contact  John  0.  Pruitt,  M.D.,  Dir,,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 1 9401 . 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt;  at 
Magee-Wornens  Hosp.;  SVz  hrs.  per  day;  1 day  per 
week;  two  successive  Fridays;  7 hrs.  AAGP  credit 
requested;  fee  = $50.  Contact  Marvin  C.  Rulin, 
M.D..  Magee-Womens  Hosp.,  3400  Forbes  St., 
Pittsburgh  15213. 


OPHTHALMOLOGY 

Abington  Memorial  Hospital;  September  22, 
1971_May  22,  1972 


S-Recent  Trends  on  Ophthalomology;  ^V^  hrs, 
per  day;  1 day  per  mo.;  9 mos,  13  hrs.  total;  max, 
enrollment=  15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia  General  Hospital;  September  29. 
1971  - May  31,  1972 

AMA  — Current  Concepts  in  Clinical  Phar- 
macology; by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1 day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


PHYSIOLOGY 

McKeesport  Hospital;  January  14  - June  9.  1972 
AMA — The  Physiological  Basis  of  Medical  Prac- 
tice; by  Pitt;  2 hrs.  a day;  Fri.  ea.  week;  13  weeks; 
26  course  hours;  AAFP  credit  approved  (2  hrs.  ea. 
session).  Contact  Frank  R.  Bondi,  M.D.,  Chrm,, 
Dept,  of  Surg.,  McKeesport  Hosp.,  1500  Fifth  Ave., 
McKeesport  15132. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
1971.^iune  12,  1972 

S-Seminar  in  Psychiatry;  IVj  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment  = 30;  fee=none.  Contact  William  H.  Mahood. 
M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001 . 


Abington  Memorial  Hospital:  March  7 — May  9, 
1972 

S-Marital  Therapy;  2 hrs.  per  day;  1 day  per 
week;  10  weeks;  max.  enrollment=  20;  fee=$50. 
Contact  William  H.  Mahood,  Dir.  of  Post-Graduate 
Education,  Abington  Memorial  Hosp.,  1200  York 
Rd.,  Abington  19001. 


Danville;  September  8.  1971  - April  12,  1972 

AMA  — Psychiatry  and  Community  Mental 
Health:  at  Geisinger  Med.  Center;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  5 weeks;  12  hrs.  AAGP  credit 
requested;  fee  = $5.  Contact  Sydney  E.  Pulver, 
M.D.,  Dir.,  The  institute  of  the  Pa.  Hosp.,  Ill  N. 
49th  St..  Philadelphia  19139. 


Easton  Hospital:  September  27,  1971  - June  26, 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 
nemann; ^V^  hrs.  per  day;  1 day  per  mo.;  9 mos.; 
iJVz  hrs.  AAGP  credit  requested;  fee=none.  Con- 
tact Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Harrisburg  Polyclinic  Hospital;  November  12,  1971 
- May  5,  1972 

AMA  ~ Continuing  Education  Program  in  Psy- 
chiatry for  the  Clinician;  1 hr.  ea.  day;  1 day  per 
week;  20  weeks:  20  hrs.  AAGP  credit  approved; 
fee=$5.  Contact  John  M.  Hume,  M.D.,  Chief. 
Dept,  of  Psychiatry,  Harrisburg  Polyclinic  Hosp., 
Harrisburg  17105. 


Norristown  State  Hospital;  September  10.  1971 
May  12,  1972 

S — Intensive  Review  of  Psychiatry:  T'/»  hrs. 
per  day:  1 day  per  week;  31  weeks:  min.  enroll- 
ment  = 8;  fee  = $100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists. 
Norristown  State  Hosp.,  Stanbridge  & Sterigere 
Sts.,  Norristown  19401 


Norristown  State  Hospital;  March  3 - May  19,  1972 
S — Family  Therapy  II;  I'/z  hrs.  per  day;  1 day 
per  week;  10  weeks;  min.  enrollment  = 8; 
fee=$50.  Contact  John  D.  Pruitt.  M.D..  Dir.,  Pro- 
gram for  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401. 


Norristown;  (dates  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp..  PMS  and  PAGP;  2 hrs.  per  day;  1 day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  = $25.  Contact  Sydney  E.  Pulver. 
M.D..  Dir.,  The  Institute  of  the  Pa.  Hosp.,  Ill  N. 
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49th  St.,  Philadelphia  19139. 


Philadelphia;  September  7.  1971  - June  6,  1972 
S/AMA  — Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  IVt  hrs.  ea.  day;  1 day 
ea.  mo.;  10  mos.;  fee  — $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator.  Cont.  Educ.  for  Psychi- 
atrists, The  Institute  of  Pa.  Hosp..  Ill  N.  49th  St.. 
Philadelphia  19139. 


Philadelphia;  October  13,  1971  - May  17,  1972 
AMA  — Seminars  in  Psychotherapy:  Short-term, 
Crisis  & Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day:  1 day  per  week;  ID  weeks  per  semi- 
nar; AAGP  credit  requested;  tee  = $150  for  30 
weeks,  $75  for  10  weeks.  Contact  Paui  Jay  Fink, 
M.D..  Dir.  of  Educ.  & Training,  Dept,  of  Mental 
Health  Sciences,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


Philadelphia;  December  2,  1971  - April  20,  1972 
AMA  — New  Dimensions  in  Patient  Caro;  by 
The  Institute  of  Pa.  Hosp.,  PMS  and  PAGP;  at  The 
Institute;  2 hrs.  per  day;  1 day  per  week;  18  weeks; 
36  hrs.  AAGP  credit  requested;  fee  = $100.  Contact 
Sydney  E.  Pulver,  M.D.,  Dir.,  The  Institute  of  the 
Pa.  Hosp..  Ill  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  March  18  - May  27.  1972 
S/aMa  — Principles  ana  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.  and  The  Institute;  2 hrs.  ea.  Saturday;  10 
weeks;  fee  = $100;  max.  enrollment=  15.  Contact 
Peter  0.  Bloom.  M.D.,  Coordinator  of  Coni. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  111  N.  49fh 
St..  Philadelphia  19139. 


Philadelphia;  March  22  - May  24.  1972 
AMA  — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2 hrs.  per  day;  1 day  per  week;  10 
weeks:  AAGP  credit  requested;  tee=$75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Philadelphia:  March  22-May  24.  1972 
S/AMA  — Advanced  Marital  Therapy  — Treating 
Sexual  Incompatibility;  by  the  Institute  ot  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  ot 
Philadelphia;  21/2  hrs.  per  day;  1 day  per  week;  10 
weeks;  fee  = $100.  Contact  Peter  8.  Bloom,  M.D., 
Coordinator,  Cont.  Educ.  for  Psychiatrists.  The  In- 
stitiTte  of  Pa.  Hosp.,  111  N.  49th  St.,  Philadelphia 
19139. 


Sayre;  July  27,  1971  — May  8.  1972 
Rotating  Specialty  Seminar/Psychiatry;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  10 
weeks;  10  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E..  Robert  Packer 
Hosp.,  Guthrie  Square,  Sayre  18840. 


Warren  State  Hospital;  February  25  - June  24,  1972 
Visiting  Lecturer  Series  in  Psychiatry;  Friday  af- 
ternoon and  Saturday  morning  (two  or  three  times 
a month);  6 credit  hours  each  session;  AAFP  cred- 
it requested.  Contact  A.Y.  Hoshino,  M.D..  Asst. 
Sutp.,  Warren  State  Gosp.,  Box  249,  Warren  16365. 


SURGERY 

Easton  Hospital;  March  17  - November  3.  1972. 

0/S — Visiting  Professor  in  Surgery;  1 day  a mo.; 
(Mar.,  June,  Sep!,  and  Nov.);  no  fee;  creditable 
hours.  Contact  Lee  S.  Serfas.  M.O.,  Dir.  of  Surg., 
Easton  Hosp.,  21st  & Lehigh  Sts.,  Easton  18042. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

May  1 - June  23.  1972;  Philadelphia 
PG/AMA  — Clinical  Immunology  Tutorial 
Course;  at  Hahnemann:  7-8  hrs.  per  day:  40  days; 
tee  = SSOO.  Contact  Frederick  K.  Heath.  M.D., 
Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

APRIL,  1972 


ARTHRITIS  & RHEUMATISM 
Continuous:  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks;  tee  = $150.  Contact  Frederick  K.  Heath. 
M.D.,  Dir.,  Cont.  Educ..  Hahnemann.  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (2  or  3 weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics:  Car- 
diac Care  Unit;  glectrophysiology;  Vector-Elec- 
trocardiography and  Cardiovascular  Phar- 
macology; Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo;  Clinical  Cardiology  and  Car- 
diovascular Surgery:  at  Hahnemann;  6,  7,  8,  or  9 
hrs.  per  day;  10  or  15  days;  tee  ~ $300  ea.  sub- 
section. Contact  Frederick  K.  Heath.  M.D..  Dir., 
Cont.  Educ..  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


June  6-7,  1972,  Pittsburgh 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
Western  Pa.  Heart  Assoc.;  7 hrs.  per  day;  2 days; 
fee=$40.  Contact  Div.  ot  Cont.  Educ.,  Pitt,  1022-H 
Scaite  Hall,  Pittsburgh  15213. 


April  10-21,  1972:  Philadelphia 

C/AMA  — Core  Curriculum-Fundamentals  and 
Applied  Clinical  Cardiology  Seminar;  by  Hah- 
nemann; 7 hrs.  per  day;  12  days;  84  hrs.  AAGP 
credit  requested;  tee  = $300.  Contact  Frederick 
K.  Heath,  M.D..  Dir.,  Cont,  Educ.,  Hahnemann.  230 
N.  Broad  St.,  Philadelphia  19102. 


July  17-19,  1972,  Philadelphia 

C/AMA  — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAGP  credit  requested;  tee  = $125.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah- 
nemann; 7,  8,  or  9 hrs.  per  day;  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


April  26  - 28,  1972;  Philadelphia 
C/AMA — Respiratory  Intensive  Care  Workshop; 
by  U.  of  Pa.;  8 hrs.  per  day;  3 days;  24  credit  hrs.; 
AAGP  credit  requested;  fee  = $175.  Contact  Reg- 
istrar, Grad.  Med.  Ed.,  U.  of  Pa.,  288  Med.  Labs. 
Bldg.,  Philadelphia  19104. 


May  3-6,  1972;  Philadelphia 
C/AMA  — Pulmonary  Care  in  the  Seventies 
(27th  Hahnemann  Symposium);  by  Hahnemann;  at 
Marriott  Motor  Hotel;  5-6  hrs.  per  day:  4 days:  25 
hrs.  AAGP  credit  approved;  fee  = $175.  Contact 
Frederick  K.  Heath.  M.D..  Dir.,  Cont.  Educ..  Hah- 
nemann, 230  N.  Broad  St..  Philadelphia  19102. 


May  25-27,  1971 ; Pittsburgh 

AMA/C  — Critical  Care  (Acute)  Medicine:  by 
Pitt  and  American  College  ot  Chest  Physicians;  at 
Pitt.  Contact  Esther  BarCarmi,  Registrar,  Con- 
tinuing Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E.  Chestnut  Sti.  Chicago,  III 
6061 1 . 


EMERGENCY  MEDICINE 

May  2-13,  1972;  Philadelphia 

PG/AMA  — Emergency  Room  Tutorial  Course; 
by  Hahnemann;  8 hrs.  ea.  day;  10  days;  fee  = $400. 
Contact  Frederick  K.  Heath.  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St..  Philadelphia 
19102. 


May  5 & 6,  1972;  Harrisburg 

C — Cardiac  and  Surgical  Emergencies  As 
Seen  by  the  Emergency  Department  Physician;  by 
Pa.  Chapl.,  Amer.  College  of  Emergency  Room 


Physicians;  at  Holiday  Inn  Town.  Contact  Pa, 
Chapter  of  ACER.  P.O.  Box  152,  Bethel  Park. 

15102. 


GASTROENTEROLOGY 
April  15.  1972;  Hershey 

0 — Seminar  on  Gastroenterology;  by  PMS  and 
Pa.  Osteopathic  Medical  Assoc.;  at  M.S.  Hershey; 
6 hrs.  AAGP  and  ACGP  credit  requested;  fee  = 
$10;  min.  enrollment  = 20.  Contact  PMS  (PMS- 
POMA  Seminar),  20  Erford  Rd..  Lemoyrte  17043. 


June  28-30,  1972;  Pittsburgh 
C/AMA — Common  Problems  of  the  Upper  G.l. 
Tract;  at  Pitt;  20  hrs.  AAFP  credit  approved:  tee  = 
$100  ($50  for  residents).  Contact  William  M.  Coo- 
per. M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaite  Hall,  Pittsburgh  15213. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  — Tutorial  Courses;  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days;  lee  = $700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D..  Dir.,  Cont.  Educ.,  Hahnemann.  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  $200-$300,  2 weeks  @ $250  . 3 
weeks  @ $375  or  1 month  (a  $500;  programs 
available  in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.O.,  Dir.  Regional  Medical  Program  Ac- 
tivities, M.C.P.,  3300  Henry  Ave..  Philadelphia 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi- 
tals (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 
M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt:  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D..  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 


May  4-6.  1972;  St.  Davids 
C — Annual  Main  Line  Conference  of  Bryn 
Mawr  Hosp.;  at  Treadway  Inn;  2’/*  days;  15  hrs. 
AAGP  credit  approved;  fee  = $35.  Contact 
Theodore  J.  Berry,  M.D.,  DME,  Bryn  Mawr  Hosp., 
Bryn  Mawr  19010. 


MALIGNANT  DISEASE 

April  3-28,  1972;  Philadelphia 
PG/AMA  — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann;  8-9  hrs.  per  day; 
20  days;  fee  = $400.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102, 


NEPHROLOGY 
June  5-7,  1972;  Philadelphia 

C/AMA  — Nephrology  for  the  Practicing  Physi- 
cian; by  Hahnemann;  at  Holiday  Inn;  7 hrs.  ea. 
day;  3 days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell,  Asst.  Dir.,  Cont. 
Educ.,  Hahnemann.  230  N.  Broad  St..  Philadelphia 
19102. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA—  Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
fee=$250):  Neuropathology:  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
fee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir..  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


May  10  - 12,  1972:  Philadelphia 
C/AMA — Modem  Therapy  in  Neurology  and 
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Neorosurgery:  by  U.  of  P.;  8 hrs.  per  day;  3 days; 
24  credit  hrs.  AAGP  credit  approved;  fee  = $125. 
Contact  Registrar.  Grad.  Med.  Ed.,  U.  of  Pa.,  288 
Med.  Lags.  Bldg..  Philadelphia  19104. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
April  10  - 12,  1972;  Pittsburgh 

C/S/AMA — Strabismus;  Eye  and  Ear  Hosp.  and 
Pitt;  max.  regis.  = 40;  fee  = $200.  Contact 

William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.  1022  H Scaife  Hall,  Pittsburgh  15213. 


April  17  - 19.  1972;  Pittsburgh 

C/S/AMA — Ocular  Trauma;  by  Eye  and  Ear 
Hosp.  and  Pitt;  max.  regis.  = 40;  fee  = $200. 
Contact  William  M.  Cooper.  M.D..  Dir.,  Div.  of 
Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15213. 


May  3 - 5,  1972;  Pittsburgh 
C/S/AMA — Ophthalmic  Microsurgery;  by  Eye 
and  Ear  Hosp.  and  Pitt;  max  regis.  = 20;  tee  = 
$400.  Contact  William  M.  Cooper,  M.D..  Dir.,  Div. 
of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213 


May  8-10,  1972;  Pittsburgh 
C/S/AMA — The  Glaucomas;  by  Eye  and  Ear 


Hosp.  and  Pitt;  max.  regis.  = 40;  fee  = $200; 
Contact  William  Cooper.  M.D..  Dir,.  Div.  of  Cont. 
Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


August  7 - 11,  1972;  Pittsburgh 

C/S/AMA — The  Management  of  Retinal  Detach- 
ment; by  Eye  and  Ear  Hosp.  and  Pitt;  max.  regis. 
= 12;  fee  = $325.  Contact  William  M.  Cooper, 
M.D..  Dir,,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh,  15213 


November  5 - 11,  1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitt;  max.  regis.  = 13;  fee  = $500.  Contact 
William  M.  Cooper,  M.D..  Dir.,  Div.  of  Cont,  Educ., 
Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PEDIATRICS 
April  13,  1972;  Hershey 

O — Maternal  and  Child  Health  Institute;  by 
PMS  and  Pa.  Dept,  of  Health;  at  M.S.  Hershev;  7 
hrs.  AAGP  credit  requested;  min.  enroll- 
ment  = 100,  fee  = $15.  Contact  PMS  (Matern. 
Health),  20  Erford  Rd..  Lemoyne  17043. 


May  4 - 6,  1972;  Philadelphia 
C/AMA — Laryngeal,  Bronchial  and  Esophageal 


Disease  in  Infancy  and  Childhood;  at  U.  of  Pa.;  8 
hrs.  per  day;  3 days;  24  credit  hrs.;  AAFP  credit 
requested;  fee  = $125.  Contact  Registrar,  Grad. 
Med.  Ed..  U.  of  Pa.,  288  Med.  Labs.  Bldg., 
Philadelphia  19104. 


May  9-12,  1972;  Philadelphia 
C — Twenty-first  Pediatric  Postgraduate  Semi- 
nar; by  Temple;  at  St.  Christopher's  Hosp.  for 
Children;  6 hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested;  $100  tee.  Contact  John  B.  Bartram, 
M.D.,  St.  Christopher's  Hosp.  for  Children.  2600  N. 
Lawrence  St..  Philadelphia  19133. 


RADIOLOGY  & RADIOISOTOPES 
May  18  - 20,  1972;  Pittsburgh 
C/AMA — Nuclear  Medicine  Review;  by  Pitt  and 
Homestead  Hosp.;  at  Scaife  Hall  Auditorium:  18 
course  hours;  AAFP  credit  requested;  fee  = $85, 
($50  for  residents).  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div,  of  Cont.  Educ..  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213 

Continuous;  Philadelphia 

PG/AMA  — Cardiac  Radiology;  at  Hahnemann; 
8 hrs.  per  day;  5 days  per  week;  3 weeks:  fee 
$300.  Contact  Frederick  K.  Heath,  M.D.,  Dir.,  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


PMS  Scientific  Assembly 


Host  Farm 


Resort  Motel 


Lancaster 


October  9-12,  1972 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


Androicf 

Methyltestosterone  N.F.-5  mg. 

Andix>id  f 10 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/;'Hydroxy-17*Methylandfos!-4  i 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone 

INDICATIONS:  In  the  mate:  1.  Eunuchoidism  and  eunuchism.  2 Ma 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficlenc 
3.  Impotence  due  to  androgenic  deficiency.  4,  Postpuberal  cryptc; 
chidism  with  evidence  of  hypogonadism.  ; 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests.  sur| 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  liave  been  reporhl 
after  Methyltestosterone.  These  changes  appear  to  be  related  I 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m hv, 
function  tests,  drug  should  be  discontinued. 

PRECAUTfONS:  Prolonged  dosage  of  androgen  may  result  in  sodtum  arl 
fluid  retention.  This  may  present  a problem,  especially  m patieni 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  mal<j 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increal 
ing  the  nervous,  mental,  °and  physical  activities  beyond  the  pattern' 
cardiovascular  capacity.  | 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  su| 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breasi 
Contraindicated  in  the  presence  of  severe  liver  damage.  | 

WARNINGS;  If  priapism  or  other  signs  of  excessive  sexual  stimulaticl 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  d 
excessive  dosage  may  cause  inhibition  of  testicular  function,  wil; 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  cau; 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pri 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  ml 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgen 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metasti 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  ii 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  m patient 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  < 
bone  metastases.  • Sodium  and  water  retention  • Priapism  • Viril 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individualizet 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  bet: 
administered  in  divided  doses.  The  following  chart  is  suggested  as  a| 
average  daily  dosage  guide.  | 

INDICATION  A.erageJ^aHy  Dosx 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  m| 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  nn 

Postpuberal  cryptorchism  30  ml 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


Write  for  Literature  and  Samples  | 

I 

THE  BROWN  PHARMACEUTICAL  CO.,  INC 

2500  West  6th  Street,  Los  Angeles,  California  90057  I 
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PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


obituaries 


O Indicates  membership  in  the  Pennsvlvania  Medical  Society  at  time  of  death. 


O Douglas  P.  Murphy,  Merion  Sta- 
tion; University  of  Pennsylvania 
School  of  Medicine,  1916;  age  78;  died 
December  12,  1971.  He  was  professor 
emeritus  of  gynecology  at  the  Universi- 
ty of  Pennsylvania  Medical  School.  In 
addition  to  his  wife,  the  former  Grace 

L.  Austin,  M.D.,  he  is  also  survived  by 
a son,  a daughter,  and  a sister. 

O Heniy  T.  Price,  Lake  Placid, 
Florida;  University  of  Pennsylvania 
School  of  Medicine,  1899;  age  95;  died 
November  14,  1971.  He  was  retired 
medical  director  of  Children’s  Hospital, 
Pittsburgh,  and  for  the  past  twenty-five 
years  was  professor  emeritus  of  pediat- 
rics at  the  University  of  Pittsburgh.  He 
is  survived  by  a son,  Walter  C.  Price, 

M. D. 

O Rudolf  L.  Roddy,  Elkins  Park; 
University  of  Pennsylvania,  1930;  age 
65;  died  November  23,  1971.  He  was 
assistant  professor  of  pediatrics  at 
Temple  University  Hospital.  He  is  sur- 
vived by  his  wife,  two  daughters,  and  a 
brother. 

O Norman  A.  Timmins,  Bedford; 
Medico-Chirurgical  College  of  Phila- 
delphia, 1915;  age  76;  died  November 
19,  1971.  He  had  been  in  practice  in 
Bedford  County  over  fifty  years.  He  is 
survived  by  his  wife,  two  daughters, 
and  a sister. 

O John  H.C.  Wentzel,  Sunbury;  Jef- 
ferson Medical  College,  1938;  age  61, 
died  December  21 , 1 971 . He  was  a past 
president  , and  member  of  the  board  of 
directors  of  the  Northumberland 
County  Medical  Society.  He  is  survived 
by  his  wife,  a son,  a daughter,  and  a 
brother. 

O Stanley  S.  Yams,  Mountaintop; 
Hahnemann  Medical  College,  1954; 
age  47;  died  December  11,  1971.  He 
was  a child  psychiatrist  at  Children’s 
Service  Center,  Wilkes-Barre.  He  is  sur- 
vived by  his  wife,  his  mother,  two 
brothers,  and  a sister. 

O John  C.  DeSanto,  Kingston; 
Georgetown  University  School  of  Med- 
icine, 1934;  age  64;  died  November  30, 
1971.  He  had  practiced  dermatology  in 
Wilkes-Barre  for  thirty-five  years.  He  is 
survived  by  his  wife,  two  sisters,  and 
three  brothers. 

O Glenn  D.  Dunmire,  Pittsburgh; 

University  of  Pittsburgh  School  of 


Medicine,  1921;  age  78;  died  De- 
cember 3,  1971.  He  had  retired  as  chief 
surgeon  at  West  Penn  Hospital.  Sur- 
vivors include  his  wife;  two  sons,  one  of 
whom  is  Lester  A.  Dunmire,  M.D.,;  a 
sister;  and  a brother. 

O WiUiam  J.  Hanes,  Wayne;  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, 1935;  age  62;  died  December  6, 
1971.  He  was  a member  of  the  staff  of 
Bryn  Mawr  Hospital,  and  was  an  au- 
thority on  the  causes  and  treatment  of 
tic  douloureux.  He  is  survived  by  his 
wife  and  two  sons. 

O William  E.  Huss,  Lancaster; 
Temple  University  School  of  Medicine, 
1941;  age  59;  died  December  2,  1971. 
Survivors  include  his  wife,  four  daugh- 
ters, a son,  and  a sister. 

O Marvin  C.  Johns,  Pittsburgh;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1917;  age  81;  died  December  9, 
1971.  He  is  survived  by  a son  and  a 
daughter. 

O LaVeme  J.  Junker,  Limerick; 
Hahnemann  Medical  College,  1951; 
age  54;  died  November  18,  1971.  He 
practiced  medicine  in  Schwenksville 
for  almost  twenty  years.  He  is  survived 
by  his  wife,  two  daughters,  two  sons, 
four  brothers,  and  two  sisters. 

O Richard  Larer,  Philadelphia;  Hah- 
nemann Medical  College,  1 898;  age  94; 
died  December  13,  1971.  He  was  chief 
surgeon  at  St.  Luke’s  and  Children’s 
Medical  Center.  There  are  no  known 
survivors. 

O John  P.  McGee,  Pittsburgh;  Illi- 
nois Medical  College,  1928;  age  72; 
died  November  22,  1971.  He  had  been 
a general  practitioner  in  Blawnox  since 
1928.  He  is  survived  by  his  wife;  a son, 
John  R.  McGee,  Jr.,  M.D.;  and  two 
daughters. 

O Joseph  F.  Connor,  Meadville;  Jef- 
ferson Medical  College,  1925;  age  72; 
died  December  22,  1 97 1 . He  was  a past 
president  of  the  American  College  of 
Surgeons  of  Northwestern  Pennsyl- 
vania. He  is  survived  by  his  wife,  a 
daughter,  three  step-daughters,  and  a 
brother,  Edward  H.  Connor,  M.D., 
Meadville. 

O Walter  J.  Connor,  Pompano 
Beach,  Florida;  Creighton  University, 
Omaha,  Nebraska,  1923;  age  75;  died 
January  20,  1972.  He  had  practiced  in 


Harrisburg  until  his  retirement.  Sur- 
vivors include  his  wife,  three  brothers, 
and  five  sisters. 

O Vivian  P.  Edwards,  Edwardsville; 
Baltimore  Medical  College,  1909;  age 
84;  died  January  3,  1972.  He  was 
former  chief  of  surgical  survice  at  Nes- 
bitt Memorial  Hospital,  Kingston.  His 
wife,  a daughter,  and  four  sons  survive 
him. 

O Howard  M.  Farwell,  Westfield; 
Medico-Chirurgical  College,  1914;  age 
85;  died  September  1,  1971.  His  wife 
survives  him. 

O Robert  S.  Goldbloom,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1947;  age  49;  died  January 
11,  1972.  Dr.  Goldbloom  was  staff 
pathologist  at  St.  Francis  General  Hos- 
pital. He  is  survived  by  his  wife,  a 
daughter,  and  two  sons. 

O R.  John  Gould,  Upper  Darby;  Jef- 
ferson Medical  College,  1956;  age  42; 
died  January  22,  1972.  He  was  a 
radiologist  on  the  staff  of  the  Universi- 
ty of  Pennsylvania  Hospital.  He  is  sur- 
vived by  his  wife,  a son,  and  two  daugh- 
ters. 

O Spencer  L.  Israel,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1930;  age  65;  died  De- 
cember 23,  1971.  He  was  professor 
emeritus  of  obstetrics  and  gynecology 
at  the  University  of  Pennsylvania 
School  of  Medicine,  director  of  the 
department  of  obstetrics  and  gynecol- 
ogy at  Pennsylvania  Hospital,  and  edi- 
tor of  Obstetrics  and  Gynecology,  the 
official  publication  of  the  American 
College  of  Obstetricians  and  Gynecolo- 
gists. He  is  survived  by  his  wife;  a son, 
Robert  Israel,  M.D.,  Warren;  a brother; 
a sister;  and  his  mother. 

O Jerry  M.  James,  Hooversville;  Jef- 
ferson Medical  College,  1918;  age  79; 
died  January  2,  1972.  He  was  a clini- 
cian for  a tuberculosis  clinic  of  the 
State  Department  of  Health.  Besides  his 
wife,  he  is  survived  by  a son. 

O Solomon  Keesal,  Philadelphia; 
Jefferson  Medical  College,  1938;  age 
62;  died  December  12,  1971.  No  infor- 
mation regarding  survivors  is  available. 

O Homor  R.  Mather,  Sr.,  Latrobe; 
Temple  University  School  of  Medicine, 
1913;  age  86;  died  December  26,  1971. 
He  is  survived  by  two  daughters;  a son. 
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Robert  W.  Mather,  M.D.,  Yakima, 
Washington;  two  brothers;  and  a sister. 

O Alexander  M.  Milligan,  Co- 
lumbus, Ohio;  University  of  Pennsyl- 
vania School  of  Medicine,  1917;  age 
80;  died  January  8,  1972.  He  is  sur- 
vived by  a daughter  and  a son. 

O John  F.  Boyer,  Allentown;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1923;  age  73;  died  January  3, 
1972.  He  is  survived  by  his  wife,  one 
daughter,  one  son,  and  three  sisters. 

O Carl  W.  Priebe,  Reading;  Jef- 
ferson Medical  College,  1957;  age  41; 
died  January  1 , 1 972.  In  addition  to  his 
wife  and  parents,  he  is  survived  by  a 
daughter,  three  sons,  and  a sister. 

O Leroy  F.  Ritmiller,  Bloomsburg; 
Temple  University  School  of  Medicine, 
1941 ; age  54;  died  December  31,  1971 . 
He  practiced  in  Bloomsburg  and 
Shamokin  and  was  an  associate  in  ob- 
stetrics and  gynecology  at  Geisinger 
Medical  Center.  Survivors  include  his 
wife,  a daughter,  and  a son. 

O Madeleine  A.  Roueche,  Erie;  Uni- 
versity of  Wisconsin  Medical  School, 
1932;  age  67;  died  January  1 , 1972.  She 
was  chief  of  staff  of  pediatrics  at  Hamot 
Medical  Center  until  her  retirement  in 
1969.  No  information  is  available 
regarding  survivors. 

O Marvin  G.  Shipps,  West  Chester; 
Temple  University  School  of  Medicine, 
1936;  age  61;  died  January  7,  1972. 
There  is  no  information  regarding  sur- 
vivors. 

O George  Shucker,  Philadelphia; 
Temple  University  School  of  Medicine, 
1934;  age  60;  died  January  14,  1972. 
He  was  medical  director  of  the  Sidney 
Hillman  Medical  Center.  Survivors 
include  his  wife,  one  son,  one  daughter, 
and  two  brothers. 

Stephen  A.  Siklos,  Allentown; 
Royal  Hungarian  Pazmany  Peter  Uni- 
versity of  Budapest,  Hungary,  1929; 
age  66;  died  December  23,  1971.  His 
widow  is  his  only  immediate  survivor. 

O Anthony  Simeone,  Philadelphia; 
Temple  University  School  of  Medicine, 
1932;  age  62;  died  January  14,  1972. 
He  is  survived  by  his  wife  and  one  son, 
Frederick  Simeone,  M.D.,  Philadel- 
phia. 

O Myer  Somers,  Wyncote;  Jefferson 
Medical  College,  1927;  age  68;  died 
December  28,  1971.  In  addition  to  his 
wife,  he  is  survived  by  two  sons,  one  of 
whom  is  Herbert  J.  Somers,  M.D., 
Philadelphia,  and  five  brothers,  one  of 


whom  is  Lewis  A.  Somers,  M.D., 
Philadelphia. 

O Louis  W.  Statti,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1929;  age  67;  died  January  15, 
1972.  He  was  co-founder  and  chief  of 
staff  of  Angelus  Convalescent  Center 
and  a member  of  the  Pennsylvania 
Academy  of  Ophthalmology.  He  is  sur- 
vived by  his  wife,  a daughter,  two  sons, 
a brother,  and  three  sisters. 

O Max  M.  Strumia,  Bryn  Mawr; 
University  di  Torino,  Chirurgia,  Italy, 
1920;  age  75;  died  January  13,  1972. 
Until  his  retirement  he  was  director  of 
the  department  of  pathology  at  Bryn 
Mawi  Hospital.  Dr.  Strumia  es- 
tablished one  of  the  nation’s  first  blood 
banks.  He  discovered  that  plasma  could 
be  frozen  and  that  it  could  be  reduced 
to  a powder.  He  is  survived  by  his  wife; 
a daughter;  a son,  Paul  Strumia,  M.D., 
Gladwyne;  a sister,  and  a brother. 

O William  C.  Wermuth,  Wynne- 
wood;  Loyola  University,  1934;  age 
57;  died  January  26,  1972.  Dr.  Wer- 
muth was  the  senior  attending  psychia- 
trist at  the  Institute  of  Pennsylvania 
Hospital.  He  is  survived  by  his  wife,  a 
daughter,  a son,  a brother,  and  a sister. 

O Charles  H.  Wolfe,  Ambridge;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1915;  age  84;  died  January  6, 
1972.  He  had  practiced  medicine  in 
Beaver  County  for  fifty-three  years.  His 
wife,  a daughter,  and  a son  survive  him. 

O James  W.  Wright,  Friedens; 
Temple  University  School  of  Medicine, 
1962;  age  36;  died  January  20,  1972. 
No  information  regarding  survivors  is 
available. 

O Donald  G.  Egolf,  Dry  Run;  Hah- 
nemann Medical  College,  1 927 ; age  7 1 ; 
died  January  27,  1972.  His  wife  and  a 
son  survive  him. 

O Joseph  M.  Fruchter,  Philadelphia; 
Medico-Chirurgical  College,  1908;  age 
83;  died  January  24,  1972.  No  informa- 
tion regarding  survivors  is  available. 

O Albert  Herman,  Wyncote;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1924;  age  72;  died  February  10, 
1972.  He  is  survived  by  his  wife;  a 
daughter;  a son,  Carl  Herman,  M.D., 
Philadelphia;  and  his  mother. 

O Charles  L.  Hobaugh,  New  Kens- 
ington; University  of  Pittsburgh  School 
of  Medicine,  1928;  age  70;  died 
January  23,  1 972.  He  was  a member  of 
the  American  College  of  Surgeons  and 
the  Pittsburgh  Academy  of  Medicine. 


He  is  survived  by  his  wife,  a daughter,  a 
son,  a brother,  and  three  sisters. 

© Ling  Seong  Kau,  Weston,  Mass.; 
St.  Johns  University,  Shanghai,  China, 
1924;  age  79;  died  June  15,  1971.  He 
was  a life  member  of  the  Chinese  Medi- 
cal Association  in  Shanghai.  He 
worked  on  the  medical-legal  committee 
for  the  Chinese  Nationalist  Govern- 
ment in  Nanking  and  on  medical  termi- 
nology translations  for  the  Chinese 
Medical  Association.  He  was  a 
pathologist  in  Grand  Island,  Nebraska, 
and  in  Ashland,  Pennsylvania,  and  Og- 
densburg.  New  York.  He  is  survived  by 
his  wife. 

O Carl  O.  Keck,  Easton;  Hah- 
nemann Medical  College,  1937;  age  65; 
died  February  6,  1972.  There  is  no  in- 
formation regarding  survivors. 

O Paul  F.  Kerstetter,  Scranton;  Jef- 
ferson Medical  College,  1914;  age  82; 
died  January  12,  1972.  He  was  a 
urologist  on  the  staff  at  Moses  Taylor 
Hospital  until  his  retirement.  He  is  sur- 
vived by  a brother,  three  nieces,  and 
two  nephews. 

O Kenneth  T.H.  McFarland,  Jr., 

McKees  Rocks;  University  of  Pitts- 
burgh School  of  Medicine,  1937;  age 
58;  died  January  18,  1972.  He  was  a 
member  of  the  Pittsburgh  Ophthalmo- 
logical  Society.  He  is  survived  by  his 
wife,  one  daughter,  and  a son. 

O Frank  H.  Stegura,  Jr.,  Glen  Lyon; 
Hahnemann  Medical  College,  1940; 
age  58;  died  February  1,  1972.  He  was 
supervising  physician  and  surgeon  at 
Nanticoke  State  General  Hospital.  He 
is  survived  by  his  wife;  a daughter;  a 
son;  four  sisters;  and  three  brothers, 
two  of  whom  are  Barney  Stegura, 
M.D.,  Nanticoke,  and  Ignace  Stegura, 
M.D.,  Springfield,  Mass. 

O Philip  H.  Vonfraenkel,  Lans- 
downe;  Stritch  School  of  Medicine, 
1941;  age  57;  died  October  25,  1971. 
His  wife  survives  him. 

Matthew  F.  Reilly,  Philadelphia; 
Georgetown  University  School  of  Med- 
icine, 1932;  age  76;  died  January  5, 
1972.  He  is  survived  by  a brother  and  a 
sister. 

John  N.  Snyder,  Baltimore,  Mary- 
land; University  of  Maryland  Medical 
School,  1934;  age  61;  died  December 
1 1 , 1 97 1 . He  was  a past  president  of  the 
Fayette  County  Medical  Society  and  of 
the  Baltimore  Medical  Society.  He  is 
survived  by  his  wife,  a daughter,  two 
sons,  his  parents,  a brother,  and  three 
sisters. 
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T^ical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specijfic  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  S mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on.  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs 

(clilordiazepoxide) 

5-mg,  10-mg  25-mg  tablets 

ti.d/q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
cxMigestive  heart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  al!  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions;  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drags 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  ora!  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  eLma,  minor  menstraa!  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity) 
ni,ay  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied ; Tablets  containing  S mg,  10  mg  or  2S  mg  chlordiazepoxide. 
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rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casuaiiy.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should -be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-weak  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.L  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction: 
hypertension;  thyroi-d  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy.. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initiaiiy 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  bo  prevented  by 
reducing  dosage,  if  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  muitiforme,  Stevens-Johnson  syndrome, 
LyelS’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica,  optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage. toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness;  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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I ^ "though  Talwin®  can  be  compared 
I Ito  codeine  in  analgesic  efficacy,  it  is  not 
I * a narcotic.  So  patients  receiving  Talwin 
, / for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
^ with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
M:  for  your  chronic-pain  patient. 


Talwin  Tablets  are:  . 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Thblets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  ~ even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention ; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

dnonic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used'with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after  ■ 
prolonged  administration  of  Talwin.  ' 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


\Vn/rf!^/0/t\  Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 
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PHYSICIAN  MAJORITY  RETAINED  Pennsylvania  Blue  Shield  Corporation 

members  in  their  annual  meeting  April 
19  delayed  final  action  on  a proposed  charter  change  that  would  have 
allowed  a decrease  in  the  professional  representation  on  its  board  of 
directors.  They  then  held  a board  election^  retained  the  physician 
majority  on  the  board  and  re-elected  the  same  board  officers.  Char- 
ter changes  require  a three-fourths  majority  of  the  entire  corpora- 
tion membership.  When  that  majority  was  not  achieved  in  the  vote  of 
those  present^  they  directed  that  a mail  vote  be  taken  to  give  every 
member  the  opportunity  to  participate  in  the  decision.  Results  of 
the  mail  vote  were  not  available  at  press  time. 

TWELVE  HOSPITALS  IN  PILOT  PROJECT  The  PMS  Medical  Care  Appraisal 

Project  has  initiated  a pilot 

project  to  gather  additional  data  on  five  diagnostic  and/or  surgical 
categories 5 using  April  through  June  discharges  from  twelve  cooperat- 
ing hospitals.  The  purpose  is  to  test  the  validity  of  indicators  to 
be  used  in  assessing  the  quality  of  medical  care  and  to  test  the 
feasibility  and  the  cost  of  collecting  the  additional  information. 

MEDICAL  SCHOOLS  RECEIVE  GRANTS  The  state's  seven  medical  schools 

have  received  a total  of  $63^486  in 
this  year’s  grants  from  the  AMA  Education  and  Research  Foundation. 

Penn  received  $13^219;  Jefferson_,  $11_,664;  Medical  College  of  Pennsyl- 
vania^  $4^803;  Hahnemann^  $9^362;  Pitt^,  $10^721;  Temple,  $10,599; 
and  Hershey,  $3j,118. 

IRS  SPOTCHECKING  M.D.  OFFICES  The  IRS  is  checking  physicians' 

offices  in  the  state  to  see  if  a 

list  of  basic  fees  is  available  and  that  there  is  a sign  posted  to 
that  effect.  The  inside  back  cover  of  the  March  issue  of  PENNSYLVANIA 
MEDICINE  carried  such  a sign  suitable  for  framing.  Extra  copies  are 
available  on  request. 

MEDICAL  NEWS  ON  THE  AIR  Physicians  living  where  their  radios  can 

pick  up  Philadelphia  station  WFLN  can  hear 
a news  show  designed  especially  for  the  profession.  Called  "Today 
in  Medicine,"  the  show  will  carry  news  of  clinical  findings  and  re- 
search developments  as  well  as  socio-economic  news  that  affects  medi- 
cal practice.  It  can  be  heard  at  11:05  p.m.  on  Thursdays  or  6:45  a.m. 
on  Fridays.  It  is  a service  to  the  profession  by  Smith,  Kline  and 
French  Laboratories.  Five  other  metropolitan  cities  throughout  the 
nation  were  included  in  the  premiering  of  the  show. 
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NEW  BNDD  ORDER  FORMS  NOW  REQUIRED  Effective  May  1 only  Bureau  of 

Narcotics  and  Dangerous  Drugs 

Official  Order  Forms  will  be  valid  for  ordering  supplies  of  Schedule 
I and  II  drugs  for  office  use.  You  can  obtain  the  new  order  form^  if 
you  have  not  already  done  so,  by  forwarding  the  forms  used  previously, 
IPiS  Form -6795  "to  the  BNDD  office  in  Philadelphia  or  to  the  BNDD  Reg- 
istration Branch,  P.O.  Box  28o83j  Central  Station,  Washington,  D.C., 

20005. 

WELFARE  TO  USE  COMPUTER  IN  MA  PROGRAM  PAYMENTS  The  Welfare  Depart- 
ment will  begin 

this  month  using  a computerized  payment  system  in  the  medical  assist- 
ance program.  Pharmaceutical  invoices  will  be  the  first  type  processed 
in  this  way,  with  other  services  to  be  included  later.  A special  com- 
puter-type card  invoice  must  be  used  by  providers  submitting  bills. 

The  department  says  long  delays  in  payment  will  be  eliminated  and 
abuse  detected  by  the  system. 

GOVERNOR  USES  VETO  Governor  Milton  J.  Shapp  vetoed  a bill  passed 

by  the  Legislature  to  license  hypnotists,  using 
this  power  the  second  time  in  this  session.  The  State  Society  was 
opposed  to  the  measure,  as  was  reported  previously  in  PENNSYLVANIA 
MEDICINE.  At  the  same  time  he  signed  a measure  to  license  psycholo- 
gists, making  it  Act  No  52  of  the  1972  session. 

LIABILITY  INSURANCE  PLAN  EXTENDED  The  PMS-sponsored  liability  in- 
surance program  underwritten  by 
Argonaut  and  administered  by  Parker  and  Co.  of  Pennsylvania  has  been 
extended  an  additional  year.  Argonaut  agreed  to  underwrite  Society 
members  for  a minimum  of  five  years,  beginning  in  June  1971.  The  ex- 
tension takes  the  minimum  agreement  to  June  of  1977*  An  interview 
with  A John  Smither,  vice-president  of  Parker  and  Co.,  on  the  pro- 
gram's progress  appears  on  page  4l  of  this  issue. 

ABORTION  COMMISSION  ENDS  HEARINGS  Pinal  hearings  by  the  Pennsylva- 
nia Abortion  Law  Commission  were 
held  in  April  in  Erie.  A total  of  205  invited  speakers  testified  be- 
fore the  commission,  plus  hundreds  of  citizens  who  wished  to  offer 
testimony.  Hundreds  of  others  have  submitted  statements  to  the  gov- 
ernor and  to  the  commission.  Presently  all  of  the  testimony  is  being 
studied  by  four  subcommittees  appointed  by  commission  co-chairmen, 

Mrs.  Rita  Burke,  of  Carbondale,  and  Dr.  Emily  Mudd,  of  Haverford. 

Wanted--Interns  and  residents  with  health 
professions  loans  to  investigate  the  many 
attractive  practice  opportunities  in  the 
twenty-one  Pennsylvania  counties  declared 
shortage  areas,  permitting  cancellation 
of  50  percent  of  loan.  For  further  details 
contact  The  Educational  and  Scientific 
Trust,  20  Erford  Road,  Lemoyne,  Pa.  17043. 
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IT’S  NO  SECRET... 

that  the  Pennsjivania  Medical 
Society’s  professional  liahilily  insurance 
program  is  off  to  a flying  start... 


with  YOU  aboard,  its  success  will  be  assured! 


The  Pennsylvania  Medical  Society 
is  "gratified  and  encouraged  by  the  ex- 
traordinary success  to  date  of  the  So- 
ciety-sponsored Professional  Liability 
Insurance  Program  which  went  into  ef- 
fect June  1,  1971.  The  unfavorable  in- 
surance market  conditions  which 
prompted  the  Society’s  sponsorship  of 
such  a program,  including  arbitrary 
cancellations,  non-renewals  or  refusals 
to  write  newly  licensed  physicians,  still 
exist.  Under  the  circumstances,  it  is 
still  in  the  best  long-term  interests  of 
all  PMS  members  to  transfer  their  indi- 
vidual malpractice  insurance  coverage 
as  promptly  as  possible. 

The  PMS  Program  is  completely 
“doctor-oriented,”  having  been  design- 
ed to  provide  long-term  coverage  and 
adequate  limits  at  the  best  possible 
cost,  in  addition  to  giving  the  Society, 
on  behalf  of  its  members,  an  opportu- 
nity to  participate  in  all  important  pol- 
icy-making, administration  and  loss 
prevention  aspects  vital  to  the  Pro- 
gram’s success. 

The  program  is  being  underwrit- 
ten by  the  Argonaut  Insurance  Com- 
pany, a well  established,  “A-(-AAAA” 
rated  casualty  insurance  carrier  with 
assets  in  excess  of  $180,000,000  and 
considerable  experience  in  the  medical 
liability  field.  The  exclusive,  full-time 
administrator  of  the  program  is  Parker 
«&.  Co.  Inc.  of  Pennsylvania,  one  of  the 
country’s  leading  insurance  brokerage 
firms. 

In  review,  the  major  points  of  the  pro- 
gram are: 

1 .  The  Pennsylvania  Medical  Society 
has  entered  into  an  agreement  with 
the  Argonaut  Insurance  Company 
to  administer  the  program  through 


Parker  & Co.,  Inc.  of  Pennsylvania. 

2.  The  Argonaut  Insurance  Company 
will  be  bound  to  make  this  program 
available  for  a minimum  of  five 
years.  No  other  carrier  has  offered 
such  an  agreement. 

3.  The  Society  participates  through  a 
Professional  Liability  Insurance 
Commission  consisting  of  twelve 
members.  The  Commission  will  be 
the  ultimate  authority  in  appeals 
stemming  from  disputes  between 
member  insureds  and  will  work  in 
close  conjunction  with  the  local  dis- 
trict committees. 

4.  No  member’s  application  will  be  de- 
clined except  by  the  joint  decision 
of  the  PMS  Commission  and  the 
Argonaut  Insurance  Company. 

5.  Full  liability  coverage  of  $100,000 
for  each  claim  with  an  annual  aggre- 
gate limit  of  $300,000  with  excess 


limits  up  to  $1,000,000  available. 
Coverage  is  available  for  interns,  res- 
idents and  physicians’  and  surgeons’ 
assistants. 

6.  Rates  are  competitive  with  other 
major  writers  of  professional  liabil- 
ity insurance  in  Pennsylvania. 

7.  There  is  no  requirement  that  a 
member  purchase  ancillary  insur- 
ance coverages  (homeowners,  auto, 
etc.)  in  order  to  participate. 

This  program  offers  PMS  members 
a unique  opportunity  to  stabilize  their 
professional  liability  insurance  cover- 
age on  a long  term  basis.  However,  a 
broad  based,  high  degree  of  member- 
ship involvement  is  essential  to  make 
this  program  a success.  Please  fill  out 
the  coupon  indicating  your  interest  in 
participating  in  the  PMS  endorsed  pro- 
gram when  your  present  coverage 
expires. 


Argonaut  Insurance  Companies 

, 

i Mail  to: 

I Parker  & Co.,  Inc.  of  Pennsylvania  i 

I 1616  Walnut  Street,  Philadelphia,  Pennsylvania  19103  | 

I Attention:  Mr.  A.  John  Smither,  Vice  President  | 

I Name_ . 

* Office  Address. I 

I Telephone  No. | 

' Medical  Specialty. I 

I Date  your  professional  liability  insurance  expires j 

' Present  Carrier [ 

' I am  interested  in  participating  in  the  PMS  Professional  Liability  Insurance  [ 

' Program.  Please  send  me  an  application.  □ i 


An  insurance  program  sponsored  and  supported  by  the  PMS 


The  crucial  experiment:  conve  rsion 
of  6'aminopenicillanic  acid 
(6-APA)  into  benzylpeniciilin  by 
treatment  with  phenylacetyl 
chloride.  WeVe  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescnbe  the  discov 

TG3t  SdHin  ampicillli  tsil'. 

Pyoperf  disodium  carbeniciliin 
Bactociir  sodium  oxacfllin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  CEEI 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totaciliin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  ora!  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  nPyopen  (disodium  carbeniciliin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbeniciliin.  nBactacill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Should  nongovernment 
scientists  and  physicians 
play  a role  in  drug 
regulation? 


Results  of  a questionnaire  to 
7000  physicians : 

82.8% 

Physicians  should  play  a role 


78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
Play  a role 


Herbert  L.  Ley,  Jr., 

M.D.,  M.P.H.,  Formerly 
Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  he  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
F ood  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations. 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  what 
the  medical  community 
and  federal  regulators  do 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  this 
regard  is  the  recall  of  anti- 
coagulant drugs  several 
years  ago.  This  FDA  action 
was  given  publicity  by  the 
press  and  television  that 
went  far  beyond  its  prob- 
able importance.  The  result 
was  a very  uncomfortable 
situation  for  the  practi- 
tioner who  had  patients 
taking  these  medications. 
Since  the  practitioner  and 
pharmacist  had  not  been 
informed  of  the  action  by 
M;he  time  it  was  publicized, 
in  most  states  they  were 
deluged  with  calls  from 
worried  patients. 

The  practitioner  can  at- 
tempt to  solve  these  prob- 
lems of  inadequate  commu- 
nication in  several  ways. 
One  would  be  the  creation 
of  a communications  line 
in  state  pharmacy  societies. 
When  drug  regulation  news 
is  to  be  announced,  the  so- 
ciety could  immediately 
distribute  a message  to  ev- 
ery pharmacist  in  the  state. 
The  pharmacist,  in  turn, 
could  notify  the  physicians 
in  his  local  community  so 
that  he  and  the  physician 
could  be  prepared  to  an- 
swer inquiries  from  pa- 
tients. Another  approach 
would  be  to  use  profes- 
sional publications  the 
practitioner  receives. 

All  of  this  leads  back  to 
my  opening  contention:  if 
drug  regulation  is  to  be  ef- 
fective, timely,  and  related 
to  the  realities  of  clinical 
practice,  a better  method  of 
communication  and  feed- 
back must  be  developed  be- 
tween the  nongovernmen- 
tal medical  and  scientific 
communities  and  the  regu- 
latory agency. 
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Henry  W.  Gadsden, 
Chairman  & Chief  Executive 

Officer,  Merck  & Co.,  Inc. 

In  my  opinion,  it  is  the 
responsibility  of  all  physi- 
cians and  medical  scientists 
to  take  whatever  steps  they 
think  are  desirable  in  a law- 
and  regulation-making 
• process  that  can  have  far- 
' reaching  impact  on  the 
practice  of  medicine.  Yet 
many  events  in  the  recent 
past  indicate  that  this  is 
. not  happening.  For  exam- 
ple, it  is  apparent  from 
drug  efficacy  studies  that 
the  NAS/ NRC  panels  gave 
little  consideration  to  the 
evidence  that  could  have 
been  provided  by  practic- 
■ ing  physicians. 

There  are  several  current 
developments  that  should 
increase  the  concern  of 
practicing  physicians  about 
drug  regulatory  affairs.  One 
is  the  proliferation  of  mal- 
practice claims  and  litiga- 
tion. Another  is  the  effort 
by  government  to  establish 
the  relative  efficacy  of 
drugs.  This  implies  that  if 
a physician  prescribes  a 
drug  other  than  the  “estab- 
lished” drug  of  choice,  he 
may  be  accused  of  practic- 
ing something  less  than 
first-class  medicine.  It 
i would  come  perilously 
close  to  federal  direction  of 
, how  medicine  should  be 
: practiced. 

! In  order  to  minimize  this 
kind  of  arbitrary  federal 
action,  a way  must  be 
found  to  give  practitioners 
:i  both  voice  and  represen- 


tation in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


In  acute  9onoiTliea 

(urethritis,  cervicitis,  proctitis  when  due 
to  susceptible  strains  of  N.  aonorrhoeae) 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  pentahydrate)~For  Intramuscu- 
lar injections,  2 gm  vials  containing  5 ml  when  reconstituted 
with  diluent.  4 gm  vials  containing  10  ml  when  reconstituted  with 
diluent. 

An  aminocyclitol  antibiotic  active  in  vitro  against  most  strains  of 
Neisseria  gonorrhoeae  (MIC  7.5  to  20  mcg/ml).  Definitive  in  vitro 
studies  have  shown  no  cross  resistance  of  N.  gonorrhoeae  be- 
tween Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethritis  and  proctitis  in  the  male 
and  acute  gonorrheal  cervicitis  and  proctitis  in  the  female  when 
due  to  susceptible  strains  of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in  patients  previously 
found  hypersensitive  to  Trobicin.  Not  indicated  for  the  treatment 

of  syphilis.  ®1972  The  Upjohn  Compony 


Warnings:  Antibiotics  used  to  treat  gonorrhea  may  mask  or 
delay  the  symptoms  of  incubating  syphilis.  Patients  should  be 
carefully  examined  and  monthly  serological  follow-up  for  at 
least  3 months  should  be  instituted  if  the  diagnosis  of  syphilis  is 
suspected. 

Safety  for  use  in  infants,  children  and  pregnant  women  has  not 
been  established. 

Precautions:  The  usual  precautions  should  be  observed  with 
atopic  individuals.  Clinical  effectiveness  should  be  monitored  to 
detect  evidence  of  development  of  resistance  of  N. gonorrhoeae. 

Adverse  reactions:  The  following  reactions  were  observed 
during  the  single-dose  clinical  trials;  soreness  at  the  injection  site, 
urticaria,  dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted;  a decrease  in  hemo- 


Irobiciii* 

sterile  spectinomycin  dihydrochloride 
pentahydrate,  Upjohn 

single-aose  intramuscular  treatment 


High  cure  rate;*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis  and  cure  are  defined  below.)** 

Assurance  of  a single-dose,  physician-controlled  treatment  schedule 

No  allergic  reactions  occurred  in  patients  with  on  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin  antibody  studies  were  not  performed 

Active  against  most  strains  of  Neisseria  gonorrhoeae  in  vitro  (M.I.C.  75-20  mcg/m!) 


A single  two-gram  infection  produces  peak  serum  concentrations  averaging  about 
100  mcg/ml  in  one  hour  (average  serum  concentrations  of  15  mcg/ml  present  8 hours  after  dosing) 


Note:  Antibiotics  used  in  high  doses  for  short  periods  of  time  to  treat  gonorrhea  may  mask  or  delay  the 
symptoms  of  incubating  syphilis.  Since  the  treatment  of  syphilis  demands  prolonged  therapy  with  any 
effective  antibiotic,  and  since  Trobicin  is  not  indicated  in  the  treatment  of  syphilis,  patients  being  treated  for 
gonorrhea  should  becloselyobservedclinicaliy.  Monthly  serological  follow-upfor  at  least  3 months  should 
be  instituted  if  the  diagnosis  of  syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously  found 
hypersensitive  to  it. 


*Data  compiled  from  reports  of  14  investigators.  **Diagnosis  was  confirmed  by  cultural  identification  of  N.  gonorrhoeae  on  Thayer- 
Martin  media  in  all  patients.  Criteria  for  cure:  negative  culture  after  at  least  2 days  post-treatment  in  males  and  at  least  7 days  post- 
treatment  in  females.  Any  positive  culture  obtained  post-treatment  was  considered  evidence  of  treatment  failure  even  though  the 

follow-up  period  might  have  been  less  than  the  periods  cited  above  under  "criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely.  Such  cases  were  judged  to  be  reinfections  rather  than  relapses  or 
failures.  These  cases  were  regarded  as  non-evaluatable  and  were  not  included.  ■'*” 


globin,  hematocrit  and  creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In  single  and  multiple-dose 
studies  in  normal  volunteers,  a reduction  in  urine  output  was 
noted.  Extensive  renal  function  studies  demonstrated  no  con- 
sistent changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep  at  25°C  and  use  within 
24  hours  after  reconstitution  with  diluent. 

Mafe  — single  2 gram  dose  (5  ml)  intramuscularly.  Patients  with 
gonorrhea!  proctitis  and  patients  being  re-treated  after  failure 
of  previous  antibiotic  therapy  should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  resistance  is  known  to  be  pre- 
valent, initial  treatment  with  4 grams  (10  ml)  intramuscularly  is 
preferred. 

Female— single  4 gram  dose  (10  ml)  intramuscularly. 

How  supplied;  Vials,  2 and  4 grams— with  ampoule  of  Bacferio- 


satic  Water  for  Injection  with  Benzyl  Alcohol  0.9%  w/v.  Recon- 
stitution yields  5 and  10  ml  respectively  with  a concentration  of 
spectinomycin  dihydrochloride  pentahydrote  equivalent  to  400 
mg  spectinomycin  per  ml.  For  intramuscular  use  only. 
Susceptibility  Powder— for  testing  in  vitro  susceptibility  of  N. 
gonorrhoeae. 

Human  pharmacology:  Rapidly  absorbed  after  intramuscular 
injection.  A two-gram  injection  produces  peak  serum  concentra- 
tions averaging  about  100  rncg/ml  at  one  hour  with  15  mcg/ml 
at  8 hours.  A four-gram  injection  produces  peak  serum  concen- 
trations averaging  160  mcg/m!  at  two  hours  with  31  mcg/ml  at 
8 hours. 

For  additional  product  information,  see  your  Upjohn  representa- 
tive or  consult  the  package  insert.  med-b-i-s  (lwbi 
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the  new  USV  brand  of 
phenformin  HCI 

Meltrol~50  (phenformin  HCII 
50  mg.  timed-disintegration  capsules 

also  Meltrol-100™ 

(100  mg.  timed-disintegration  capsules) 

Meltrol-25™f25  mg.  tablets) 
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New  state  regulations  affect  physicians 


MORRIS  E.  BLATMAN,  EXECUTIVE  SECRETARY 
Pennsylvania  Pharmaceutical  Association 


House  Bill  851  was  approved  by  the 
House  and  Senate  of  Pennsylvania  in 
April  and  signed  into  law  by  Governor 
Milton  J.  Shapp.  The  following  are 
brief  summations  of  the  law.  with  ref- 
erences, that  are  of  pertinent  interest 
to  physicians  and  pharmacists.  Essen- 
tially, the  state  law  and  the  Federal 
BNDD  Act  are  now  compatible.  How- 
ever, the  Commonwealth’s  secretary  of 
health  with  the  advice  and  approval  of 
the  Drug,  Device  and  Cosmetic  Board 
will  have  to  adopt  many  regulations 
that  have  already  been  adopted  by  the 
federal  authorities  to  make  them  to- 
tally in  agreement  with  each  other. 

All  practitioners  already  registered 
or  licensed  by  their  respective  boards 
need  not  register  under  the  new  act 
(Sec.6(3)  ). 

The  five  schedules  of  drugs  are  the 
same  in  both  the  federal  and  state  acts. 
To  review  them  briefly: 

Schedule  I contains  those  items  of 
high  abuse  potential,  no  currently  ac- 
cepted medical  use  and  a lack  of  ac- 
cepted safety  (L.S.D.,  heroin,  mari- 
huana). 

Schedule  II  contains  those  items  of 
high  abuse  potential,  accepted  medical 
use  with  restrictions  and  a potential 
for  psychic  dependence.  Under  the 
state  act  a written  prescription  is 
required.  There  is  provision  in  the 
state  and  federal  law  for  dispensing  of 
emergency  quantities  upon  the  oral 
request  of  a physician  but  not  until 
regulations  are  adopted.  No  refills  are 
permitted.  Examples  are:  opium, 
cocaine,  codeine,  methadone,  Dem- 
erol, amphetamines,  Preludin  and 
Ritalin  (Sec.l  1(a) ). 

Schedule  III  products  have  a lesser 
potential  for  abuse,  well  documented 
medical  usage  and  a low  potential  for 
dependence.  They  may  be  prescribed 


orally  or  by  written  prescription.  They 
may  be  refilled  five  times  or  six 
months,  whichever  comes  first.  Refills 
for  oral  prescriptions  must  be  con- 
firmed by  the  physician  in  writing 
(Sec.  13(1 5)  ).  Examples  are  barbitu- 
rates, Doriden,  Sulfonal  and  codeine 
compounds). 

Schedule  IV  products  have  a lesser 
potential  for  abuse,  currently  accept- 
able medical  use  and  limited  history  of 
dependence.  Prescriptions  may  be 
written  or  oral  and  may  be  renewed 
for  six  months  or  five  times,  whichever 
is  first.  Refills  for  oral  prescriptions 
must  be  confirmed  in  writing 
(Sec.  13(1 5)  ).  Examples  are:  barbital, 
chloral  hydrate,  meprobamate,  pheno- 
barbital  and  paraldelyde. 

Schedule  V items  are  products  con- 
taining limited  quantities  of  narcotics 
and  may  be  dispensed  by  the  phar- 
macist without  a prescription.  Howev- 
er they  may  not  be  dispensed  for  other 
than  a medicinal  purpose  (Sec.l  1(c) ). 

Medical  representatives  are  agents 
of  their  company  and  need  not  be  reg- 
istered if  their  company  is  a registrant. 
However  they  must  obey  all  the 
requirements  of  the  law. 

Practitioners  may  prescribe,  ad- 
minister or  dispense  a controlled  sub- 
stance or  other  drug  only  in  good 
faith,  after  a physical  examination,  and 
in  accordance  with  treatment  princi- 
ples accepted  by  a responsible  segment 
of  the  medical  profession.  Such  drugs 
may  be  administered  by  a professional 
assistant  under  his  direction  and  super- 
vision (Sec.  11(d))  and  (Sec.  13(14)). 

Pharmacists  dispensing  a controlled 
substance  or  other  drug  must  show  a 
label  with  the  name  and  address  of  the 
pharmacy,  the  name  of  the  patient,  the 
name  and  registration  number  of  the 
physician  if  it  is  a controlled  sub- 


stance, date  and  serial  number  of  the 
prescription  and  the  directions  for  use 
by  the  patient.  If  it  is  a controlled  sub- 
stance the  pharmacist  must  apply  a 
label  which  states  "TRANSFER  OF 
THIS  DRUG  TO  ANYONE  OTHER 
THAN  THE  PATIENT  FOR  WHOM 
IT  WAS  PRESCRIBED  IS  IL- 
LEGAL.” 

Ail  practitioners  are  required  to 
keep  records  of  distribution  for  all 
controlled  substances  for  two  years. 
Dispensing  physicians  who  make  a 
separate  charge  for  drugs  are  required 
to  keep  a record  of  the  distribution  of 
controlled  substances  (Sec.l2(a)(b)  ) 
(Sec.  13(15)  ). 

Practitioners  are  prohibited  to  sell, 
dispense,  distribute,  prescribe  for,  or 
give  a controlled  substance  to  a drug 
dependent  person  unless  it  is  otherwise 
permitted  in  some  other  act  such  as  a 
methadone  treatment  program 
(Sec.  13(1 3) ). 

Practitioners  may  not  dispense  a 
controlled  substance  without  preparing 
a label  showing  the  name  and  address 
of  the  practitioner,  the  date  dispensed, 
the  name  of  the  patient  and  directions 
for  the  use  of  the  drug  by  the  patient 
(Sec.  13(1 7)  ). 

Practitioners  who  plead  guilty  or 
nolo  contendere  under  this  act  or  the 
federal  act  or  who  are  found  guilty  of 
a felony  under  the  state  or  federal  act 
may  have  their  licenses  revoked  or  sus- 
pended by  the  appropriate  boards 
under  which  they  are  registered 
(Sec.23(b)  ). 

While  the  Department  of  Health 
and  the  secretary  of  health  are  the 
prime  authorities  in  the  new  law,  the 
act  authorizes  all  other  enforcement 
agencies  such  as  the  Pennsylvania 
State  Police  and  the  Department  of  Jus- 
tice to  enforce  all  provisions  of  the  act. 


The  legislature  returned  to  Harrisburg  for  a special  one-day  session  during  its  long  election  recess,  and  passed 
House  Bill  850,  implementing  the  Governor’s  Drug  and  Alcohol  Abuse  Council,  and  House  Bill  851,  the  new 
“Controlled  Substance,  Drug,  Device  and  Cosmetic  Act.”  Both  have  been  signed  by  Governor  Milton  J.  Shapp. 
The  latter  brings  the  state’s  laws  into  compliance  with  the  regulations  of  the  federal  Bureau  of  Narcotics  and 
Dangerous  Drugs  (BNDD)  and  is  explained  in  the  article  above. 
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State  Rush  Award  winners  announced 


The  1972  Pennsylvania  Medical  So- 
ciety’s Benjamin  Rush  Award  recipi- 
ents have  been  chosen  from  among  the 
county  medical  society  winners  named 
in  recognition  of  outstanding  voluntary 
contributions  to  health.  Each  year  one 
award  is  given  to  an  individual  and 
another  to  an  organization  in  memory 
of  Dr.  Benjamin  Rush  of  Philadelphia, 
medical  leader  and  signer  of  the 
Declaration  of  Independence. 

David  S.  Masland,  M.D.,  Carlisle, 
chairman  of  the  board  of  PMS,  an- 
nounced that  a Williamsport  man,  Paul 
L.  Anderson,  was  chosen  to  receive  the 
individual  award  for  his  work  in 
turning  a community  eyesore  into  a 
play  area  for  children. 

The  St.  John’s  Settlement  House, 
Philadelphia,  was  selected  to  receive 
the  organization  award  for  its  outstand- 
ing work  in  helping  the  underprivileged 
improve  their  health  and  general  wel- 
fare. 

Mr.  Anderson,  who  has  a job  with 
the  Williamsport  Orthopedic  Com- 
pany, took  on  a second  job  to  earn 
money  to  purchase  a vacant  lot.  After 
clearing  it,  he  turned  the  deed  over  to 
the  city  stipulating  that  playground 
equipment  be  erected  for  area  children. 
He  was  nominated  for  the  state  award 
by  the  Lycoming  County  Medical  Soci- 
ety. 

Organized  in  1922,  the  400-member 
St.  John’s  Settlement  House  has 

Hahnemann  opens 
another  school 

Formation  of  a school  of  continuing 
education  has  been  announced  by  Hah- 
nemann Medical  College  and  Hospital. 
William  S.  Vaun,  M.D.,  associate 
professor  of  medicine,  will  serve  as 
acting  dean. 

The  faculty  of  Hahnemann  Medical 
College  and  the  staff  members  of  the 
ten  hospitals  affiliated  with  Hah- 
nemann will  join  to  provide  the  faculty 
of  the  new  school. 

Satelite  television  will  be  the  prin- 
cipal mode  of  communication  linking 
Hahnemann  and  its  affiliates  in  con- 
tinuing education  programs  for  both 
physicians  and  allied  health  personnel. 


devoted  a half  a century  of  service  to 
the  underprivileged  by  providing  tu- 
torial reading,  programs  for  hard  drug 
users,  neighborhood  improvement 
clinics,  counseling  and  referral  for 
employment,  housing,  summer  day 
camps  and  play  schools  for  small 
children.  It  has  been  responsible  for 
helping  deprived  individuals  to  become 


school  teachers,  principals,  social 
workers,  clergymen,  police  officials, 
nurses,  and  successful  businessmen. 
Nomination  for  this  award  was  made 
by  the  Philadelphia  County  Medical 
Society. 

The  awards  will  be  presented  at  the 
State  Society’s  annual  session  in 
Lancaster  in  October. 


State  board  elects  new  officers 


The  State  Board  of  Medical  Educa- 
tion and  Licensure  elected  John  W. 
Robertson,  Jr.,  M.D.,  Philadelphia,  as 
chairman  and  William  J.  Kelly,  M.D., 
Pittsburgh,  as  vice-chairman  at  its 
recent  meeting.  Other  members  of  the 
board  include  William  B.  West,  M.D., 
Huntingdon,  and  Richard  C.  Lyons, 
M.D.,  Erie.  Mrs.  Alva  R.  Cockley  will 
serve  as  secretary.  Secretary  of  Health 
J.  Finton  Speller,  M.D.,  and  Acting 


Commissioner  of  Professional  and  Oc- 
cupational Affairs  Vincent  J.  Fumo 
are  serving  as  ex-officio  members. 

Dr.  Kelly  is  a member  of  the  PMS 
Board  of  Trustees  representing  the 
Tenth  Councilor  District.  Dr.  West  is 
chairman  of  PaMPAC. 

The  State  Board  still  has  one 
vacancy,  for  which  the  State  Society 
has  submitted  a list  of  possible  can- 
didates to  Governor  Milton  J.  Shapp. 


Cancer  institute  asks  patient  referrals 


A request  for  referral  of  patients  in 
two  different  areas  has  been  issued  by 
the  National  Cancer  Institute’s  Surgery 
Branch  at  the  National  Institutes  of 
Health.  Bethesda.  Maryland. 

Patients  with  cancer  of  the  oral  cavi- 
ty, pharynx,  larynx,  or  paranasal 
sinuses  are  needed  for  a study  where 
surgery,  irradiation,  and  chemotherapy 
will  be  combined  in  an  effort  to 
decrease  the  incidence  of  local  recur- 
rence and  metastases. 

The  second  study  is  of  patients  with 
malignant  melanoma,  sarcoma  of  soft 
tissue  or  bone  with  primary  tumors  and 

SVRMP  conducts  annual 

The  Third  Annual  Heart  Seminar  of 
the  Susquehanna  Valley  Regional  Med- 
ical Program  for  coronary  care  unit 
personnel,  directors  of  nursing,  and 
others  interested  in  the  field  was  held  in 
Mechanicsburg  recently. 

Speakers  included  Milton  J.  Sands, 
Jr.,  M.D.,  cardiology  department. 
Temple  University  Hospital;  Sheldon 
Simons,  M.D.,  department  of  health 
law  of  the  Graduate  School  of  Public 
Health  at  the  University  of  Pittsburgh; 
John  Wanamaker,  M.D.,  department  of 


those  with  limited  metastases  which  are 
amenable  to  primary  surgery.  Com- 
bined surgery,  chemotherapy,  and  im- 
munotherapy will  be  used.  Follow-up 
for  earlier  detection  of  recurrent  tumor 
will  be  made. 

In  all  cases,  patients  will  be  returned 
to  the  referring  physician  together  with 
a summary  of  findings.  Physicians  in- 
terested in  having  patients  considered 
for  admission  may  contact:  Alfred  S. 
Ketcham,  M.D..  Clinical  Center.  Room 
lO-N-116,  National  Institutes  of 
Health.  Bethesda.  Maryland  20014. 
Telephone:  (301 ) 496-4164. 

heart  seminar 

cardiology  and  thoracic  medicine  at  the 
Guthrie  Clinic,  Sayre;  Bernice  Englert, 
R.N.,  coronary  care  unit  supervisor  at 
the  Williamsport  General  Hospital;  and 
Philip  Hoovler,  M.D.,  director  of  medi- 
cal education  at  the  Altoona  Hospital. 

Among  the  topics  discussed  were  re- 
fractory arrhythmia,  electrical  safety, 
the  medical-legal  aspects  of  car- 
diovascular nursing,  and  pre-coronary 
management. 

The  Pennsylvania  Medical  Society  is 
administrator  of  SVRMP. 
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Health  Dept,  pushes  immunization  program 


The  need  for  an  immunization  drive 
for  preschool  age  children  in  the  state 
has  been  revealed  in  an  announcement 
by  William  D.  Schrack,  Jr.,  M.D., 
director  of  the  division  of  communica- 
ble diseases  of  the  Pennsylvania 
Department  of  Health. 

The  immunity  of  Pennsylvania 
children  against  common  infectious 
diseases  is  currently  at  a safe  level.  Dr. 
Schrack  said.  However,  statistics  from 
the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  show  that  immuniza- 
tion levels  for  polio  and  measles  are 
declining  yearly. 

Dr.  Shrack  said,  "Although  there  is 
no  immediate  danger,  there  may  be  a 
possibility  of  outbreaks  in  future  years 
if  the  trend  is  not  reversed.” 

The  Department  of  Health  will  con- 
tinue its  present  rubella  and  measles  im- 
munization program  for  school  age 
children.  In  addition  it  plans  to  aid 
local  agencies  throughout  the  state  to 
establish  preschool  immunization  pro- 
grams for  rubella,  measles,  and  polio. 

An  important  part  of  the  program 
will  be  a study  of  the  current  levels  of 
immunity  among  preschoolers  by  de- 
termining what  immunization  has  been 
received  by  children  starting  school  in 
the  fall. 

The  Department  also  has  been  trying 
to  reach  preschool  children  through  the 
schools,  Head-Start  programs,  and 
well-baby  clinics.  Private  physicians 
are  currently  innoculating  the  largest 
percentage  of  preschool  youngsters.  Dr. 
Schrack  said. 

The  Department  furnishes  vaccine 
free  of  charge  at  the  request  of  any 
public  or  private  elementary  school  in 
the  state  except  those  in  Philadelphia 
and  Allegheny  counties,  which  have 

Welfare  has  newdeputy 

The  appointment  of  David  R. 
Duncan  as  deputy  commissioner  of 
mental  health  in  the  Pennsylvania 
Department  of  Public  Welfare  has  been 
announced  by  State  Secretary  Helene 
Wohlgemuth.  He  was  formerly  chief  of 
program  operations  with  the  California 
Department  of  Mental  Hygiene. 

The  commissioner  of  mental  health 
and  deputy  secretary  of  public  welfare, 
who  was  appointed  last  fall,  is  William 
B.  Beach,  Jr.,  M.D. 


separately  funded  immunization  pro- 
grams. 

Vaccine  also  is  provided  to  any 
agency  concerned  with  the  care  of 
children,  including  Head-Start  pro- 
grams, day-care  centers,  and  pediatric 
clinics  in  hospitals. 

Private  physicians  can  also  obtain 
vaccine  from  the  department.  State- 
purchased  diphtheria,  pertussis  and  tet- 
anus, tetanus  toxoid,  and  tetanus  diph- 
theria vaccines  are  available  to  in- 
noculate  children  from  either  medically 
indigent  families  or  families  receiving 
public  assistance.  Rubella,  measles,  and 

New  vice-president 

The  former  director  of  the  division 
of  hospital  medical  staffs  of  the  Ameri- 
can Hospital  Association,  Merle  S. 
Bacastow,  M.D.,  Lake  Forest,  Illinois, 
has  been  named  vice-president  of  medi- 
cal affairs  at  York  Hospital,  effective 
May  15.  He  succeeds  Robert  L.  Evans, 
M.D.,  who  resigned  last  year. 

Paul  Keiser,  York  Hospital’s  pres- 


DR.  BACASTOW 


ident,  said  that  his  appointment  came  as 
the  result  of  a long  and  thorough  search 
for  the  best  qualified  candidate  for  the 
position.  "The  selection  of  Dr. 
Bacastow  was  made  because  of  his  ex- 
perience in  private  practice,  expertise 
in  medical  education,  and  his  adminis- 
trative ability,  plus  his  most  recent  ex- 
posure to  the  national  health  scene  with 
the  American  Hospital  Association.” 

Dr.  Bacastow  developed  the  Maine 
Regional  Medical  Program  and  served 
as  its  first  president.  He  also  served  on 
the  advisory  committee  to  the  commis- 


oral  polio  vaccines  purchased  with  fed- 
eral funds  can  be  obtained  to  immunize 
any  child  from  one  to  twelve  years  of 
age. 

The  present  school-based  program, 
which  has  administered  826,358  doses 
of  vaccine  since  its  inception  in  1969, 
has  pushed  immunity  levels  in  children 
aged  5-12  up  to  70  percent. 

Dr.  Schrack  pointed  out  that  the 
Health  Department  cannot  extend  a 
similar  degree  of  protection  to 
preschool  youngsters  without  the  aid  of 
community  agencies. 

named  at  York 

sioner  of  health  and  welfare  committee 
on  medical  schools  for  Maine.  He  has 
served  as  medical  director  and  director 
of  education  at  hospitals  in  Mas- 
sachusetts, Indiana,  and  Maine  and  was 
a clinical  associate  in  medicine  at  Tufts 
University  School  of  Medicine  in 
Boston. 

Philadelphia  has 
methadone  centers 

Two  new  methadone  treatment 
centers  for  heroin  addicts  have  become 
operational  in  Philadelphia,  Lewis  D. 
Polk,  M.D.,  acting  city  health  commis- 
sioner, has  announced. 

They  are  located  at  830  N.  Broad  in 
the  Hahnemann  Community  Mental 
Health  Center  catchment  area  and  at 
716  South  St.  They  will  be  funded  by  a 
grant  from  the  Law  Enforcement  As- 
sistance Administration  of  the  U.S. 
Department  of  Justice  with  matching 
funds  from  the  Office  of  Mental 
Health-Mental  Retardation. 

Each  clinic  has  a treatment  capacity 
of  200  patients.  Each  will  be  open  seven 
days  a week. 

William  Wieland,  M.D.,  director  of 
the  addictive  diseases  division  of  the 
Office  of  Mental  Health,  said  "Approx- 
imately 1 ,000  addicts  are  already  being 
treated  in  methadone  maintenance 
clinics  housed  in  city  health  facilities 
and  staffed  by  West  Philadelphia 
Mental  Health  Consortium.”  They  are 
located  at  Philadephia  General  Hospi- 
tal, at  4400  Haverford  Ave.,  and  at 
Broad  and  Morris  Sts. 
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Hershey  neurosurgeon  develops  teaching  method 


RICHARD  M.  BERGLAND,  M.D.,  above,  chief  of  neurosurgery  at  Pennsylvania 
State  University  College  of  Medicine,  Milton  S.  Hershey  Medical  Center,  helped  to 
develop  a unique  teaching  system  and  acts  as  consultant  in  preparing  presenta- 
tions to  aid  in  the  training  of  residents  and  to  provide  continuing  education  in 
neurosurgery  to  speciaiists  in  this  field. 


Throughout  history  doctors  of  medi- 
cine have  remained  students  to  keep 
abreast  of  medical  progress  and  have 
become  teachers  to  pass  their  acquired 
knowledge  on  to  their  colleagues.  But  at 
no  time  in  history  has  continuing  medi- 
cal education  been  emphasized  to  the 
extent  it  is  today. 

Instrumental  in  pioneering  a new 
teaching  method,  a multimedia  journal 
of  neurosurgery,  is  Richard  M. 
Bergland,  M.D.,  chief  of  neurosurgery 
at  the  Milton  S.  Hershey  Medical 
Center.  The  teaching  device  is  called 
AVENS,  Audiovisual  Education  in 
Neurosurgery. 

In  1970,  working  with  colleagues  in 
the  Society  of  Neurological  Surgeons, 
Dr.  Bergland  investigated  the  idea  of 
using  video  cassettes  as  an  educational 
tool.  This  preliminary  study  led  to  a 
$340,000  grant  from  the  Markle  Foun- 
dation, which  funded  the  original 
study.  The  Committee  on  Education 
Techniques  of  the  Society  of  Neuro- 
logical Surgeons  supervises  the 
AVENS  project.  Project  director  is 
Bronson  S.  Ray,  M.D.,  clinical 
professor  of  neurosurgery  at  New  York 
Hospital-Cornell  Medical  Center.  Dr. 
Bergland  is  assistant  project  director. 

But  multimedia  implies  there's  more 
to  this  than  video.  Other  components  of 
each  AVENS  package  include  a set  of 
color  slides  depicting  key  steps  in  the 
procedure  as  well  as  anatomical  studies 
and  an  illustrated  text  providing  de- 
tailed explanations  of  the  procedure. 

The  television  unit  needed  is  on  the 
market,  selling  for  under  $1,000,  and 
the  first  multimedia  Journal,  "In- 
tracranial Operations  on  the  Pituitary," 
with  Dr.  Ray  performing  the  surgery,  is 
available.  Each  AVENS  Journal  will 
cost  about  $1  50. 

Dr.  Bergland  said  that  plans  cur- 
rently call  for  production  of  twelve 
Journals  over  the  next  twenty-four 
months.  For  each,  a neurosurgeon 
known  to  have  particular  ability  in  the 
procedure  will  act  as  director,  and  will 
invite  others  similarly  interested  to  par- 
ticipate. Other  AVENS  courses  sched- 
uled for  production  are  on  surgery  for 
pain,  including  a course  on  stereotaxic 
cordotomy,  disc  surgery,  and  surgery 
for  intracranial  aneurysms,  trigeminal 
neuralgia,  acoustic  tumors  and  spinal 


cord  tumors. 

Dr.  Bergland  said  that  the  programs 
are  designed  to  train  residents  in  neuro- 
surgery as  well  as  to  provide  continuing 
education  for  practicing  neuro- 
surgeons. "We  want  to  avoid  training 
vintage  surgeons’ — that  is,  surgeons 
who  graduated  in  1954  still  using  1954 
techniques.” 

The  actual  filming  is  done  in  two 

Pennsylvanians 

A number  of  Pennsylvania  physi- 
cians and  scientists  were  among  the 
forty-one  participants  at  a recent  meet- 
ing in  Warrenton,  Virginia,  to  review  a 
preliminary  executive  report  of  the  Na- 
tional Cancer  Program  Plan  which  is 
being  formed  in  collaboration  with  the 
U.S.  Department  of  Health,  Education, 
and  Welfare’s  National  Cancer  Insti- 
tute. 

They  are:  Fred  Rapp,  Ph.D., 
professor  and  chairman  of  the  depart- 
ment of  microbiology  at  Pennsylvania 
State  University  College  of  Medicine, 
Hershey;  Vittorio  Defendi,  M.D., 
Wistar  Institute,  Philadelphia;  Eugene 
J.  Van  Scott,  M.D.,  associate  director 
and  professor  of  dermatology.  Skin  and 
Cancer  Hospital  of  Philadelphia, 


ways.  Scenes  from  live  surgery  are  shot, 
depicting  general  operation  procedures. 
But  to  achieve  close-ups,  the  procedure 
is  performed  on  cadavers. 

Dr.  Bergland,  author  of  a number  of 
medical  papers  and  a Markle  scholar  in 
academic  medicine,  worked  in  New 
York  before  coming  to  Hershey  last 
June.  He  is  a Cornell  University  School 
of  Medicine  graduate. 


Temple  University  School  of  Medicine; 
Jonathan  E.  Rhoads,  M.D.,  John  Rhea 
Barton  professor  and  chairman  of  the 
department  of  surgery.  University  of 
Pennsylvania  School  of  Medicine;  and 
Alfred  Gellhorn,  M.D.,  dean  of  the 
School  of  Medicine,  University  of 
Pennsylvania. 

Biomedical  researchers  and  scientists 
have  been  meeting  to  develop  a na- 
tional cancer  program  plan  since  last 
October,  and  the  preliminary  report  is 
nearly  ready  to  be  presented  to  the 
recently  formed  twenty-three  member 
National  Cancer  Advisory  Board  and 
President  Nixon’s  cancer  panel.  Devel- 
opment of  the  cancer  research  plan  is  a 
result  of  the  National  Cancer  Act  of 
1971  designed  to  launch  an  all-out  at- 
tack against  the  disease. 


review  cancer  report 
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PMS  education  program  detailed 

JAMES  A.  COLLINS,  JR.,  M.D.,  CHAIRMAN 
PMS  Council  on  Education  and  Science 


Many  questions  are  being  raised  as  to  the  exact  details 
regarding  the  membership  requirement  for  continuing  edu- 
cation of  the  Pennsylvania  Medical  Society;  who,  what  and 
how  are  educational  activities  to  be  accredited;  and  the  ac- 
tion by  the  AMA  to  limit  listings  of  courses  in  the  first 
August  issue  of  JAMA  to  accredited  institutions.  This  ar- 
ticle will  attempt  to  explain  the  status  of  these  programs  and 
to  provide  you  with  background  to  inform  physicians  who 
raise  questions  regarding  these  subjects. 

On  October  6,  1971,  the  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  established,  through  amendments 
to  the  Constitution  and  Bylaws,  requirements  of  continuing 
medical  education  as  a condition  for  maintenance  of  mem- 
bership in  the  Society.  This  requirement  effects  all  dues- 
paying  members  of  the  Society  (see  Table  I).  The  AMA 
Physician’s  Recognition  Award  (PRA)  is  the  vehicle  being 
used  by  the  Society  to  determine  membership  qualifications 
in  continuing  education.  The  requirements  for  the  PRA  will 
be  published  periodically  by  the  American  Medical  Associ- 
ation and  sent  directly  to  all  physicians  in  the  state.  For 
guidance  in  submitting  the  applications  for  the  Physician’s 
Recognition  Award,  Table  II  should  be  reviewed. 

The  requirements  for  the  Physician’s  Recognition  Award 
are  a minimum  total  of  1 50  credit  hours  of  continuing  med- 
ical education  earned  over  a continuous  three-year 
qualifying  period.  There  is  no  requirement  that  stipulates  50 
hours  should  be  taken  each  year.  As  soon  as  a physician  has 
earned  1 50  hours  (hours  of  program  equal  hours  of  credit), 
he  may  complete  the  PRA  application  and  submit  it  to  the 
AMA  for  review  (note  time  schedule  on  Table  II).  Any 
member  of  the  Pennsylvania  Medical  Society  who  qualifies 
for  the  PRA  during  the  July  I,  1972-June  30,  1975  period 
(1973,  1974  or  1975  PRA  Award)  will  have  met  the  PMS 
membership  requirement.  In  establishing  the  membership 
requirement,  the  House  of  Delegates  indicated  that  efforts 
should  be  made  by  the  Society  to  modify  the  PRA 
requirements  so  they  were  more  reflective  of  physicians’ 
continuing  education  activities.  Since  the  first  adoption  of 
the  requirement  by  the  House  of  Delegates,  PMS  has 
worked  with  the  AMA  and  other  states  requiring  con- 
tinuing education  for  membership  in  making  changes  to  the 
award  requirement.  As  of  March  12,  1972,  the 
requirements  for  the  1972  and  ensuring  awards  are  new. 

Based  on  results  of  the  first  three  years  of  the  PRA  pro- 
gram, it  has  been  possible  to  develop  new  and  revised 
requirements  that  make  the  1972  award  a more  meaningful 
educational  experience.  For  example: 

(1 ) The  number  of  categories  and  their  requirements  have 
been  reduced  to  six. 

(2)  Required  and  elective  headings  have  been  eliminated. 

(3)  The  number  and  kinds  of  continuing  medical  educa- 
tion activities  that  can  be  used  to  qualify  for  the  award 
have  been  greatly  expanded. 


(4)  The  new  requirements  give  credit  for  the  ways  in 
which  most  physicians  actually  obtain  their  continuing 
medical  education. 

(5)  The  new  requirements  encourage  innovation  by  ac- 
cepting as  credit  toward  the  award  new  kinds  of  con- 
tinuing medical  education;  approval  in  advance  is  sug- 
gested, however,  so  that  credit  can  be  assured. 

A summary  explanation  of  the  six  categories  appears  fol- 
lowing this  article. 

Pennsylvania  physicians  will  receive  in  mid-summer  a 
folder  which  will  aid  them  in  accumulating  the  data  neces- 
sary to  complete  the  AMA’s  PRA  application  form  at  some 
future  date.  This  folder  will  include  an  explanation  of 
the  requirements  of  the  award,  space  in  which  to  record  in- 
formation about  their  educational  activities,  and  informa- 
tion regarding  failure  to  qualify  for  the  award. 

The  July  1972  date  was  the  starting  time  established  by 
the  PMS  House  of  Delegates  to  begin  accumulating  data 
over  the  next  three-year  period  for  the  PRA.  A number  of 
physicians  already  are  participating  in  the  PRA  program 
and  are  encouraged  to  continue  their  participation  and 
apply  for  the  award  in  the  three-year  cycle  that  they  have 
already  established. 

For  a member  of  the  Pennsylvania  Medical  Society  to 
remain  a member  in  good  standing  after  December  31, 
1975,  he  must  have  qualified  for  the  AMA’s  Physician’s 
Recognition  Award.  Once  he  has  qualified  for  such  an 
award,  he  must  requalify  on  a three-year  cycle  he  has  es- 
tablished in  order  to  continue  to  remain  a member  in  good 
standing.  If  a member  does  not  qualify  for  the  award,  he 
will  be  suspended  from  membership  until  he  has  submitted 
evidence  that  he  has  met  the  requirements  for  the  award. 

New  members  of  the  Society  have  three  years  in  which  to 
meet  the  continuing  medical  education  requirement.  The 
Board  of  Trustees  and  Councilors  of  the  Pennsylvania  Med- 
ical Society  has  the  power  to  waive  the  continuing  educa- 
tion requirement  for  membership  in  any  case  as  in  its  judg- 
ment such  waiver  should  be  granted.  A written  request  must 
be  submitted  to  the  Board  of  Trustees  and  Councilors  and 
each  case  will  be  considered  separately. 

Accreditation  of  Educational  Activities 
Following  the  establishment  of  educational  requirements 
for  membership,  it  becomes  imperative  that  continuing  edu- 
cation activities  being  offered  to  Pennsylvania  physicians  be 
of  the  highest  quality.  In  an  attempt  to  maintain  and 
improve  the  quality  of  programming,  an  accreditation  pro- 
gram has  been  instituted  by  the  American  Medical  Associa- 
tion. It  has  surveyed  and  approved  twelve  institutions  in 
Pennsylvania  that  have  met  the  standards  established  by  the 
AMA  for  accreditation  of  continuing  education  programs. 

The  AMA  faced  the  problem  of  accreditation  of  approxi- 
mately 7,000  community  hospitals  in  the  country.  This 
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TABLE i 

MEMBERSHIP  SPECIFICATIONS 

Who In  order  for  an  Active  or  Senior  Active  dues-paying  member  of  the  PMS  to  remain  a member  in  good 

standing  after  December  31 , 1 975,  he  must  have  qualified  for  the  AMA’s  1 973  or  later  Physician's  Recogni- 
tion Award. 

When Once  he  has  qualified  for  such  an  award,  he  must  re-qualify  on  a three-year  cycle  in  order  to  continue  to 

remain  a member  in  good  standing. 

New  Members  ...New  members  of  PMS  will  have  three  years  in  which  to  meet  the  continuing  medical  education 
requirement. 

Waiver The  Board  of  Trustees  and  Councilors  shall,  in  accordance  with  procedures  established  by  such  Board, 

have  the  power  to  waive  such  requirements  in  those  cases  involving  Active  or  Senior  Active  members  if  in 
its  judgment  such  waiver  should  be  granted. 

Failure  to 

Qualify  If  the  member  has  failed  to  qualify  for  the  PRA  by  1975,  he  will  be  notified  that  his  membership  will  be  sus- 

pended by  December  31,  1975,  unless  he  submits  sufficient  supplemental  records  to  meet  the 
requirements. 

Suspension During  the  one-year  period  of  suspension,  the  suspended  member  shall  be  required  to  continue  payment  of 

dues  but  shall  not  have  any  rights  or  privileges  of  membership. 

Restoration Full  membership  will  be  restored  upon  expiration  of  the  period  of  suspension  provided  the  member  has 

qualified  for  a current  PRA  certificate. 

Termination Membership  will  be  terminated  if  the  continuing  medical  education  requirement  has  not  been  met  by  the 

end  of  the  suspension  period. 

Restoration Terminated  memberships  will  be  reinstated  if,  after  meeting  all  the  other  requirements  for  reinstatement, 

the  member  submits  evidence  that  he  has  met  all  the  requirements  for  the  PRA  for  a current  period  and 
that  at  least  one-third  of  the  hours  required  were  obtained  during  the  current  calendar  year. 


approach  obviously  is  unworkable  on  a national  level  and, 
therefore,  the  Council  on  Medical  Education  of  the  AMA 
decided  to  delegate  the  accreditation  function  to  state  medi- 
cal societies  if  they  choose  to  assume  this  responsibility. 

The  Pennsylvania  Medical  Society  Board  of  Trustees  in 
August  of  1 97 1 informed  AMA  that  it  would  assume  this  re- 
sponsibility. The  Society  prepared  standards  as  requested  by 
AMA  and  on  March  12,  1972,  the  Society  received  its  ap- 
proval as  an  accrediting  body.  The  California  Medical  Asso- 
ciation is  the  only  other  state  medical  society  that  has  been 
approved  to  date  as  an  accrediting  agency. 

The  accrediting  procedure  dovetails  with  the  AMA 
Physician’s  Recognition  Award.  You  will  note  that  Category 
1 of  that  award  requires  that  at  least  60  of  the  total  1 50  hours 
required  be  earned  from  accredited  institutions.  However,  no 
limit  is  placed  on  the  number  of  hours  which  can  be  earned  at 
accrediting  institutions.  This  dovetailing  guarantees  that  a 
portion  of  the  physician’s  continuing  education  meets  the 
highest  standards  available  for  continuing  medical  education 
programming.  Prior  to  the  State  Society’s  authorization  as  an 
accrediting  agency,  twelve  institutions  in  Pennsylvania  have 
met  the  standards  and  have  been  accredited  by  AMA.  They 
are  as  follows: 

Hahnemann  Medical  College 
Jefferson  Medical  College  of  Philadelphia 
University  of  Pennsylvania  School  of  Medicine 
University  of  Pittsburgh  School  of  Medicine 
Albert  Einstein  Medical  Center 
Delaware  County  Memorial  Hospital,  Drexel  Hill 
Conemaugh  Valley  Memorial  Hospital,  Johnstown 
Elwyn  Institute,  Elwyn 

Institute  of  Pennsylvania  Hospital,  Philadelphia 
Western  Pennsylvania  Hospital,  Pittsburgh 
York  Hospital,  York 
American  College  of  Physicians 


Any  program  offered,  sponsored  or  cosponsored  by  these 
institutions  is  eligible  to  be  reported  under  Category  1 of  the 
1972  AMA  Physician’s  Recognition  Award.  Example:  The 
University  of  Pittsburgh  School  of  Medicine  is  an  accredited 
institution.  It  presently  offers  continuing  education  programs 
in  15  community  hospitals  in  Western  Pennsylvania.  These 
programs  are  planned  and  presented  by  the  university,  and 
the  physicians  attending  these  programs  (i.e.,  Sharon  General 
Hospital)  can  receive  credit  in  Category  1. 

Many  institutions  may  not  want  or  be  able  to  get  an  affilia- 
tion with  one  of  the  presently  twelve  accredited  institutions 
in  Pennsylvania.  Your  organization  may  be  interested  in 
receiving  accreditation  on  its  own  behalf.  Therefore,  the 
State  Society  will  offer  the  accreditation  service  to  other  or- 
ganizations and  institutions  in  the  Commonwealth. 

There  are  eight  standards  that  must  be  met.  They  are: 


(Continued  on  page  43) 


TABLE  II 


When  should  you  report  your  studies? 

Any  time  after  July  1973! *  * 

Membership  requirements  will  be  met  by  submitting 
your  report  in  any  of  the  following  years: 

APPROXIMATE  INCLUDE  CONTINUING  MEDICAL 

DATE  MAILED  EDUCATION  ACTIVITIES  FOR  THE 

FORM  TO  USE  FROM  AMA  FOLLOWING  PERIOD: 


1973  PHYSICIANS'  SEPT.  1973  JULY  1, 1970  - JUNE  30. 1973 

RECOGNITION  AWARD 

APPLICATION  (PRA) 

1974  PHYSICIANS'  SEPT.1974  JULY  1,  1971 -JUNE  30, 1974 

RECOGNITION  AWARD 

APPI ICATION 


1975  PHYSICIANS'  SEPT.  1975  JULY  1, 1972  - JUNE  30, 1975 

RECOGNITION  AWARD 

APPLICATION 

* Even  though  it  will  not  be  credited  toward  your  membership  requirements,  submis- 
sion of  the  1971  PRA  application  (which  you  have  now)  or  the  1972  PRA  application 
(which  you  will  receive  next  fall)  would  be  a good  way 

(1)  to  begin  reporting  your  continuing  medical  education  activities,  and 

(2)  to  establish  the  three-year  cycle  on  which  you  will  be  reporting  lor  your  mem- 
bership credit  later. 
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What’s  happened  to  incorporation  since  the  law? 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


It  has  now  been  almost  two  full  years  since  Pennsylvania’s 
Professional  Corporation  Law  was  adopted.*  During  this 
two  year  period,  hundreds  of  medical  practices  have  con- 
verted to  the  corporate  form  in  hopes  of  providing  tax 
savings  and  retirement  opportunities  for  its  owners.  Most 
incorporated  doctors  seem  satisfied  with  their  corporations, 
but  a surprising  number  of  unhappy  experiences  are  begin- 
ning to  surface. 

As  an  advisor  to  numerous  incorporated  practices,  many 
of  whom  I have  become  involved  with  long  after  their  ini- 
tial incorporation,  I have  .seen  a variety  of  reasons  why 
some  doctors  are  disappointed.  In  some  cases,  the  doctors 
simply  were  "oversold”  on  the  advantages  they  should  ex- 
pect. In  other  cases,  however,  very  basic  mistakes  were 
made  or  are  continuing  to  be  made.  These  mistakes  can 
often  be  rectified  even  now,  and  newly  incorporated  doctors 
should  strive  to  avoid  falling  into  the  same  traps. 

Hopefully  the  following  description  of  the  more  common 
professional  corporation  mistakes  will  be  useful  both  to  the 
already  incorporated  doctors  and  to  those  who  are  presently 
considering  the  corporate  step: 

1.  Inadequate  Salaries:  This  is  the  worst  mistake  of  them 
all.  Perhaps  as  a result  of  overzealous  tax  planning,  or  of 
oversalesmanship,  some  doctors  set  their  salaries  at  points 
which  are  now  clearly  recognized  as  being  too  low.  Many  a 
doctor  simply  roughly  estimated  his  monthly  financial 
needs  and  set  his  pay  at  that  point,  leaving  no  margin  of 
error  or  "cushion”  for  inflation,  increasing  desires,  or  lux- 
uries. For  an  incorporated  doctor  to  be  earning  income 
which  he  wants  or  needs  to  spend,  but  which  his  advisor 
tells  him  is  unavailable,  is  indeed  a distressing  situation. 

Some  doctors  in  these  situations  have  simply  disregarded 
the  corporate  status  and  withdrawn  the  needed  or  desired 
extra  funds,  either  as  corporate  "loans”  or  as  "bonuses.” 
Either  method  of  withdrawal  greatly  increases  the  risk  of 
IRS  disregard  of  the  corporation  and  disallowance  of  the 
anticipated  tax  benefits.  A far  better  solution  is  simply  to 
raise  the  basic  salary  to  the  newly  recognized  realistic  level, 
even  if  the  tax  benefit  plans  must  be  reduced  correspond- 
ingly. As  to  new  corporations,  doctors  should  keep  these  ex- 
periences in  mind  and  be  sure  their  salary  levels  have  rather 
substantial  margins  of  safety. 

2.  Failure  to  use  medical  expense  plans:  It  is  surprising 
how  many  medical  corporations  fail  to  recognize  that  a 
medical  expense  plan  is  the  least  expensive  fringe  benefit  of 
them  all.  Whereas  most  doctors’  medical,  dental,  optical, 
and  similar  expenses  are  not  deductible  on  their  own  tax  re- 
turns, the  simple  adoption  of  a corporate  plan  can  create 
the  tax  saving.  In  many  cases,  this  will  result  in  a saving  of 


" Act  of  July  9,  1970,  P.L.  160;  see  Mr.  Beck’s  articles  in 
the  May  and  September  1970  issues  of  "Pennsylvania 
Medicine  ■” 


at  least  $1,000  a year  at  no  real  cost  to  the  doctor. 

Some  corporations  of  two  or  more  doctors  have  ignored 
medical  expense  plans  in  the  belief  that  one  doctor  will  take 
more  advantage  of  it  than  the  other(s).  This  need  not  be 
true,  for  plans  can  be  drawn  to  limit  or  equalize  each 
doctor’s  use.  Other  corporations  disregard  such  plans  in  the 
belief  that  they  must  be  offered  to  all  employees,  including 
the  aides,  so  that  cost  becomes  a negative  factor.  While  I 
encourage  my  clients  to  offer  these  plans  to  their  aides,  the 
plans  can  often  be  set  up  at  a minimal  real  cost. 

3.  Oversophisticated  pension  plans:  Many  two  and  three- 
man  corporations  have  "fixed  benefit  pension  plans”  based 
on  rather  sophisticated  but  confusing  actuarial  computa- 
tions. They  often  were  highly  desirable  when  the  corpora- 
tion began,  for  they  permitted  more  deferral  for  the  senior 
doctors.  Since  the  younger  men  often  had  heavier  personal 
financial  obligations  (young,  growing  families;  new  home 
purchases;  school  tuitions;  orthodontist  bills),  such  plans 
appeared  to  be  perfect  solutions. 

Two  years  later,  however,  these  plans  have  sometimes 
created  more  discord  than  satisfaction.  One  reason  is  simply 
that  "fixed  benefit”  plans  require  varying  contribution 
levels  for  reasons  that  cannot  easily  be  understood.  Thus, 
two  doctors  who  used  to  divide  their  income  equally  before 
incorporation  may  now  have  outsiders  telling  them  how 
much  their  respective  income  and  retirement  plan  shares 
will  be.  Perhaps  this  objection  seems  more  emotional  than 
real,  but  I have  concluded  that  my  clients  are  best  served  by 
plans  that  they  can  understand  and  appreciate  with  the  least 
effort.  Therefore,  except  in  rare  circumstances,  I insist  that 
multi-man  professional  corporations  use  simple  "money 
purchase”  plans  instead  of  "fixed  benefit”  plans. 

4.  Failure  to  designate  retirement  plan  beneficiaries:  So 
long  as  a participant  in  a corporate  pension  or  profit 
sharing  plan  has  filed  a written  designation  of  a person  to 
receive  his  interest,  the  payment  upon  his  death  will  be  free 
of  both  federal  and  state  death  taxes.  A surprising  number 
of  doctors,  however,  seem  to  have  ignored  this  step,  a fact 
especially  true  when  the  retirement  plans  are  administered 
and  trusteed  by  the  doctors  themselves.  Since  the  designa- 
tion is  an  extremely  simple  matter  which  can  save 
thousands  of  dollars  in  case  of  death,  it  should  not  be 
disregarded. 

5.  Failure  to  “sell”  the  corporate  advantages  to  the  aides: 

Even  if  a corporation’s  prime  purpose  is  to  serve  its  profes- 
sionals’ personal  tax  and  financial  goals,  it  will  necessarily 
provide  benefits  to  the  non-professional  employees  as  well.  I 
believe  a doctor  should  take  advantage  of  these  benefits  for 
his  aides  by  making  sure  they  are  understood  and 
appreciated.  It  is  most  disappointing  to  find  a nurse  or  sec- 
retary, unaware  of  benefits  bestowed  upon  her,  stating  that 
the  corporation  is  just  a device  to  benefit  her  boss.  As  I sug- 
gested in  last  month’s  article,  if  a benefit  is  bestowed  upon 
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the  aides  it  is  only  good  sense  to  make  them  aware  of  it. 

6.  Inadequate  fiscal  planning  and  review:  Doctors  and 
their  advisors  have  all  too  often  discovered  at  year-end  that 
their  corporation  has  far  more  income  than  anticipated. 
While  this  may  have  been  a happy  result  prior  to  incorpora- 
tion, it  can  cause  unneeded  duplication  of  corporate  and 
personal  income  taxes  thereafter.  The  cause  of  this  problem 
is  either  inadequate  fiscal  planning  at  the  beginning  of  the 
year  or  else  a lack  of  conscientious  review  during  the  year. 

Barring  the  present  wage  control  problems,  there  are 
some  areas  of  flexibility  in  conforming  the  doctor’s  take- 
home  pay  to  the  corporation’s  income.  These  areas  of  flex- 
ibility require,  however,  continuing  review  of  the  financial 
situation  while  the  year  is  in  progress.  If  the  doctor  waits 
until  late  in  the  corporation’s  twelfth  month,  he  has  little  al- 
ternative but  to  have  a substantial  bonus  paid  to  him — a 
step  which  should  be  ready-made  for  IRS  attack  as  a 
dividend  rather  than  as  true  employee  compensation. 

To  protect  a client  as  well  as  possible,  I have  encouraged 
him  to  have  monthly  information  on  his  corporation’s 
finances  and  to  meet  at  least  quarterly  with  his  accounting, 
legal  or  other  advisors. 

7.  Accumulation  of  corporate  earnings:  As  a corollary  to 
the  problem  described  above,  some  corporations  seek  to  re- 
tain sizeable  earnings  rather  than  to  distribute  them  out  to 
their  doctor-owners.  Their  argument  for  this  policy  is 
generally  that  the  corporation,  having  a lower  tax  rate  than 
the  doctors,  is  itself  a form  of  "tax  shelter”. 

While  a corporation  does  indeed  have  a lower  tax  rate, 
use  of  it  as  a growing  investment  vehicle  often  leads  to  prac- 
tical difficulties.  Its  increasing  value  simply  restricts  the 
doctor’s  flexibility  in  recruiting  a future  "partner.”  Consider 
the  following  real-life  example.  A busy  two-man  corpora- 


tion had  retained  about  $20,000  of  profits  for  two  succes- 
sive years  when  the  doctors  sought  to  take  on  a third  man. 
Imagine  that  young  doctor’s  reaction  when  he  was  told  he 
could  become  an  equal  co-owner  only  by  paying  in  $20,000 
to  equalize  the  original  doctors’  stock  values. 

Since  good  young  doctors  are  too  scarce  to  accept  posi- 
tions requiring  substantial  investments,  I encourage  many 
of  my  clients  to  keep  their  corporations  as  "thin”  as  pos- 
sible. For  all  its  tax  advantages,  a professional  corporation 
becomes  disadvantageous  if  it  restricts  its  owners’  opportu- 
nities to  shape  their  busy  practices  as  they  see  fit.  A thin 
corporation  best  serves  the  purpose  of  practice  flexibility. 

8.  Failure  to  follow  corporate  details:  A professional  cor- 
poration is  entitled  to  its  tax  advantages  only  if  it  actually 
has  the  many  characteristics  common  to  all  corporations.  It 
is  surprising,  however,  to  see  the  number  of  incorporated 
doctors  whose  minute  books  are  practically  empty,  or  who 
have  little  or  no  printed  references  to  the  corporate  status  of 
their  practices  (signs,  letterheads,  etc.).  Similarly  it  is 
shocking  that  some  corporate  practices  have  still  neglected 
to  obtain  State  Board  licenses  for  their  corporations  to  prac- 
tice medicine. 

Such  corporations  should  be  an  IRS  agent’s  dream,  and 
hence  any  person  that  finds  incorporation  desirable  should 
certainly  find  the  details  worth  the  bother.  To  assure  that 
these  details  are  not  ignored,  I keep  a three-page  checklist 
of  items  that  must  be  taken  care  of.  Only  when  they  have 
been  accomplished  do  I believe  the  client  has  reasonable  as- 
surance that  his  corporation  is  initially  capable  of  providing 
the  benefits  he  has  sought. 


Mr.  Beck  is  President  of  Management  Consulting  for  Pro- 
fessionals, Inc.  of  Bala  Cynwyd,  Pennsylvania 
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'let  George 


Springtime  with 


say  it' 

'Big  Brother’ 


It  was  the  first  day  of  spring  in  1 984.  The  sun  was  shining, 
tulips  were  peeping  through  the  earth,  and  the  birds  were 
singing. 

Dr.  Lionel  Steadfast  climbed  the  steps  of  the  Mapleville 
Community  Hospital,  meditating  on  the  day’s  problems.  He 
was  especially  interested  to  see  how  his  patient,  Edith  Grasp, 
had  passed  the  night.  Only  yesterday  tests  had  proved  that  she 
was  afflicted  with  a highly  virulent  Kosygin’s  spirillum.  He 
had  never  seen  such  a case  before  but  he  knew  it  carried  a 
great  mortality. 

As  he  was  taking  off  his  coat,  he  was  approached  by  Miss 
Porch,  secretary  to  the  medical  director.  "Dr.  Crawl  wants  to 
see  you  right  away.  Dr.  Steadfast,”  she  said. 

A little  annoyed,  he  replied.  "I  am  pressed  for  time.  I will 
see  him  when  I have  finished  my  rounds.” 

Her  reply  was  firm.  "It  is  very  important  that  he  see  you 
immediately,  doctor.  He  told  me  there  was  to  be  no  delay.” 
Steadfast  shrugged.  Hospital  rules  were  a nuisance.  "Ail  right 
then,”  he  grunted  and  followed  her  down  the  hall.  "I  can  only 
spare  a minute.” 

In  Crawl’s  office  he  found  the  director  at  his  desk.  The  sec- 


retary went  out,  closing  the  door.  The  seated  man  threw  a 
hostile  glance  at  his  visitor. 

"Steadfast,”  he  said,  "you  give  me  more  trouble  than  all 
the  rest  of  the  staff.  Why  can’t  you  behave?” 

The  new  arrival  was  not  entirely  surprised  at  the  ac- 
cusation— only  a little  disturbed  that  he  had  been  caught  so 
soon.  Still  he  affected  innocence.  "What  do  you  mean?” 

"You  know  what  I mean.  You  told  the  nurses  on  2B  to 
borrow  some  terriyakimycin  from  the  podiatry  department 
to  give  to  your  patient.”  The  director  was  greatly  incensed. 

"It  was  the  quickest  way  I knew  to  get  it,”  said  Steadfast. 

Crawl  rose  from  his  chair.  "You  know  the  FDA  has  not 
approved  using  terriyakimycin  internally  on  patients.” 

Steadfast  was  ready  to  defend  himself.  "Sure  I know  that, 
but  the  British  and  French  have  been  using  it  for  years 
against  Kosygin’s.  I don’t  intend  to  see  my  patients  die  when 
they  can  be  saved  by  drugs  we  already  have  available  in  the 
hospital.” 

"You  know  terriyakimycin  is  only  approved  for  external 
use  in  treating  plantar  warts.  You  broke  a hospital  regulation. 

(Continued  on  page  40) 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 

Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  B12  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efd“AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 

Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 

Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B12  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteraot  the  oonstipating  effects  of  iron. 

LEDERLE  U\BORATORIES 

a Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


421-1 


100  capsules 

Panmycin 

Hydrochloride 

ycline  hydrccJ- 

250  mg. 


Panmycin 

(tetracycline  HCl, Upjohn) 

Available  as  250  mg  capsules  and 

tetracycline  syrup  125  mg/5  ml 


cautlom 

dispensing  wit 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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JA72-2142-6 


Now  ovaikibleia  total  s^tem 
for  obtaining  a 

patient’s  medical  background 


The  Rocom" 

Health  History  System* 

saves  time,  (x>mpiles  comprehensive  data,  aids  evaluation 

Two  new  components  now  make  it  possible  to  tailor  the  ROCOM  Health 
History  System  to  your  precise  needs.  Each  item  is  designed  to  speed  both  the 
collection  and  review  of  the  complex  data  you  need  to  make  informed  decisions. 

Patient  Data  Base  System  is  recommended  whenever  you  schedule  a 
periodic  health  check-up,  or  a physical  exam  for  a new  patient.  The  patient 
completes  the  comprehensive  Health  History  Questionnaire  section  before  his 
appointment... your  aide  enters  the  results  of  routine  physical  measurements 
and  diagnostic  tests. . .and  you  record  the  results  of  your  examination  quickly  and 
easily  on  the  18-category  physical  examination  section.  Space  for  a summary 
of  problems  and  treatment  plans  is  also  provided  in  this  single  compact  folder, 
which  then  becomes  part  of  your  permanent  records. 

Branching  Health  History  Questionnairesexpiore  in  detail  (ioo-250 
questions  each)  the  specific  body  system  in  question— Cardiovascular, 
Gastrointestinal,  Respiratory  or  Ob/Gyn.  Each  positive  answer  is  automatically 
transferred  to  your  summary  sheet.  You  begin  your  review  with  a complete 
outline  to  assist  you  in  determining  your  diagnosis.  Each  branching  questionnaire 
contains  an  abbreviated  general  background  section  so  that  it  may  be  used 
alone  or  as  an  adjunct  to  any  other  component  in  the  system. 

These  new  elements,  together  with  the  original  components,  provide  you  with 
an  optional  system  for  simplified  data  collection. 

H©Qlth  History  QUGStionnoirGcan  be  used  instead  of  the  Patient  Data 
Base  System  when  a physical  exam  has  not  been  scheduled.  All  pertinent 
information  is  covered:  family  history,  past  and  present  illnesses,  hospitalizations, 
immunizations,  current  medications  and  known  allergies.  Current  health  status 
is  reviewed  by  129  carefully  chosen  questions. 

Health  History  Questionnaire  (Spanish) proves  invaluable  when  the 
patienfs  krKDwIedge  of  English  is  limited.  The  questions  are  in  Spanish... 
your  summary  sheet  is  in  English.  The  form  does  the  "translating"  for  you. 


*Created  and  developed  by  Patient  Care  Systems,  Inc, 


¥ou  get  a complete  summory 
at  a glance.  Only  positive  answers 
are  transferred,  by  special  pressure- 
sensitive  paper,  to  your  summary 
sheet.  The  form  speeds  review,  aids 
diagPKDsis,  files  easily. 


The  patient  does  the  time- 
consymlng  work  before  you  see  him. 
The  questionnaire  may  be  mailed 
to  his  home  or  filled  out  in  your  office 
prior  to  his  appointment. 


Physician-patient  rapport 
is  strengthened  since 
you  quickly  pinpoint 
problem  areas  for  further 
exploration. 


/I™  Division  of  Hoffmann-La  Roche  Inc.  /mtupN 
Box  169,  Fairview,  New  Jersey  07022 

Gentlemen:  f'd  like  to  know  more  about  the  Healfh  History  System 
and  the  other  components  of  the  ROCOM  Medical  Management 
System:  Medical  Record  System.  Patient  Health  Guides,  Telephone 
System  and  Appointment  System. 
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if  skin  IS  infected, 
or  open  to  infection  ••• 

choose  the  topieds 
that  ^ive  your  patient 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 


f Burroughs  Wel^me  Co. 

/ Research  Triafcle  Park 
/ North  Caro!lrt827709 


Special  Petrolatum  Base 

Neosporilf  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B suifate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin, base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\imishing  Cream  Base 

Neosporin-G 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains;  Aerosfxjrin®  brand  polymyxin  B suifate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishi.ng 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycoi,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.21 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  3s 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  us$ 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  A 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mirt^..*. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML.  ^ 


WANT  TO  BUILD  A MEDICAL  BUILDING? 


UStNO  THE  “COMPREHENSIVE  APPROACH”  - 
SUSQUEHANNA  DEVELOPMENT  will... 

• Conduct  a Feasibility  Study 
• Develop  Preliminary  Plans  based  on  that  Study 
• Design  your  Building  to  your  specific  Needs 
• Give  you  a guaranteed  Price  for  the  Total  Project 
• Accept  Full  Responsibility  for  Design  and  Construction 
• Offer  You  Assistance  in  Financing  Your  Project 


Want  more  information?  Just  complete  the  coupon  and  drop  in  the  mail. 


I 

I 

I 

i 

I 

I 

I 

I 


SUSQUEHANNA  REAL  ESTATE  DEVELOPMENT  COMPANY,  INC. 

906  N.  Second  Street,  Harrisburg,  Penna.  17102 
Phone:  71 7-232-6634 


I Name  _ 
i Address 

I 

J City 

S Phone  _ 


TELL  ME  MORE—MY  PARTICULAR  INTEREST  IS: 


State 


□ 

□ 

□ 


Feasibility  Study 

Preliminary  Design  Plans 

Total  Design  & Construct  Project 


Forty  Years  Experience  in  Design,  Architecture,  Engineering  and  Construction  in  Pennsylvania 


I 
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'*'*C9.S86-l 

100  Tablets 

Uticillin®  VK 

IB  TRAOEMAR^  .^1 

'Potassium  Phenoxyn’f'”! 
Ponicillin  Tabkts,  U.S.r 


Upjohn 


2S0mg. 

(400,000  unit*) 

|»^n;  Fi^erat  law 
®'*Pe«stng  without 


Upjohn 


The  Upjohn  Company 

Kalamazoo,  Michigan  49001  ® 1972  the  upjohn  company  JA72-2144-6 


UticilliiiVK 

(potassium  phenoxy methyl  penicillin, U.S.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


meetings 

MAY 

American  Association  of  Genitourinary  Surgeons,  May  17- 
19,  Statler  Hilton  Inn,  Annapolis.  Contact:  O.S.  Culp, 
M.D.,  200  First  St.,  S.W.,  Rochester,  Minn.  55901. 

Pennsylvania  Academy  of  Ophthalmology  and  Otolaryn- 
gology, May  17-20,  Bedford  Springs  Hotel,  Bedford.  Con- 
tact: Donald  B.  Kamerer,  M.D.,  1501  Locust  St.,  Pitts- 
burgh 15219. 

Drug  Information  Association,  May  17-19,  Statler  Hilton 
Hotel,  New  York  City.  Contact:  Dr.  Jerome  J.  Harris, 
Galloping  Hills  Rd.,  Kenilworth,  N.J.  07033. 

American  Gynecological  Society,  May  18-20,  The  Home- 
stead, Hot  Springs,  Va.  Contact:  Ben  M.  Peckham,  M.D., 
1300  University  Ave.,  Madison,  Wis.  53706. 

American  Association  of  Clinical  Urologists,  May  19-20, 
Washington  Hilton  Hotel,  Washington,  D.C.  Contact: 
Russell  B.  Carson,  M.D.,  708  E.  Broward  Blvd.,  Ft. 
Lauderdale,  Fla.  33301. 

Pennsylvania  Society  of  Anesthesiologists,  May  19-21, 
Seven  Springs  Mountain  Resort,  Champion,  Pa.  Contact: 
Louis  J.  Hampton,  M.D.,  800  Highland  Ave.,  Hanover, 
Pa.  17331. 

Pennsylvania  Society  of  Internal  Medicine,  May  19-21, 
Host  Farm  Resort  Motel,  Lancaster. 

American  Urological  Association,  May  21-25,  Washington 
.Hilton,  Washington,  D.C.  Contact:  Richard  J.  Hannigan, 
1 120  N.  Charles  St.,  Baltimore  21201. 

American  Pediatric  Society,  May  21-26,  Sheraton  Park 
Hotel,  Washington,  D.C.  Contact:  Charles  D.  Cook, 
M.D.,  333  Cedar  St.,  New  Haven,  Conn.  16510. 

Symposium  on  Community  Emergency  Medical  Services, 
May  26-27,  Astroworld  Hotel,  Houston,  Texas.  Cospon- 
sored by  the  AMA  and  the  Harris  County  Medical  Soci- 
ety. Registration  fee  $50.  Contact:  Harris  County  Medical 
Society,  400  Jesse  H.  Jones  Library  Bldg.,  Houston,  Texas 


National  Conference  on  Cancer  Chemotherapy,  June  1-3, 
Waldorf-Astoria  Hotel,  New  York  City.  Cosponsored  by 
the  American  Cancer  Society  and  the  National  Cancer  In- 
stitute. Contact:  Sidney  L.  Arje,  M.D.,  Coordinator,  Na- 
tional Conference  on  Cancer  Chemotherapy,  c/o  Ameri- 
can Cancer  Society,  219  E.  42  St.,  New  York  City  10017. 

Council  on  Clinical  Cardiology,  June  8-11,  Cavalier  Hotel, 
Virginia  Beach,  Va.  Contact:  Charles  L.  Baird,  Jr.,  M.D., 
Virginia  Commonwealth  University,  Medical  College  of 
Virginia,  Health  Science  Center,  Box  894,  Richmond,  Va. 
23219. 

American  Proctologic  Society,  June  11-14,  Waldorf-Astoria 
Hotel,  New  York  City.  Contact:  Miss  Harriette  Gibson, 
320  W.  Lafayette,  Detroit,  Mich.  48226. 

Endrocrine  Society  and  International  Congress  of  En- 
docrinology, June  16-23,  Sheraton  Park  Hotel,  Washing- 
ton, D.C.  Contact:  Dr.  G.D.  Aurback,  1629  K.  St.,  NW, 
Washington,  D.C.  20006. 

American  Medical  Association,  June  18-22,  San  Francisco- 
Hilton  Hotel,  San  Francisco,  Cal.  Contact:  Ernest  B. 
Howard,  M.D.,  535  N.  Dearborn  St.,  Chicago,  III.  60610. 

MAY  1972 


''Sorry,  Sire,  but 
'DicarhosiV  hasn't 
been  invented  yet." 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


ntrsi^ 

we  need  you 


The  National  League  for  Nursing  is  launching  its 
first  annual  Friends  of  Nursing  campaign.  Sup- 
port the  work  of  the  44  constituent  leagues  and 
the  National  League  for  Nursing.  Help  assure 
good  nursing  care  for  all  Americans. 

Become  a “Friend”  now  by  enrolling  in  one  of 
these  categories:  Special,  $20;  Family,  $10; 
Individual,  $5.  Your  contribution  is  tax-deductible. 

TO:  NATIONAL  LEAGUE  FOR  NURSING 

Ten  Columbus  Circle  • New  York,  N.  Y.  10019 

My  gift  in  the  amount  of is  attached. 

Name 

Address— — 

City  and  State_ Zip 

(Checks  should  be  made  payable  to  the  National  League  for  Nursing) 
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m.d.'s  in  the  news 
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Leo  Madow,  M.D.,  has  been  ap- 
pointed to  the  National  Board  of  Medi- 
cal Examiners  in  the  psychiatry  section. 
He  is  professor  and  chairman  of  psychi- 
atry at  the  Medical  College  of  Pennsyl- 
vania. Dr.  Madow  will  serve  as  co- 
chairman  of  one  of  the  sessions  at  the 
1972  annual  meeting  of  the  American 
Psychiatric  Association. 

Joseph  B.  Griffith,  M.D.,  Sewickley, 
has  been  named  "Man  of  the  Year”  by 
the  Ambridge  Area  Jaycees.  He  is 
chairman  of  the  surgical  department  at 
Sewickley  Valley  Hospital.  He  has  been 
active  in  the  American  Field  Service, 
hosting  students  from  the  Philippines 
and  Thailand. 

Robert  P.  Gilbert,  M,D.,  Philadel- 
phia, has  been  named  director  of  Jef- 
ferson Medical  College’s  Regional 
Medical  Program  which  operates  in 
eastern  Pennsylvania  and  southern 
New  Jersey.  The  program  is  part  of  the 
Greater  Delaware  Valley  Regional 
Medical  Program. 


DR.  GILBERT  DR.  MALINA 


A paper  on  the  positioning  of  the 
ventriculo-atrial  shunt  in  the  treat- 
ment of  hydrocephalus  has  been 
presented  by  Steven  Malina,  M.D., 
chief  of  the  division  of  neurosurgery  at 
York  Hospital,  to  the  Neurosurgical 
Society  of  America.  Dr.  Malina  is 
probably  the  first  to  use  x-ray  motion 
pictures  to  show  the  placement  and 
heretofore  unrecognized  movements  of 
the  catheter  which  can  cause  perfora- 
tion of  the  heart  wail,  infection,  and 
clot  formation. 

Daniel  A.  Hall,  M.D.,  Chestnut 
Hill,  has  been  named  chief  of  the 
Temple  University  unit  of  the 
Regional  Medical  Program.  He  is  the 
former  deputy  health  commissioner 
for  medical  care  in  Pennsylvania. 

The  American  College  of  Physicians 
(ACP)  has  presented  its  Distinguished 
Teacher  Award  to  Thomas  M.  Durant, 
M.D.,  professor  of  medicine  at  Temple 
University  School  of  Medicine.  Dr. 


Durant  is  a former  president  of  ACP. 

Donald  A.  Dupler,  M.D.,  Bryn 
Mawr,  has  been  elected  secretary  of 
the  American  College  of  Cardiology. 
He  is  chief  of  the  section  of  car- 
diovascular diseases  at  Lankenau  Hos- 
pital, Philadelphia. 

Stephen  Kaplan,  M.D.,  has  been 
awarded  the  distinguished  teacher 
award  at  the  Harrisburg  Hospital.  Dr. 
Kaplan,  formerly  with  the  faculty  at 
the  Medical  College  of  Pennsylvania, 
Philadelphia,  is  an  associate  in  gas- 
troenterology. 

George  E.  Mark,  Jr.,  M.D.,  director 
of  the  department  of  internal  medicine 
at  Frankford  Hospital,  Philadelphia, 
has  been  named  a fellow  of  the  Ameri- 
can College  of  Cardiology. 

R.  Robert  Tyson,  M.D.,  president  of 
the  Philadelphia  County  Medical  Soci- 
ety, gave  a report  to  the  American 
College  of  Surgeons  which  was  the 
subject  of  a feature  article  in  the 
Philadelphia  Bulletin  recently.  The 
report  concerned  bypass  grafting  in 
seventy-nine  operations  using  the  pa- 
tient’s vein  to  circumvent  arterial 
blocking  in  order  to  save  limbs  from 
amputation. 

John  H.  Hodges,  M.D.,  Wyn- 
newood,  is  the  newly  elected  president 
of  the  alumni  association  of  Jefferson 
Medical  College.  He  is  presently 
serving  as  the  Ludwig  A.  Kind 
professor  of  medicine  and  as  director 
of  the  division  of  general  medicine  in 
the  department  of  medicine  at  Jef- 
ferson Medical  College. 

Van  Buren  O.  Hammett,  M.D., 
Philadelphia,  has  been  elected  to  serve 
on  the  board  of  trustees  of  the  Hah- 
nemann Medical  College  faculty.  He  is 
professor  and  chairman  of  the  depart- 
ment of  mental  health  services  at  Hah- 
nemann. 

Ralph  Merkel,  M.D.,  Pottstown,  has 
retired  after  fifty  years  of  general  prac- 
tice. 

John  M.  Wagner,  M.D.,  Scranton, 
and  Mrs.  Wagner,  a nurse,  have 
received  certificates  of  appreciation 
from  the  South  Vietnamese  govern- 
ment for  three  months  volunteer  serv- 
ice at  separate  civilian  hospitals  in 
Vietnam.  They  served  under  an  ar- 
rangement with  the  AMA  Volunteer 
Physicians  Program. 


John  G.  Hrinda,  M.D.,  Girard,  has 
received  a commendation  from  the 
House  of  Representatives  of  the  Com- 
monwealth for  emergency  efforts  to 
save  the  life  of  the  late  Wilbur  Graves. 


DR.  BATES  DR.  BEECHAM 


James  S.  Bates,  M.D.,  has  been 
named  director  of  the  department  of 
gynecology  and  obstetrics  at  the 
Geisinger  Medical  Center.  He  is  a 
member  of  the  American  College  of 
Obstetricians  and  Gynecologists  and  is 
certified  by  the  American  Board  of 
Obstetrics  and  Gynecology.  He  suc- 
ceeds Clayton  T.  Beecham,  M.D., 
director  since  1965,  who  has  been  ap- 
pointed senior  consultant.  Dr.  Bee- 
cham is  currently  president  of  the 
American  Association  of  Obstetricians 
and  Gynecologists  Foundation  and 
vice-president  of  the  American  College 
of  Obstetricians  and  Gynecologists.  He 
is  also  an  examiner  for  the  American 
Board  of  Obstetrics  and  Gynecology 
and  co-author  of  Obstetrics  and 
Gynecology,  a textbook  now  in  its 
fourth  edition. 

Norman  M.  Wall,  M.D.,  chief  of 
staff  and  director  of  medical  education 
at  the  Good  Samaritan  Hospital  in 
Pottsville,  spoke  on  "Anthracosilicosis 
in  Relation  to  Tuberculosis”  at  the  In- 
ternational Symposium  on  Chronic  Ob- 
structive Lung  Diseases  at  Tel  Aviv, 
Israel,  recently. 

Herman  H.  Hostetter,  M.D.,  Her- 
shey,  who  was  Milton  S.  Hershey’s 
personal  physician  for  twenty-one  . 
years,  has  written  a booklet  recalling 
some  of  his  memories  of  Hershey’s 
founder.  Dr.  Hostetter  was  team  i 
physician  for  the  Hershey  Bears  until 
1949,  school  physician  at  the  Milton  S. 
Hershey  School  for  thirty-two  years  ^ 
and  for  the  Derry  Township  public  j 
schools  for  forty-eight  years.  ;l 

David  S.  Marshall,  M.D.,  Pottsville, 
has  been  named  chairman  for  the  ; 
Heart  Fund  Campaign  for  his  county,  i 
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new  members 


DAUPHIN  COUNTY: 

Cheston  M.  Berlin,  M.D.,  Hershey  Medical  Center,  Hershey 
17033. 

Thomas  M.  Bryan,  M.D.,  2749~B  Green  St.,  Harrisburg  17110. 
Roger  G.  Bucs,  M.D.,  Box  1419,  Hershey  Medical  Center 
Hershey  17033. 

DiLAWARi  COUNTY: 

A.W.  Vogel,  M.D.,  343  S.  Chester  Pike,  Glen  Olden  19036. 

W.S.  Gartner,  Jr.,  M.D.,  765  W.  Springfield  Rd.,  Springfield 
19064. 

ELK-CAMERON  COUNTY: 

Ernesto  B.  Rodis,  M.D.,  334  MaurusSt,  St.  Marys  15857. 

ERIE  COUNTY: 

William  C.  Adkins,  M.D.,  225  W.  25th  St,  Erie  16502. 

Dewitte  T.  Boyd,  M.D.,  606  W.  2nd  St.,  Erie  16507. 

William  F.  Brereton,  M.D.,  105  Professional  Bldg.,  Erie  16501. 

FRANKLIN  COUNTY: 

Thomas  P.  Davis,  M.D.,  302  N.  7th  St,  Chambersburg  17201. 
Michael  T.  Donahoe,  M.D.,  159  Heritage  Rd.,  Chambersburg 
17201. 

HUNTINGDON  COUNTY: 

Vavilikolanu  V.  Rao,  M.D.,  R.D.  1,  Huntingdon  16652. 
JEFFERSON  COUNTY: 

Clifford  B.  Lull,  Jr.,  M.D.,  Maple  Avenue  Hospital,  DuBois 
15801. 

LACKAWANNA  COUNTY: 

William  A.  Black,  Jr.,  M.D.,  Scranton  Life  Bldg.,  Scranton 
18503. 

Eun  Tae  Kim,  M.D.,  44  N.  Church  St,  Carbondale  18407. 


LANCASTER  COUNTY: 

Jerry  M.  Keefe,  M.D.,  1001  Olde  Hickory  Rd.,  Lancaster  1 7601 . 

Robert  H.  White,  Jr.,  M.D.,  520  N.  Duke  St,  Lancaster  17602. 

William  F.  Porter,  Jr.,  M.D.,  555  N.  Duke  St.,  Lancaster  17604. 

Roger  D.  Peterson,  M.D.,  Dept,  of  Radiology,  Lancaster  Gener- 
al Hospital,  Lancaster  17604. 

David  M.  Weston,  M.D.,  51 2 N.  Duke  St,  Lancaster  1 7602. 

Samuel  G.  Rankin,  M.D.,  115  N.  9th  St,  Akron  17501. 

MERCER  COUNTY: 

Kin  Hong  Suk,  M.D.,  Grove  City  Hospital,  Edgewood  Ave., 
Grove  City  16127. 

MONROE  COUNTY: 

Stanley  G.  Rosenblatt,  M.D.,  206  E.  Brown  St,  East  Strouds- 
burg 18301. 

PHILADELPHIA  COUNTY: 

John  J.  Leahy,  M.D.,  922  Cedar  Grove  Rd.,  Wynnewood  1 9096. 

Bertram  A.  Flaxman,  M.D.,  200  W.  Merman  Lane,  Philadelphia 
19118. 

Alvin  D.  Oscar,  M.D.,  4419  Royal  Oak  St,  Columbus,  Ga. 
31907. 

David  M.  Capuzzi,  M.D.,  51  N.  39th  St,  Philadelphia  19104. 

Clara  M.  Ambrus,  M.D.,  Mercy  Catholic  Medical  Center, 
Philadelphia  19143. 

Julian  L.  Ambrus,  M.D.,  Mercy  Catholic  Medical  Center, 
Philadelphia  19143. 

Joseph  N.  Corrierre,  Jr.,  M.D.,  407  Louella  Ave.,  Wayne  19087. 

NavoraCuison,  M.D.,  5305  N.  12th  St,  Philadelphia  19141. 

Joan  E.  Hurlock,  M.D.,  Rexboro  Memorial  Hospital,  Ridge  Ave., 
Philadelphia  19028. 

Daniel  D.  Grove,  M.D.,  5025  N.  Mervine  St,  Philadelphia 
19141. 

Laura  A.  Weiner,  M.D.,  5000  Wissahickon  Ave.,  Philadelphia 
19128. 

Bernard  G.  Slipakoff,  M.D.,  3048  Germantown  Ave., 

Philadelphia  19144. 


ALSO  AVAILABLE  FOR  THE  TREATMIMT  OF 

impotence 

due  to  androgenic  deficiency  in  the  Amerlean  malt. 


Anciroiu  I o 

Methyltestosterone  N.F.-5  mg. 

AndroicfllO 

Methyltestosterone  N.F.-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


DESCRIPTION:  Methyltestosterone  is  17/;-Hydrosy“17-Mathy!andfOst-4  en 
3-one. 

ACTIONS:  Mithyitestosterone  is  an  oit  soluble  androgenic  hormone. 


INOICATIDNS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptof 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  livpr  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  laave  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m liver 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renai  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas 
ing  the  nervous,  mental,  'and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CONTRAINDSCATIDNS:  Contraindicated  in  persons  with  known  or  sus- 
pected carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy,  in  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caul 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre- 
cocious sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBl  may  be  decreased  in  patients  taking  androgens. 
Hypercafcemia  may  occur,  particularly  during  therapy  for  metaslu 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  de- 
creased ejaculatory  volume.  • Hypercalcemia  particularly  m patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  ol 
bone  metastases.  * Sodium  and  water  retention,  * Priapism  • Vinh 
zation  in  female  patients  » Hypersensitivity  and  gynecomastia 

DOSACE  AND  ADMINISTRATION:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 


INDICATION 


Average  Daily  Dosage 
Tablets 


In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg. 

Postpuberal  cryptorchism  30  mg 


HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


Write  for  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street.  Los  Angeles.  California  90057 


PENNSYLVANIA 

MEDICINE 


editorials 


The  Management  of  Pain 


"Neurosurgical  techniques  for  the  relief  of  intractable 
pain”  is  presented  in  this  issue  of  Pennsylvania  Medicine  on 
page  53.  Burton's  paper  provides  a lucid  discussion  of  the 
recent  advances  currently  at  the  disposal  of  the  neuro- 
surgeon and  the  primary  care  physician. 

Clinicians  are  well  aware  of  the  problems  encountered  in 
controlling  chronic  pain.  While  acute  pain  serves  a useful 
purpose  as  a warning  signal,  chronic  pain  has  no  useful  pur- 
pose and  leads  only  to  incapacitation  of  the  patients  and  a 
potentially  serious  drug  addiction  problem.  Malignancy  is  a 
common  cause  of  chronic  pain,  but  benign  conditions  that 
are  manifested  by  chronic  pain  can  be  equally  incapaci- 
tating to  the  patient. 

With  the  advent  of  methods  of  percutaneous  cordo- 
tomies, dorsal  column  stimulation  and  telethermocoagula- 
tion, knowledge  has  been  acquired  that  will  lead  to  a better 


understanding  of  pain  pathways.  The  need  to  understand 
the  mechanisms  is  essential  to  obtaining  and  developing  ad- 
vanced means  of  controlling  and  alleviating  chronic  pain. 
As  Burton  points  out,  the  enthusiasm  for  the  older  and  less 
sophisticated  procedures  waned  very  rapidly  because  of 
poor  results. 

Neurosurgical  intervention  is  indicated  when  it  is  deter- 
mined that  the  cause  of  the  chronic  pain  will  not  respond  to 
the  conventional  non-surgical  measures.  The  selection  of 
cases  for  any  of  these  procedures  must  be  highly  individu- 
alized and  should  take  place,  if  possible,  before  drug  addic- 
tion occurs.  The  innovative  measures  discussed  have  shown 
promise  in  affording  relief  of  pain  with  a considerable 
reduction  in  mortality  and  morbidity. 

David  A.  Smith,  M.D. 

Medical  Editor 


^uest  editorial 

Fragmentosis  or  Monolithiasis? 

RUSSELL  B.  ROTH,  M.D. 

Erie 


Misinformation  for  the  public  on  medical  and  health  care 
matters  has  reached  flood  stage.  It  seems  urgent  that  major 
efforts  be  made,  not  so  much  to  raise  the  dikes,  as  to  stem  the 
inundating  flow  of  untruths,  half-truths,  and  misrepre- 
sentations. Most  of  the  misinformation  has  been  system- 
atized with  a campaign  objective  of  bringing  about  legislative 
mandates  for  a radical  change  in  the  way  medicine  is  prac- 
ticed in  the  United  States.  False  premises  abound.  Non- 
sequiturs  are  the  characteristics  of  the  presentations.  Fancy 
becomes  confused  with  fact. 

Perhaps  the  greatest  danger  lies  not  so  much  in  what  may 


wide  influence,  making  counter-information  most  difficult  to 
give  currency.  Politicians — at  least  those  in  search  of  an 
issue — have  centered  on  health  care,  as  evidenced  by  Senator 
Kennedy  and  Representative  Griffiths.  Labor  leaders— 
hoping  to  foist  over  onto  government  the  costs  of  medical 
care  to  permit  a more  attractive  bargaining  for  wage 
increases  rather  than  fringe  benefits — have  become  self- 
styled  medical  care  experts,  as  exemplified  by  Leonard 
Woodcock  and  George  Meany.  Finally,  the  communications 
media,  finding  a public  interest  in  allegations  of  scandal, 
coupled  with  heart-rending  exposes  of  personal  misfortune, 


Dr.  Roth  prepared  this  knowledgeable  and  highly  logical  editorial  for  The 
Stethoscope,  official  publication  of  the  Erie  County  Medical  Society,  as  a 
memoriai  to  Carl  B.  Lechner,  M.D.,  late  editor  of  Pennsylvania  Medicine, 
who  was  his  friend,  neighbor  and  fellow  philosopher.  Dr.  Roth  is  speaker  of 
the  AMA  House  of  Deiegates  and  vice-chairman  of  the  State  Society’s 
Judicial  Council.  His  editorial  is  reprinted  here  with  pride. 


happen  to  disrupt  medical  service,  as  in  the  concurrent  fail- 
ure to  identify,  act  upon,  and  correct  the  serious  deficiencies 
in  our  national  life  which  need  attention.  The  public  has  not 
yet  been  completely  deluded.  In  listing  priorities  and  in 
ranking  problems,  most  of  the  American  public  still  have  a 
reasonable  perspective.  They  are  concerned  about  jobs,  hous- 
ing, an  end  to  war,  nutrition,  education,  safety  of  person 
and  property,  environment,  civil  rights,  civil  disorder,  and 
drug  addiction,  as  well  as  medical  service. 

Three  major  sources  of  misinformation  exist,  each  having 


have  specialized  in  such  things  as  CBS  commentaries,  For- 
tune Magazine  analyses,  and  other  presentations  of  equal 
non-objectivity. 

The  most  specious  kind  of  reasoning  usually  underlies  the 
misleading  propaganda.  For  example — take  statistics.  The 
favorite  is  infant  mortality.  More  totally  unjustifiable 
conclusions  have  been  derived  from  comparisons  of  the  U.S. 
standing,  in  tables  published  under  U.S.  auspices,  than  from 
any  other  source.  Sweden,  which  is  smaller  in  population  and 
in  area  than  Texas,  and  which  is  roughly  comparable  on  both 
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scores  to  a combination  of  Minnesota  and  Wisconsin  is  com- 
pared to  the  whole  U.S.A.  And  the  odious  comparison  is 
used,  blatantly,  as  defense  for  the  idea  that  Sweden's  lower  in- 
fant mortality  is  due  to  the  intervention  of  the  state  in  its 
system  of  medical  care. 

No  attention  is  given  to  the  relative  absence  of  poverty, 
slums,  illiteracy,  violence,  malnutrition,  or  a myriad  of  other 
factors  which  are  almost  certainly  more  important  than  state 
medicine,  especially  when  one  realizes  that  Sweden  has  a 
smaller  ratio  of  physicians  to  population  than  does  the  Unit- 
ed States.  It  is  really  dishonest  to  suggest  to  the  American 
public  that  if  it  reproduced  the  Swedish  system  of  medical 
care  in  this  country,  it — by  itself — would  improve  infant 
mortality  rates,  when  the  remedies  really  rest  with  such  a 
multitude  of  other  factors. 

There  is,  of  course,  among  the  propagandists,  a deter- 
mined focus  on  infant  mortality.  Perhaps  it  is  hoped  that  no 
one  will  notice  that  the  death  rates  from  tuberculosis,  pneu- 
monia, duodenal  ulcer,  and  assorted  other  afflictions  are 
higher  in  Sweden  than  in  the  United  States.  The  public  ap- 
peal, of  course,  lies  with  dead  and  dying  babies.  As  for  other 
indices — such  as  life  expectancy — Dr.  W.W.  Bauer  has  said 
that  Swedes  live  longer  in  Minnesota  than  they  do  in 
Sweden — and  on  this  I will  rest  my  case  whether  it  be  true  or 
not,  because  it  is  of  so  precious  little  importance  in  getting  to 
the  heart  of  the  health  care  problems  of  the  U.S.A. 

Then  there  is  the  matter  of  Health  Maintenance  Organiza- 
tions, prepaid  comprehensive  group  practice,  and  the  like. 
William  Graham  Sumner,  the  famous  Yale  sociologist 
coined  a word — ’thob.”  It  was  made  up  of  a sequence  of  ini- 
tials— Think,  Opine,  Believe.  The  word  never  gained  cur- 
rency, but  "thobbery”  is  much  with  us  today.  Even  non- 
medical analysts  apparently  despair  of  getting  much  more  ef- 
fort out  of  physicians  with  60,  70,  and  80  hour  work  weeks; 
so,  in  order  to  achieve  more  "productivity”  the  answer  must 
lie  in  practice  patterns. 

The  focus  has  narrowed  down  to  the  well-publicized 
Kaiser-Permanente  group  practice  plan,  which  has  evolved 
an  efficient  tri-partite  arrangement  of  a premium-collecting 
administrative  agency,  a partnership  of  physicians,  and  a 
hospital  component.  There  have  been  numerous  imitators. 
Some,  like  HIP  in  New  York,  are  far  more  diffuse;  but  few,  if 
any,  more  efficient.  The  Kaiser-Permanente  pattern  has 
become  the  mould  into  which  the  reformers  would  cast  all 
medical  practices.  It  matters  naught  that  even  the  progenitor 
of  the  Kaiser-Permanente  plan  says  that  such  a course  would 
be  extraordinarily  ill-advised.  The  propaganda  bull-dozers 
shove  into  the  corner  the  protestations  of  staunch  supporters 
of  group  practice  who  say  that  it  is  but  one  of  a diversity  of 
mechanisms  which  should  be  used  for  the  provision  of  medi- 
cal service  by  a diversity  of  providers  to  a diversity  of  pa- 
tients. 

Today  not  even  the  AMA  opposes  prepaid  group  practice. 
It  would  be  wise  indeed  to  see  if  in  the  next  ten  years 
comprehensive  prepaid  group  practice  may  develop  more 
public  appeal  than  it  has  in  the  last  thirty.  If  so — if  it  is  really 
more  productive,  more  economical,  and  delivers  better  quali- 
ty of  care — it  deserves  to  flourish.  As  of  the  moment,  one  can 
only  say  that  if  it  requires  massive  federal  subsidy  to  survive, 
it  scarcely  merits  the  position  accorded  to  it  by  "thobbers.” 

Next,  there  is  a fascinating  preoccupation  with  the  old 


cliche  about  the  ancient  Chinese  physician  who  was  paid  to 
keep  people  well.  Presumably  if  he  kept  all  of  his  constitu- 
ency well,  he  had  nothing  else  to  do.  When  his  people  fell 
sick,  he  then  had  to  exercise  his  talents,  essentially  free  of 
charge.  This  is  a delightful  concept  in  the  abstract,  but  it 
has  no  useful  application  to  the  plight  of  the  physician 
whose  waiting  room  is  filled  with  the  sick  to  be  treated.  It 
contributes  little  to  propose  sweeping  them  out  and 
replacing  them  with  the  well,  seeking  to  be  kept  that  way. 
An  immense  amount  of  good  has  been  accomplished  in  the 
fields  of  public  and  occupational  health  and  in  the  develop- 
ment and  application  of  immunizations.  Public  education 
campaigns  to  promote  driver  safety,  to  stop  cigarette  smok- 
ing, to  correct  eating  habits,  and  to  combat  quackery  have 
undoubtedly  done  much  for  our  people  and  may  do  much 
more  as  the  educational  techniques  are  refined.  To  intimate 
that  more  may  be  done  by  changing  the  practice  patterns  of 
overloaded  physicians  is  malicious  mischief. 

There  has  been  a curious  perpetuation  of  the  charge  that 
the  AMA  has  controlled  the  output  of  physicians  for  its  own 
monopolistic  purposes.  Shortly  after  the  turn  of  the  century  it 
was  indeed  true  that  the  AMA  participated  in  putting  a host 
of  substandard  diploma-mill  schools  out  of  business.  Since 
that  time  the  AMA  has  been  a leader  in  promoting  the  devel- 
opment of  more  and  more  schools  of  high  quality.  The  en- 
tirety of  the  efforts  of  the  AMA  Council  on  Medical  Educa- 
tion has  been  to  work  with  the  Association  of  American 
Medical  Colleges  in  an  expansion  of  opportunities  for  medi- 
cal education  without  a sacrifice  in  quality.  The  AMA, 
through  its  Educational  and  Research  Foundation  and 
through  its  constituent  and  component  societies,  has 
stimulated  physicians  to  funnel  over  a hundred  million 
dollars  in  direct  support  of  medical  schools  and  financial  as- 
sistance to  medical  students.  While  others  have  debated  and 
criticized  but  done  little,  the  organized  medical  profession 
has  made  major  strides  to  meet  the  soaring  demands  for  ex- 
pert medical  care. 

It  would  serve  little  purpose  merely  to  bemoan  the  misrep- 
resentations which  surround  us.  It  would  probably  be  naive 
to  conclude  that  the  single  most  pervasive  threat  to  the  medi- 
cal profession  is  national  health  insurance.  Certainly  the 
single  most  pervasive  threat  to  organized  medicine  is  that  of 
disorganization.  No  one  expects  that  there  shall  be  a unitary 
philosophy  among  more  than  300,000  physicians.  Yet  there 
is  a common  denominator  of  educational  background  among 
them.  Discounting  a few  scoundrels,  there  is  a common 
denominator  of  dedication  to  the  taking  care  of  sick  people 
and  the  preservation  of  health  for  the  rest.  Optimistically  one 
might  conclude  that  there  is  a fair  degree  of  unanimity  in  the 
view  that  competent,  well-motivated  physicians  serve  best  in 
an  atmosphere  of  freedom  to  do  for  their  patients  that  which 
they  know  or  believe  to  be  the  best.  Authoritarianism  is 
generally  at  odds  with  the  academic  freedoms  essential  to 
first  quality  medical  education  and  with  the  social  freedoms 
to  apply  the  knowledge  and  the  skills  acquired. 

The  medical  profession  today  is  becoming  highly  frag- 
mented. There  have  always  been  divisions  of  opinion.  There 
were  homeopaths  and  eclectics  and  allopaths,  but  these  dif- 
ferences have  largely  been  resolved.  There  have  been  os- 
teopaths most  of  whose  departures  from  the  orthodox  medi- 
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cal  fold  have  been  eliminated  at  the  scientific  level  and  are 
resolving  at  the  educational  and  administrative  levels.  But  as 
old  divergences  disappear,  new  ones  develop. 

The  American  Medical  Association  survives  as  the  organi- 
zational base  for  the  preponderance  of  practicing  physicians 
and  their  colleagues  in  teaching,  research,  administration, 
and  the  like.  It  is  slow  to  change  its  policy  position  as  must  be 
true  of  any  large  and  democratic  organization.  It  is  the  "Es- 
tablishment." Since  it  has  identified  many  great  and  good 
things  worth  conserving,  it  is  conservative.  But  clearly  many 
physicians  disagree  with  one  or  more  of  its  collectively  es- 
tablished policy  positions.  Perhaps  there  is  no  single 
physician  who  agrees  with  them  all.  As  a result,  there  have 
been  and  continue  to  be,  defections  on  grounds  which  may 
be  religious,  political,  financial,  or  philosophical.  There  are 
those  who  might  otherwise  be  content  but  who  object  to  the 
AMA  position  on  abortions  as  being  too  liberal  or  too  con- 
strictive, so  some  of  each  persuasion  split  off.  There  are  those 
who  object  to  the  concepts  of  the  way  in  which  the  medical 
profession  should  deal  with  government — at  arms  length — 
or  in  close  collaboration.  There  are  physicians  who  are  per- 
suaded that  the  entire  delivery  system  of  medical  care  must 
be  structured  along  the  Russian  principles  of  dialectic  ma- 
terialism. There  are  socialists  of  the  Fabian  stripe.  There  are 
conservatives  and  ultraconservatives. 

Splinter  groups  have  emerged  ranging  from  Health-PAC 
on  the  left,  through  the  Medical  Committee  for  Human 
Rights,  the  Physicians'  Forum,  on  past  the  middle  to  the 
Congress  of  County  Medical  Societies,  the  Organization  of 
Hospital  Staff  Physicians,  and  the  American  Association  of 


Physicians  and  Surgeons  on  the  right.  There  are  large 
numbers  of  medical  students,  interns,  residents,  young 
physicians,  and  academicians  who  follow  essentially  no  lead- 
ership but  regard  themselves  simply  as  anti-establishmen- 
tarian.  The  question  arises  as  to  the  survival  value  of  a profes- 
sion so  beset.  Indeed,  the  question  may  be  raised  as  to  the  ca- 
pacity to  endure  as  a profession.  This  might  be  a highly  hypo- 
thetical question  were  it  not  for  the  fact  that  the  critics  of 
medicine  are  so  willing  to  move  in  through  legislative  ave- 
nues to  convert  the  entire  profession  into  a public  utility, 
governmentally  operated,  and  peopled  by  highly  educated 
technical  tradesmen. 

I presume  that  there  will  always  be  an  inability  of  a middle 
ground  organization  to  accomodate  extremists.  There  will 
inevitably  be  radical  rebellionists  on  the  left  and  reactionary 
isolationists  on  the  right.  They  may  be  left  to  their  own 
devices.  But  I would  submit  that  for  the  overwhelming  ma- 
jority of  professional  medical  people,  there  should  be  some 
broadening  of  perspective.  If  the  AFL-CIO,  UAW,  UMW, 
Steelworkers,  and  Teamsters  can  coalesce  to  defeat  us,  can 
we  defend  ourselves  from  tiny  diverse  and  divided  camps? 
Tunnel  vision,  or  gun-barrel  sight  is  a serious  disability. 

The  greatest  threat  to  American  medicine  today  is  not  out- 
side our  profession,  but  within  it.  If  there  are  things  which 
are  not  clearly  right  in  the  policies  of  our  major  medical  orga- 
nization, the  work  of  those  who  disagree  can  set  them  right. 
The  need  is  for  cooperative,  constructive  strengthening  of  the 
position  of  a great  profession.  With  that  strength  we  need  not 
fear  external  assaults. 


1 e t George  say  i_t’ 

(Continued  from  page  24) 

We  could  lose  our  accreditation!" 

"Damn  the  accreditation!"  cried  Steadfast.  "The  hospital 
is  here  to  try  to  save  lives,  not  to  get  plaques.  Suspend  me 
from  the  staff  if  you  like,  but  I have  done  my  best  for  this  pa- 
tient." 

"Suspend  you?  I’ll  fire  you!"  Crawl  was  livid  with  rage. 
"Don't  you  know  the  FDA  regulations  are  designed  to  keep 
dangerous  medications  from  being  used  on  patients?" 

"The  only  people  terriyakimycin  damaged  were  six  yellow 
bellied  nuthatches  who  developed  ulcerative  colitis  on  a diet 
of  nothing  else  for  six  weeks.  What  does  that  prove?" 

Crawl  tried  to  recover  his  dignity.  "I  did  not  call  you  in  to 
argue.  I am  informing  you  that  as  of  now,  you  are  suspended 
from  the  staff.  1 will  ask  the  executive  committee  to  make  this 
a permanent  expulsion.  The  hospital  attorney  is  looking  into 
a possible  suit  because  your  action  has  placed  our  accredita- 
tion in  jeopardy.  I hope  I never  see  you  again." 

"Good  riddance!"  cried  Steadfast  as  he  turned  to  leave. 
"At  least  my  patient  got  the  medicine  she  needed." 

Oh  no,  she  did  not!"  stated  the  director.  "M  iss  Smerk.  the 
supervisor,  had  the  good  sense  to  consult  me  about  your 
rather  irregular  order  and  I cancelled  it." 

"My  God!"  cried  Steadfast.  "What  kind  of  doctor  are  you? 
If  she  dies  it  will  be  your  fault." 

"I  certainly  don't  agree  with  you."  said  Crawl,  incensed. 
"In  any  case,  the  hospital  is  in  better  shape.  Even  if  the  drug 
had  cured  her,  we  could  have  been  sued  and  faced  criminal 


charges  for  using  illegal  medication.  We  are  in  the  clear  on 
her  death.  1 prescribed  sulfasulfasulf,  which  is  on  the  peer 
review  protocol  for  Kosygin’s.  Nobody  can  touch  us.” 

"Sulfasulfasulf!”  shouted  Steadfast  in  disgust.  "Everyone 
knows  that  is  useless.  What  do  you  mean — in  the  clear?  What 
is  Miss  Grasp’s  present  condition?” 

"Hm,  yes,"  said  Crawl  sitting  down.  "Your  patient  had  a 
heart  stoppage  this  morning.  Unfortunate,  of  course,  but  the 
hospital  cannot  be  criticized.  We  followed  FDA  regulations 
to  the  letter." 

"Criticized!  You  murderer!"  shouted  Steadfast  as  he 
rushed  from  the  hospital  to  get  a breath  of  fresh  air. 

George  A.  Rowland,  M.D. 

M illville 
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PMS-Sponsored  liability  program  has  birthday 


A.  John  Smither,  vice-president  of  Parker  and 
Co.  of  Pennsylvania,  administrator  of  the  PMS- 
Sponsored  Professional  Liability  Insurance  Pro- 
gram, was  interviewed  in  anticipation  of  the  first 
anniversary  of  the  program.  The  questions 


asked  by  Managing  Editor  Mary  L.Uehiein  reflect 
those  asked  most  often  about  the  plan  by  Soci- 
ety members.  Mr.  Smither  is  a veteran  of 
twenty-four  years  in  the  insurance  business, 
with  activities  at  all  levels.  Prior  to  his  election 
as  Parker’s  vice-president  he  served  the  Com- 
monwealth as  chief  deputy  insurance  commis- 
sioner for  four  years.  He  serves  on  the  Industry 
Advisory  Committee  on  Medical  Malpractice  of 
the  National  Association  of  Insurance  Commis- 
sioners and  as  insurance  consultant  to  the  Joint 
Committee  on  Professional  Liability  of  the  Penn- 
sylvania Medical  Society  and  the  Pennsylvania 
Bar  Association.  In  December  1971  he  was  ap- 
pointed to  the  Insurance  Issues  Advisory 
Council  of  HEW’s  Commission  on  Medical  Mal- 
practice. Further  information  about  the  pro- 
gram can  be  obtained  from  Mr.  Smither  by 
mailing  to  him  the  coupon  on  page  9 of  this 
issue. 


I 

I 

John,  over  the  years,  the  Pennsylvania 
Medical  Society  has  lent  its  endorse- 
I ment  to  a number  of  worthwhile  insur- 
; ance  plans,  but  I don’t  believe  that  it 
; ever  before  sponsored  its  own  insur- 
:i  ance  program;  and,  in  this  Instance 
^ then,  its  involvement  is  somewhat 
unique.  Can  you  comment  on  the 
reasons  for  this  involvement? 

I Mary,  look  at  it  this  way.  No 
i;  responsible  physician  is  going  to  prac- 
tice  medicine  unless  he  is  covered  by 
! adequate  malpractice  insurance.  Quite 
bluntly,  that  means  that  the  company 
I which  writes  the  individual  physician’s 
! malpractice  insurance  coverage  con- 
i trols  in  a very  real  sense  that  doctor’s 
moral  license  to  practice  medicine,  just 
t as  the  Commonwealth  controls  his 
^ professional  license.  That  makes  pro- 
l fessional  liability  insurance  Just  about 
;■  the  most  important  contract  in  the 
physician’s  overall  insurance  portfolio. 
The  Society  Trustees  recognized  this 
i when  they  voted  to  sponsor  a program 
I that,  if  continued  indefinitely,  would 
essentially  guarantee  the  availability  of 
this  vital  insurance  protection  to  any 
PMS  member  as  long  as  he  or  she 
would  be  licensed  to  practice  medicine 


in  Pennsylvania  regardless  of  medical 
specialty  or  location  of  practice. 

From  the  many  articles  which  I’ve 
seen  on  the  subject,  it  seems  that  the 
malpractice  insurance  availability 
problem  has  been  around  for  a long 
time.  What  exactly  was  the  origin  of 
the  Society’s  involvement  and  when 
did  this  occur? 

The  malpractice  insurance  market 
began  to  shrink  on  a country-wide 
basis  about  ten  years  ago  when  one 
company  after  another,  facing  increas- 
ing claims  frequency  and  loss  severity 
coupled  with  a general  industry-wide 
uncertainty  as  to  the  reason  and  im- 
pact of  the  medicolegal  changes  taking 
place,  decided  to  call  it  quits  and  get 
out  of  the  malpractice  insurance  field! 
This  created  a capacity  problem  for 
those  few  carriers  left  in  the  picture  to 
the  point  where  more  and  more 
physicians,  particularly  those  newly 
licensed  or  who  were  graduates  from 
foreign  medical  schools  or  who  were 
practicing  in  the  high  risk  specialties, 
found  it  increasingly  difficult  to  secure 
and  maintain  this  vital  protection.  In 
Pennsylvania  the  problem  reached 


crisis  proportions  late  in  1968  when 
Aetna  Life  and  Casualty,  which  was 
then  the  second  largest  writer  of 
physicians  in  Pennsylvania,  announced 
that  it  would  not  write  any  new  mal- 
practice business  and  would  not  renew 
any  of  its  in-force  policies  in  Bucks, 
Chester,  Delaware,  Montgomery,  and 
Philadelphia  Counties.  Keep  in  mind 
that  almost  half  of  the  PMS  mem- 
bership practices  within  that  five- 
dounty  area,  so  terming  the  situation  a 
"crisis”  was  no  exaggeration.  Follow- 
ing a public  hearing  by  the  Insurance 
Department  in  Harrisburg,  the  appli- 
cation of  some  "regulatory  muscle”  by 
the  commissioner,  and  the  granting  of 
a substantial  rate  increase,  Aetna  was 
prevailed  upon  to  reverse  its  decision. 
However,  certain  Society  officials,  no- 
tably Drs.  Tyson  of  Philadelphia  and 
Dutlinger  of  Harrisburg,  who  served  on 
the  Council  on  Medical  Service, 
concluded  that  this  almost  perennial 
"malpractice  roulette”  routine  was  in- 
tolerable to  the  practicing  physician. 
Because  of  this,  the  Society  began  its 
search  for  a top-flight  carrier  willing  to 
enter  into  a partnershipwith  the  Society 
to  under-write  a guaranteed,  long-term. 
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renewable  program  for  Society 
members  fashioned  after  the  Society's 
own  'doctor-oriented"  specifications. 
It  was  almost  three  years  later  before 
the  present  Society-sponsored  Program 
became  a reality. 

What  about  those  members  who  have 
not  yet  availed  themselves  of  the  Soci- 
ety’s Program?  Do  they  still  face  mal- 
practice insurance  availability 
problems? 

There  isn’t  a crisis  situation  as  was 
the  case  in  1968-69.  However,  on  a 
day-to-day  basis,  physicians 
throughout  the  Commonwealth  con- 
tinue to  individually  run  afoul  of  the 
typically  "company-oriented”  insur- 
ance marketing  system.  A number  of 
situations,  all  beyond  the  physician’s 
control  and  over  which  he  can  general- 
ly exert  little  influence,  can  and  do 
occur  and  unexpectedly  place  his  mal- 
practice insurance  coverage  in  jeop- 
ardy. For  instance,  his  present  carrier 
can  decide  that  its  portfolio  of  malprac- 
tice business  is  too  small  or  unprofit- 
able to  warrant  its  continuance,  or 
perhaps  its  contractual  agreement  with 
the  physician’s  insurance  agent  who 
placed  the  business  originally  is  ter- 
minated for  one  reason  or  another. 
Under  either  circumstance,  with  only  a 
few  companies  actually  interested  in 
writing  new  business,  that  doctor  will 
face  a problem  in  securing  replace- 
ment coverage  outside  of  the  Society- 
sponsored  Program.  Newly  licensed 
physicians,  particularly  those  gradu- 
ates of  foreign  medical  schools,  anes- 
thesiologists, and  other  so-called  high 
risk  specialties,  continue  to  face  some- 
thing less  than  an  enthusiastic  insur- 
ance market  where  they  are  concerned. 
Physicians  who  reach  an  age  where  the 
size  and  pressures  of  their  practice  dic- 
tate the  necessity  for  a younger  partner 
or  associate  and  who  after  years  of  loy- 
alty to  a particular  insurance  company 
are  shocked  and  hurt  when  told  by  that 
company  that,  because  of  some  nebu- 
lous "quota  restriction,”  coverage  for 
the  new  associate  will  have  to  be 
secured  elsewhere.  Such  advice, 
besides  being  irritating,  can  if  followed 
result  in  a poor  insurance  situation  in- 
sofar as  it  is  generally  felt  that  doctors 
who  practice  together  are  better  off  in- 
sured by  the  same  carrier.  It’s  clear  to 
me,  Mary,  from  my  many  personal 
contacts  with  PMS  members  that  these 


specific  problems  continue  to  occur 
with  monotonous  regularity 
throughout  the  state.  Frankly,  no 
physician,  no  matter  how  lucky  he 
may  have  been  in  the  past,  is  complete- 
ly immune,  with  the  exception,  of 
course,  of  those  PMS  members  who 
have  already  had  the  foresight  to 
transfer  their  coverage  to  the  Society- 
sponsored  Program. 

John,  is  it  fair  to  say  that  the  only  un- 
derwriting eligibility  requirement 
under  the  Society’s  Program  is  that  the 
physician  be  licensed  in  Pennsylvania 
and  that  he  or  she  be  a member  of  the 
Pennsylvania  Medical  Society? 

That’s  correct  and,  under  the  terms 
of  our  agreement,  no  member’s 
application  for  coverage  can  be  turned 
down  by  Argonaut  without  that 
member  having  the  right  to  request  a 
review  by  the  PMS  Commission  on 
Professional  Liability  Insurance.  Upon 
review,  if  the  commission  decides  that 
the  member  should  be  accepted,  it  can 
instruct  Argonaut  to  issue  a policy  and 
the  company  must  comply.  The  com- 
mission is  composed  of  a physician 
chairman  plus  twelve  other  members, 
one  from  each  of  the  Councilor  Dis- 
tricts. This  is  what  I mean  by  a 
"doctor-oriented”  approach,  quite  un- 
like what  a doctor  can  expect  from  any 
other  carrier  whose  underwriting 
approach  is  bound  to  be  only  on  the 
company’s  terms  and  at  the  company’s 
convenience. 

How  has  this  guaranteed  eligibility 
feature  of  the  Program  worked  in 
practice? 

That’s  an  easy  question  to  answer, 
Mary.  Thanks  to  Argonaut’s  refresh- 
ingly imaginative  underwriting  philos- 
ophy with  its  emphasis  on  the  under- 
writer looking  for  reasons  to  accept, 
rather  than  his  searching  for  reasons  to 
reject,  only  one  member  has  been 
turned  down  to  date.  He  appealed  the 
underwriter’s  decision  to  the  PMS 
commission  which  met  on  a Councilor 
District  level,  reviewed  the  positions  of 
the  company  and  the  applicant,  and 
ruled  in  favor  of  the  doctor.  In  doing 
so,  the  commission  made  it  clear  that 
in  its  opinion  the  physician  should  be 
permitted  to  participate  in  the  pro- 
gram, but  it  also  recognized  that, 
because  of  his  higher  than  average  risk 
exposure,  he  should  consent  to  paying 


a substantially  increased  premium.  Ar- 
gonaut promptly  issued  a policy  on 
that  basis. 

In  the  case  that  you  have  just  outlined, 
does  that  doctor  also  enjoy  the 
minimum  five  year  guarantee  feature 
of  the  Program? 

Absolutely!  Once  a member  has 
been  accepted,  whether  voluntarily  by 
the  underwriter  or  at  the  direction  of 
the  PMS  commission.  Argonaut  is 
bound  by  its  written  agreement  not  to 
cancel  or  to  refuse  to  renew  that  policy 
except  for  nonpayment  of  premium  for 
a minimum  period  of  five  years  from 
its  date  of  issuance  without  the  consent 
of  the  PMS  commission. 

John,  doctors  have  said  to  me  when  I 
have  had  occasion  to  talk  to  them 
about  this  feature,  “O.K.,  so  I have  a 
guarantee  of  five  years  when  I come 
into  the  PMS  Program^ — but  what 
happens  at  the  end  of  that  five  year 
period?  Where  do  I go  from  there?” 

First  of  all,  let’s  not  forget  that  Ar- 
gonaut’s coverage  longevity  is  five 
times  longer  than  any  guarantee  of 
coverage  that  he  can  expect  from  any 
other  company!  Other  companies’ 
policies  are  issued  for  terms  of  twelve 
months  only  and  they  can  be  cancelled 
within  that  period  or  non-renewed  at 
their  anniversary  without  any  recourse 
available  to  the  physician.  In  other 
words,  the  member  insured  with  Ar- 
gonaut is  five  times  as  well  off  as  the 
member  who  is  still  with  another  carri- 
er, and  that  in  itself  is  one  great  reason 
to  transfer!  Also  bear  in  mind,  Mary, 
that  the  written  agreement  between 
Argonaut,  Parker,  and  the  Society 
specifically  links  the  Program  to  a 
minimum  period  of  five  years,  which 
in  itself  implies  a longevity  of  some- 
thing more  than  that.  I’m  convinced 
that,  when  the  three  parties  reached 
their  accord  last  year,  it  was  with  the 
genuine  hope  that  this  would  merely 
be  the  beginning  of  a mutually  satis- 
factory relationship  and  one  which 
would  go  far  beyond  the  initial 
minimum  five  year  projection. 

Under  the  PMS  Program,  coverage 
can  be  secured  up  to  limits  of 
$1,000,000.  However,  1 understand 
that  Argonaut’s  policy  covers  profes- 
sional activities  only,  and  we  get  ques- 

( Continued  on  page  63) 
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Education  program  detailed 

(Continued  from  page  22) 

STANDARD  1 - Administration 

A.  There  shall  be  explicit  support  of  continuing  medical 
education  by  the  governing  body,  organized  medical  staff, 
and  administration  through  a continuing  medical  educa- 
tion committee  having  cross  membership  with  patient  care 
review  committees  and  including  a wide  range  of 
subspecialties  and  departmental  representation. 

B.  There  shall  be  a responsible  educator-in-chief  with  sup- 
porting staff,  including  availability  and  use  of  expert 
knowledge  of  educational  methods  whenever  practical. 

C.  There  shall  be  evidence  of  coordination  and  coopera- 
tion with  other  educational  programs  in  the  area  in  sharing 
resources  and  evidence  of  efforts  to  meet  the  educational 
needs  of  physicians  in  the  community. 

STANDARD  2 - Budget 

A.  There  shall  be  evidence  of  financial  support  through 
provisions  of  a budget  for  continuing  medical  education  of 
the  attending  staff. 

STANDARD  3 - Teaching  Staff 

A.  There  shall  be  evidence  of  a commitment  from 
physicians  of  proven  ability,  training  and  experience  with 
an  interest  in  and  dedication  to  the  development  of 
carefully  planned  educational  programs. 

STANDARD  4 - Curriculum 

A.  There  shall  be  a mechanism  of  need  assessment  as  de- 
veloped through  quality  of  patient  care  review  mecha- 
nisms. 

B.  There  shall  be  a method  of  preparing  clearly  defined  ob- 
jectives for  each  educational  activity  based  upon  these 
need  assessment  procedures. 

STANDARD  5 - Facilities 

A.  There  shall  be  adequate  facilities  that  encourage  partic- 
ipative methods  of  education. 

STANDARD  6 - Educational  Methods 

A.  There  shall  be  planned  learning  experiences  designed  to 
bring  about  the  specific  objectives;  selecting  the  most  ef- 
fective educational  method  for  the  particular  need; 
whether  knowledge,  skill,  attitudes  or  performance  are  to 
be  changed. 

STANDARD  7 - Methods  of  Evaluation 

A.  There  shall  be  evaluation  of  each  individual  education- 
al activity  of  the  entire  continuing  education  program  of 
the  institution  in  terms  of  impact  on  the  quality  of  patient 
care  through  review  procedures  similar  to  those  followed 
in  assessing  needs. 

STANDARD  8 - Physician’s  Reward 

A.  Each  physician’s  reward  for  participation  in  continuing 
medical  education  should  be  his  improved  ability  to  care 
for  his  patients  and  the  stimulation  of  his  own  spirit  of  in- 
tellectual adventure. 

If  an  institution  feels  that  it  can  meet  these  standards,  it 
then  requests  from  the  State  Society  a questionnaire  and  a 
site  visit.  The  completed  questionnaire  will  detail  to  the  site 
team  the  implementation  or  projected  implementation  of  the 
eight  standards.  The  site  team  will  determine  through  con- 
versations and  review  of  the  program  whether  or  not  the  in- 
stitution should  be  accredited  and  report  its  recommendation 
to  the  Council  on  Education  and  Science  which  makes  the 


final  determination. 

Each  institution  or  organization  that  has  been  surveyed 
will  be  notified  by  the  Council  on  Education  and  Science 
whether  or  not  it  has  been  accredited  and  as  to  the  type  of 
accreditation  it  is  receiving.  This  means  that  any  type  of  edu- 
cational activity  offered  by  an  accredited  institution  can  be 
reported  under  Category  1 of  the  Physician’s  Recognition 
Award. 

Educational  activities  offered  by  nonaccredited  institu- 
tions are  reportable  in  Category  2 of  the  PRA  which  has  a 45- 
hour  limit. 

There  are  certain  key  points  to  be  recognized  in  the 
accreditation  process  which  involve  county  medical 
societies. 

A representative  of  the  local  county  medical  society  will  be 
a member  of  each  site  visit  team.  Each  county  society  will  be 
requested  to  appoint  members  to  the  site  visits  so  that  the 
local  society  is  aware  of  the  conditions  on  which  an  institu- 
tion in  their  county  is  or  is  not  accredited. 

A second  important  aspect  involving  county  medical 
societies  is  that  coordinated  and  cooperative  educational  pro- 
grams sharing  resources  are  encouraged.  It  is  suggested  that 
cooperative  arrangements  among  institutions  or  organiza- 
tions offering  continuing  education  to  physicians  be  coordi- 
nated by  local  county  medical  societies. 

This  means  that  county  societies  may  feel  that  consortiums 
(cooperative  educational  endeavors)  should  be  established. 
Consortiums  will  provide  a broader  base  of  resources  and 
will  avoid  overlap  and  duplication  of  effort. 

It  may  be  the  desire  of  the  community  (county  society)  to 
accredit  the  consortium  rather  than  individual  hospitals  in  a 
cooperative  arrangement.  Standards  and  complete  interpre- 
tation for  accreditation  of  community  continuing  medical 
education  activities  will  be  available  shortly. 

Over  the  past  years,  the  Journal  of  the  American  Medical 
Association  in  its  first  August  issue  has  listed  continuing  ed- 
ucation courses  available  to  the  practicing  physician.  Organ- 
izations or  institutions  offering  educational  programs  have 
always  submitted  by  May  15  their  information  for  publica- 
tion in  this  particular  issue.  The  AMA  has  now  notified  ev- 
eryone that  it  will  only  list  programs  offered  by  accredited 
institutions.  Therefore,  JAMA  for  August  7,  1972  will  list 
only  courses  sponsored  by  accredited  institutions.  The 
issues  of  JAMA  for  August  2,  1971,  August  3.  1970  and 
August  4,  1969  designate  by  bold-faced  dot  in  the  course 
listing  those  courses  that  were  sponsored  or  cosponsored  by 
accredited  institutions.  The  AMA  has  indicated  for  a 
number  of  years  that  it  expected  eventually  to  only  list  pro- 
grams offered  by  accredited  institutions. 

The  value  to  listing  in  the  August  issue  of  JAMA  has 
been  national  recognition  and  promotion  of  programs  being 
offered.  All  parochial  interests  will  now  have  to  be 
publicized  by  state  medical  societies  or  through  other  mech- 
anisms. 

The  exception  to  this  will  be  programs  of  institutions 
accredited  by  state  medical  societies  under  the  auspices  of 
the  AMA.  Their  programs  will  also  be  published  in  the 
August  issue  of  JAMA. 

Pennsylvania  Medicine  publishes  monthly  a listing  of 
continuing  education  activities  offered  in  Pennsylvania. 
There  is  no  requirement  that  an  institution  must  be  an 
accredited  institution  to  be  listed.  The  publication  request 
forms  are  available  from  the  Council  on  Education  and 
Science  and  every  attempt  will  be  made  to  make  the  informa- 
tion about  your  programs  available. 
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. . . is  determined  by  these  revised  requirements  for  the 

AMA  PHYSICIAN’S  RECOGNITION  AWARD 


Categories  of  Acceptable  Education:  Maximum 

(All  activities,  except  category  4,  are  creditable  on  an  hour-for-hour  basis.)  Acceptable 


1.  PROGRAMS  WITH  ACCREDITED  SPONSORSHIP  (minimum  of  60  hours  required;  no  limit)  150  hours 

Any  continuing  medical  education  (CME)  activity — must  be  part  of  planned  program  of  CME — sponsored  by  any 
accredited  CME  organization  (AMA  or  an  AMA-recognized  State  Medical  Association  Accreditation  Program). 

2.  PROGRAMS  WITH  NON-ACCREDITED  SPONSORSHIP  45  hours 

Any  continuing  medical  education  activity  sponsored  by  any  medical  organization  that  is  not  accredited  for  CME. 

3.  MEDICAL  TEACHING  45  hours 

Teaching  medical  students,  personnel  in  the  allied  health  professions,  as  well  as  physicians. 

4.  BOOKS,  PAPERS,  PUBLICATIONS,  PRESENTATIONS  AND  EXHIBITS  40  hours 

10  credit  hours  for  each  paper  or  publication,  or  each  chapter  of  book  that  is  authored  (first  presentation  only). 

Credit  allowed  for  medical  editorial  work  including  reviews,  summaries,  and  interpretations  of  scientific  medical 
material  that  required  at  least  10  hours  work  and  had  substantial  educational  benefit. 

5.  NON-SUPERVISED  INDIVIDUAL  CONTINUING  MEDICAL  EDUCATION  ACTIVITIES  45  hours 

(maximum  of  22  hours  in  any  one  of  following  activities) 


(a)  Self-Learning — individual  non-supervised  use  of  audio-visual  devices,  teaching  machines  or  electronic 
teaching  devices;  individual  participation  in  radio,  TV  or  telephone  networks;  individual  reading  of  medical 
publication  or  as  participant  in  Journal  Club. 

(b)  Consultation- — case  review  with  consultant  who  includes  an  organized  presentation  of  current  medical 
knowledge  related  to  the  problem.  A consultation  should  last  1 hour  or  more  and  descriptive  information 
should  be  included,  giving  the  name  of  the  consultant,  topic  and  date. 

(c)  Patient  Care  Review-— -peer  review,  medical  audits,  consecutive  case  conferences,  chart  audits  (if  there  is 
sufficient  CME  benefit). 

(d)  Self-Assessment  Examination — participating  in  self-assessment  examinations  and  any  non-supervised, 
individual  CME  programs  carried  out  as  result  of  findings. 

(e)  Specialty  Board  Activities — preparation  for  and  participation  in  specialty  board  examination  (intern, 
residency  or  fellowship  training  should  be  claimed  in  Category  1 ). 

6.  OTHER  MERITORIOUS  LEARNING  EXPERIENCES  45  hours 

Any  continuing  medical  education  experiences  that  cannot  be  easily  included  in  other  categories— advance  ap- 
proval is  suggested  (report  what,  who  is  in  charge,  when,  how  it  is  to  be  done  and  evaluated). 

TOTAL  ALL  CATEGORIES:  150  hours  minimum  in  any  three-year  qualifying  period  (hours  may  be  ac- 
cumulated in  any  combination  - no  specific  requirement  for  each  year). 


Council  on  Education  and  Science,  Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Pennsylvania  17043 
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WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  Ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


[pl^/7/Ara/cr , , " 

WINTHROP  LABORATORIES 
NEW  YORK,‘N;?r.  10016 


Audio  News  Journal  Now 
Has  More  Scientific  News 

At  a New,  Low  Price 
of  $40.0°  Q Year. 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed;  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


I AMERICAN  MEDICAL  ASSOCIATION  smj-72 

• 535  NORTH  DEARBORN  STREET 

I CHICAGO,  ILLINOIS  60610 

{ I would  like  to  order  a ONE  YEAR  subscription  to  AMA's 
I AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
} for  $40.00. 

I I prefer  my  tapes  to  be: 

I □ Cassette 
I □ 8-track  stereo  cartridge 


Name 

Address 

City_ State— .Zip_ 

Payment  must  accompany  order.  Prices  valid  in  U.S., 
U.S.  Possessions,  Canada  and  Mexico. 


MOVE-OUT  STICKY  MUCUS 


In  asthma,  bronchitis  . . . 


"Many  physicians  use  iodides  intravenously  when  they  suspect  that  the  main 
reason  for  airway  obstruction  is  sticky  mucus  but  oral  iodides  are  more 
likely  to  exert  an  expectorant  action.”^ 

"For  the  viscid  sputum,  potassium  iodide  (.  . . preferable  as  enteric  coated 
tablets)  may  be  best.”^ 


Provide  tastefree,  well-tolerated  KI  in  convenient  SLOSOL  coated  tablets 

lODO-NIACIN* 


Each  SLOSOL  coated  tablet  contains  potassium 
iodide  135  mg.  and  niacinamide  hydroiodide  25  mg. 


COLE 


please  see  next  page  for  prescribing  information  — 


Promote  Productive  Cough- 

"The  productive  cough 
serves  the  necessary 
purpose  of  removing 
excess  mucus  from 
the  bronchial  tree.”^ 

"...  there  is  clear  evidence 
that  the  loosening  of  the  bronchial  mucus 
blanket  must  begin  from  within  the  under- 
lying mucus  glands  where  it  is  anchored 
and  not  from  the  surface.  Complications 
of  iodides  are  too  occasional  to  avoid  the 
use  of  this  valuable  medication.”^ 


Rx  Information: 

INDICATIONS:  The  primary  indication  for  lodo-Niacin  is  in  any  clinical 
condition  where  iodide  therapy  is  desired.  All  of  the  usual  indications  for  the 
iodides  apply  to  lodo-Niacin  and  include: 

RESPIRATORY  DISEASE:  The  use  of  lodo-Niacin  is  indicated  whenever  an 
expectorant  action  is  desired  to  increase  the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in  bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has  also  proven  of  value  in  sinusitis,  bron- 
chitis, bronchiectasis,  and  other  chronic  and  acute  respiratory  diseases 
where  the  expectorant  action  of  iodide  is  desired. 

THYROID  DISEASE:  lodo-Niacin  is  indicated  in  any  thyroid  disorder  due  to 
iodine  deficiency,  such  as  endemic  goiter  or  hypoplastic  goiter,  and  where 
hypothyroidism  is  secondary  to  iodine  deficiency.  lodo-Niacin  will  suppress 
mild  hyperthyroidism  completely,  and  partially  suppress  more  severe  hyper- 
thyroid states.  lodo-Niacin  is  also  of  value  in  suppressing  the  symptoms  of 
hyperthyroidism  and  decreasing  the  size  and  vascularity  of  the  thyroid  gland 
prior  to  thyroidectomy. 

ARTERIDSCLEROSIS:  Iodides  have  been  reported  as  relieving  some  of  the 
symptoms  associated  with  arteriosclerosis.  The  mechanism  of  action  is  un- 
known, but  the  effects  are  documented. 

OPHTHALMOLOGY:  lodo-Niacin  has  been  reported  to  be  of  value  in  retinal  and 
vitreous  hemorrhages.  The  mechanism  of  action  is  unknown,  but  absorption 


of  the  hemorrhagic  areas  has  been  observed  following  use  of  this  drug.  It  is 
also  reported  to  be  of  value  in  reducing  or  removing  vitreous  floaters. 

SIDE  EFFECTS:  Serious  adverse  side  effects  from  the  use  of  lodo-Niacin  are 
rare.  Mild  symptoms  of  iodism  such  as  metallic  taste,  skin  rash,  mucous 
memorane  ulceration,  salivary  gland  swelling,  and  gastric  distress  have 
occurred  occasionally.  These  generally  subside  promptly  when  the  drug  is 
discontinued.  Pulmonary  tuberculosis  is  considered  a contraindication  to 
the  use  of  iodides  by  some  authorities,  and  the  drug  should  be  used  with  cau- 
tion in  such  cases.  Rare  cases  of  goiter  with  hypothyroidism  have  been 
reported  in  adults  who  had  taken  iodides  over  a prolonged  period  of  time, 
and  in  newborn  infants  whose  mothers  had  taken  iodides  for  prolonged 
periods.  The  signs  and  symptoms  regressed  spontaneously  after  iodides  were 
discontinued.  The  causal  relationship  and  exact  mechanism  of  action  of 
iodides  in  this  phenomenon  are  unknown.  Appropriate  precautions  should  be 
followed  in  pregnancy  and  in  individuals  receiving  lodo-Niacin  for  prolonged 
periods. 

DDSAGE:  The  oral  dose  for  adults  is  two  tablets  after  meals  taken  with  a 
glass  of  water.  For  children  over  eight  years,  one  tablet  after  meals  with 
water.  The  dosage  should  be  individualized  according  to  the  needs  of  the 
patient  on  long-term  therapy. 

HDW  SUPPLIED:  Cole’s  lodo-Niacin  tablets  are  available  in  bottles  of  100, 
500  and  1,000.  Slosol  coated  pink.  NDC  55-6458. 


lODO- NIACIN 

Each  SLOSOL  tablet  contains  potassium  iodide  135  mg.  and 
niacinamide  hydroiodide  25  mg.  Sig.  fj  tabs,  t.i.d.  p.c. 

References:  1.  Itkin,  I.  H.,  Am.  Fam.  Phys.  4:83,  1971.  2.  Feinberg,  S.  M.,  Consultant 
Sept.,  1971,  pg.  32.  3.  Bookman,  R.,  Ann.  Allerg.  29:367,  1971. 


COLE 


PHARMACAL  CO.  INC. 

St  Louis,  Mo.  63108 


IhSODUAN 

ISOXSUPRINE  HCI) 

he  compatible  vasodilator 


• no  interference  with  diabetic  control . . . does  not  alter 
carbohydrate  metabolism/ 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

There  are  no  known  contraindications  in  recommended 
oral  doses  other  than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately  postpartum. 


’■though  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators’"^  have  reported  favorably  on  the  effects 
isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement’'’  and  observation  of  clinical  improvement.’’’ 
dications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease), 
tynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  throm- 
’■tic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg.  and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and 
iiutions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of 
iterial  bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details  available 
' product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Samuels,  S.  S.,  and  Shaftel,  H.  E. : J.  Indiana 

" ed.  Ass.  5^:1021-1023  (July)  1961.  (2)  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angiology  J/;190-192  (June)  1960.  RApQiI  hi  iTiTiTrm 

) Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr. : Angiology  15:70-74  (Feb.)  1964.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : IwluOUJll  1 1 1 GUJ  1 1 
irr.  Ther.  Res.  ^:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  75:82-87  (Feb.)  1964.  laboratories 
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When  you  prescribed 

Orinase 


14years 

you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed;  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 
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Neurosurgical  Treatment  of  Intractable  Pain  | 


MAY  1972 


CHARLES  BURTON,  M.D. 
Philadelphia 


IT  IS  fortunate  that  the  physician  is 
usually  able  to  adequately  treat  the 
pain  and  discomfort  of  injury  and 
disease  by  analgesic  or  anesthetic 
means.  When  pain  becomes  intrac- 
table, persisting  despite  treatment  or 
existing  in  the  absence  of  demonstra- 
ble organic  disease,  it  may  become  a 
devastating  force  which  can  destroy 
the  patient  and  very  often  exerts  great 
stress  on  the  family  and  physician. 

The  classic  neurological  approach  to 
the  treatment  of  intractable  pain  has 
been  to  develop  operative  procedures 
intended  only  to  interrupt  pain 
pathways  in  the  peripheral  and  central 
nervous  systems.  Although  this  philos- 
ophy has  produced  great  success  in 
some  instances,  new  theories  regarding 
the  mechanism  of  pain  which  have 
been  advanced  over  the  past  few  years 
have  allowed  totally  new  approaches 
to  the  problem. 

Even  though  trephination  of  the 
skull  performed  by  many  primitive 
cultures  seems  to  have  been  the  oldest 
neurosurgical  pain  relief  procedure, 
neurectomy,  the  cutting  of  peripheral 
nerves,  has  been  the  most  popular 
during  recent  centuries.  Since  periph- 
eral nerves  are  readily  accessible,  this 
has  been  an  attractive  therapeutic 
approach,  but  because  of  the  great 
degree  of  dermatome  overlap  and 
nerve  regeneration,  permanent  relief  is 
only  rarely  obtained.  These  limitations 
have  led  the  neurosurgeon  to  ascend 
the  neuroanatomic  tree.  Pain  relief 
procedures  soon  extended  to  posterior 
root  rhizotomy,  myelotomy,  open 
cordotomy,  sympathectomy,  trigemin- 
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al  and  medullary  tractotomy,  cranial 
nerve  rhizotomy  and  mesencephalic 
tractotomy.  Rhizotomy  realized  its 
greatest  success  in  the  treatment  of  tic 
douloureux  (trigeminal  neuralgia) 
when  it  was  appreciated  that  nerve  re- 
generation would  not  follow  if  the 
trigeminal  nerve  was  sectioned  be- 
tween the  brain  stem  and  the  Gas- 
serian ganglion.  Although  reasonable 
pain  relief  was  achieved  in  most  cases 
of  tractotomy,  the  incidence  of 
complications  such  as  motor  weakness, 
loss  of  bowel  or  bladder  function  and 
onset  of  disturbing  dysesthesias  has 
always  been  a matter  of  great  concern. 

In  chronic  pain  problems  such  as 
postamputation  "phantom  limb"  syn- 
drome, peripheral  pain  relief  proce- 
dures have  been  disappointing.  These 
situations  required  a therapeutic 
approach  which  would  directly  involve 
the  central  receiving  and  integrating 
systems  of  the  brain.  This  approach 
may  also  be  necessary  when  the  level 
of  pain  is  high  as  in  carcinomas  of  the 
head  and  neck.  Thalamotomy,  pre- 
frontal lobotomy,  and  topectomy 
evolved  as  procedures  for  the  relief  of 
such  pain  problems.  With  these  opera- 
tions the  neurosurgeon’s  desire  to  attain 
maximal  benefit  with  minimal  risk  has 
not  been  an  easy  task. 

Most  physicians  today  recall  the 
once  great  enthusiasm  with  which 
prefrontal  lobotomy  was  received  (few 
probably  recall  the  tremendous 
amount  of  investigative  effort  that 
went  into  this  approach).  Because  it 
alleviated  the  individuals  concern  with 
his  pain  and  his  need  for  narcotics 
(without  suffering  withdrawal 
symptoms)  while  removing  depression, 
prefrontal  lobotomy  was  suited  to  the 
severely  depressed  intractable  pain  pa- 
tient addicted  to  narcotics.  It  was  soon 
realized  that  although  small  frontal 
lesions  produced  the  desired  result,  the 
effect  lasted  only  a few  weeks  or 
months.  This  necessitated  producing 
larger  areas  of  frontal  lobe  destruction 
and  sometimes  total  lobectomy.  The 
complications  of  this  massive  insult 
were  confusion,  incontinence,  and 
social  irresponsibility  of  such  a 
profound  degree  that  the  cure  was 
often  as  bad  as  the  original  disease 
(and  sometimes  worse).  Because  of 
this,  the  once  great  enthusiasm  for 
prefrontal  lobotomy  rapidly  waned. 

Although  the  operative  procedures 


described  above  have  been  successful 
for  the  relief  of  intractable  pain,  the 
need  to  improve  our  understanding  of 
the  mechanisms  of  pain  and  to  develop 
improved  means  of  alleviating  intrac- 
table pain  have  been  great.  Recent  ef- 
forts have  produced  three  operative 
procedures,  percutaneous  cordotomy, 
dorsal  column  stimulation,  and  tele- 
thermocoagulation, which  show  prom- 
ise of  effectively  producing  relief  from 
intractable  pain  while  minimizing  the 
associated  morbidity  and  mortality. 

Percutaneous  Cordotomy 

Open  cordotomy,  the  surgical  sec- 
tioning of  the  lateral  spinothalamic 
tract  within  the  spinal  cord,  has  been 
one  of  the  classical  operations  of 
neurological  surgery  due  in  large  part 
to  the  pioneering  efforts  of  Spiller, 
Martin'  and  Frazier^  of  Philadelphia 
in  1911.  Although  it  requires  a 
laminectomy  (often  on  debilitated  pa- 
tients), it  has  been  proven  to  be  an  ex- 
cellent means  of  producing  pain  relief 
in  pain  problems  located  in  the  trunk 
and  lower  extremities,  particularly  in 


Figure  1.  The  black  arrow  points  to  an 
external  miniature  battery  pack  (not 
shown).  The  lead  wire  from  this  is  pass- 
ing behind  the  patient's  neck  to  a trans- 
mitting coil  taped  to  the  patient’s  chest. 
The  white  arrow  identifies  the  subcu- 
taneous receiving  coil.  A subcutaneous 
lead  wire  extends  from  this  coil  to  the 
electrodes  which  lie  at  the  T-10 level  in- 
tradurally. 


unilateral  afflictions.  Unfortunately,  in 
addition  to  the  risk  of  surgery  itself,  a 
significant  possibility  of  transient 
distal  motor  weakness  and/or  incon- 
tinence has  existed.  Fortunately,  few 
patients  have  permanent  deficits.  A 
major  disadvantage  of  cordotomy  is 
the  gradual  "wearing  off  of  its  effect 
after  one  to  two  years.  Because  of  this 
the  operation  is  of  greatest  benefit  to 
patients  with  malignant  tumors  and 
limited  life  expectancy. 

Percutaneous  cordotomy  developed 
by  Mullen  et  al.^  Rosomoff  et  al,^  and 
Lin  et  al,®  achieves  the  same  result  as 
open  cordotomy  but  morbidity  is  less, 
as  an  operative  procedure  under  gener- 
al anesthesia  is  not  required  and  the 
procedure  may  be  repeated  with 
greater  facility.  The  percutaneous 
approach  is  usually  done  under  local 
anesthesia  with  polaroid  x-ray  control 
or  fluroscopic  control.  With  the  pa- 
tient in  the  supine  position,  a needle  is 
guided  through  the  spinal  canal  to  the 
spinal  cord  where  a bipolar  coagu- 
lating electrode  creates  a lesion  in  the 
lateral  spinothalamic  tract.  It  is  usually 
found  that  the  anesthetic  zone  drops  a 
number  of  spinal  levels  following  per- 
cutaneous cordotomy.  For  this  reason 
neurosurgeons  have  produced  lesions 
in  the  high  cervical  area  but  respira- 
tory arrest  (sleep  apnea)  has  been  a 
complication,  particularly  when  bilat- 
eral procedures  are  done.  The  most  ef- 
fective application  of  percutaneous 
cordotomy  has  therefore  been  in  pain 
problems  involving  only  the  low  trunk 
or  lower  extremities  where  cordotomy 
can  be  performed  at  the  cervical  4-6 
levels. 

Dorsal  Column  Stimulation 

New  thoughts  regarding  the  mecha- 
nisms by  which  pain  is  perceived  as 
advanced  by  authors  such  as  Melzack 
and  Wall®  have  suggested  that  low- 
frequency,  low-power  electrical  cur- 
rents can  block  or  mask  pain  apprecia- 
tion. This  has  led  to  the  development 
by  Shealy  et  aF  and  Sweet  and  Wepsic® 
of  dorsal  column  stimulating  electrode 
systems  which  are  surgically  implanted 
in  proximity  to  the  posterior  columns 
of  the  spinal  cord.  The  subcutaneous 
induction  coil  receiver  of  this  elec- 
trode is  powered  by  a compact  ex- 
ternal induction  system  similar  in 
design  to  a cardiac  pacemaker.  Figure 
I shows  such  a system  in  place  with 
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Figure  2.  This  lateral  skull  x-ray  reveals  six  stereotaxically 
implanted  electroseeds  bilaterally  located  in  the  medial  basal 
frontal  and  cingulate  cortical  areas. 


the  electrode  placed  intradurally 
against  the  dorsal  column  of  the  spinal 
cord  in  the  low  thoracic  area.  The  pa- 
tient, a 76-year-o!d  man,  suffered  from 
a severe  thoraco-lumbar  spondylosis 
which  produced  incapacitating  pain  on 
attempting  ambulation.  The  unit,  used 
at  such  times,  has  given  complete  relief 
of  pain. 

Dorsal  Column  stimulation  is  at- 
tractive in  that  it  is  basically  a surgical 
approach  to  pain  relief  which  is  not  in- 
tended to  destroy  nervous  tissue  and  ap- 
pears to  have  the  potential  of  being 
able  to  offer  long-term  relief  (although 
this  remains  to  be  proven).  It  does, 
however,  require  a laminectomy  per- 
formed under  general  anesthesia.  A 
patient  screening  program  which 
includes  psychiatric  and  psychologic 
testing  combined  with  cutaneous  elec- 
trical stimulation  testing  (counter-irri- 
tation therapy)  appears  to  be  the  best 
means  of  selecting  candidates  for  this 
procedure.  Of  interest  is  the  discovery 
that  counter-irritation  therapy  alone, 
utilizing  a battery  powered  stimulator 
appears  to  suffice  in  some  patients. 
This  avenue  of  inquiry  is  certain  to 
bring  forward  a more  scientific  under- 
standing of  other  forms  of  counter-irri- 
tation therapy  which  include  mustard 
plasters  and  acupuncture. 

T elethermocoagulation 

Telethermocoagulation  is  a new 
means  of  producing  lesions  within  the 
central  nervous  system.  The  technique, 
which  was  developed  by  Walker  et  al,® 
employs  small  metallic  seeds  which  are 
stereotaxically  placed  within  the  brain. 
Lesions  are  created  by  exposing  the 
patient’s  head  to  innocuous  low- 
frequency  electromagnetic  radiation 


which  inductively  heats  the  seeds. 
With  telethermocoagulation,  lesions 
can  be  produced  and  then  incremented 
over  a period  of  time  without  addi- 
tional surgery.  This  low-risk  procedure 
is  usually  performed  under  general  an- 
esthesia. As  applied  to  the  treatment  of 
intractable  pain,  seeds  are  placed  in 
the  frontal  and  cingulate  areas  of  the 
brain.  Figure  2 shows  the  lateral  skull 
film  of  such  a patient.  By  producing 
small  lesions  the  classic  advantages  of 
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prefrontal  lobotomy  can  be  utilized 
while  the  disadvantages  are  avoided. 
The  usual  repeat  radiation  require- 
ment is  two  months  although  some  pa- 
tients may  achieve  more  lasting  relief. 
This  incrementation  is  necessary  to 
counteract  the  normal  tendency 
toward  brain  recovery.  Telether- 
mocoagulation seems  to  be  of  greatest 
value  for  the  intractable  pain  problem 
where  the  patient  is  both  depressed 
and  addicted  to  narcotics.  The  location 
of  the  pain  or  its  nature  do  not  appear 
to  be  limiting  factors. 

Percutaneous  cordotomy,  dorsal 
column  stimulation,  and  telether- 
mocoagulation represent  completely 
different  technical  approaches  to  the 
relief  of  intractable  pain.  They  are  al! 
in  routine  clinical  use  at  this  time  but 
because  they  are  new  their  overall 
evaluation  will  require  the  test  of  time. 
We  are  fortunate,  however,  in  tha’: 
they  all  represent  lower  risks  to  the  pa- 
tient. 

The  greatest  need  at  this  time  is  to 
develop  clinical  programs  directed 
toward  the  total  evaluation  of  the  pa- 
tient with  intractable  pain.  With  such 
an  approach  the  neurosurgeon  with  the 
aid  of  consultative  assistance  from  a 
number  of  medical  disciplines  can 
select  from  a number  of  classic  and 
modern  pain  relief  procedures  to  offer 
the  patient  significant  and  lasting  relief 
coupled  with  the  greatest  safety.  □ 
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Case  Report: 


Pseudolymphoma  of  Meckel’s  Diverticulum 

DAVID  P.  CONNOLLY,  M.D. 

RICHARD  C.  BENDER,  M.D. 

JOHN  E.  KURTZ,  M.D. 

Pittsburgh 

The  authors  present  a case  of  pseudolymphoma  occur- 
ring in  a Meckel’s  diverticulum,  believed  to  be  the  first 
case  reported  in  this  unusual  location.  The  patient 
presented  with  massive  bleeding  from  the  rectum.  The 
discussion  cautions  against  the  mistaken  labeling  of 
pseudolymphoma  as  malignant.  Over-treatment  in  the 
past  has  led  to  radical  surgery  and  radiotherapy  for  be- 
nign disease. 

As  the  awareness  of  the  differences  between 
pseudolymphoma  and  malignant  lymphoma  becomes 
more  widespread,  it  is  hoped  that  the  labeling  of  the 
pseudolymphoma  as  malignant  will  become  nonexistent. 


Pseudolymphoma  is  a benign 

form  of  atypical  lymphoid  hyper- 
plasia which  is  often  confused  with 
malignant  lymphoma.  It  has  been 
described  by  other  authors  as  occurring 
in  the  orbit,*  parotid  gland, 2 tonsil, 3 
larynx, 4 l>Jng,5  stomach,®  appendix, ^ 
distal  colon,®  rectum,®  and  small  intes- 
tine.*® This  paper  is  written  to  present 
another  site  of  occurrence  and  is 
believed  to  be  the  first  case  report  of  a 
pseudolymphoma  occurring  in  a 
Meckel's  diverticulum  and  the  first  to 
become  manifest  by  rectal  hemor- 
rhage. 

Case  Report 

J.S.,  a 43-year-old  white  male  house 
painter  was  admitted  to  St.  Margaret 
Memorial  Hospital  on  July  3,  1970 
with  massive  rectal  bleeding.  He  had 
been  well  until  the  day  of  admission 
when  he  bagan  to  pass  dark  red  blood 
and  tarry  stools.  There  was  no 
previous  history  of  gastrointestinal 
bleeding  or  other  gastrointestinal 
symptoms. 

Physical  examination  revealed  an 
apprehensive,  pale  patient  with  a pulse 
rate  of  120  per  minute  and  a blood 


pressure  of  100/70  mm  of  mercury.  He 
had  a positive  tilt  test.  The  abdominal 
examination  disclosed  hyperactive 
bowel  sounds  but  no  tenderness  or  or- 
ganomegaly. Rectal  examination  re- 
vealed maroon  guaiac  positive  stools. 

A Levine  tube  was  passed  into  the 
stomach  and  the  gastric  content  found 
to  be  free  of  blood.  A proctosig- 
moidoscopic  examination  carried  out 
to  25  cm  revealed  bright  red  blood 

Dr.  Connolly  is  a clinical  instructor 
at  Mercy  Hospital  and  at  St. 
Maraftret  Memorial  Hospital.  Pitts- 
burgh. He  is  also  an  instructor  in 
the  department  of  anatomy  at  the 
University  of  Pittsburgh  and  an  as- 
sociate in  the  department  of 
oncology  at  the  Veterans  Hospital 
in  Pittsburgh.  Dr.  Bender  is  the 
associate  director  of  the  family  prac- 
tice residency  and  chairman  of  the 
student  summer  preceptorship  pro- 
gram at  St.  Margaret  Memorial  Hos- 
pital, Pittsburgh.  Dr.  Kurtz  is  the 
chief  pathologist  at  St.  Margaret 
Memorial  Hospital  and  associate 
clinical  professor  of  pathology  at  the 
University  of  Pittsburgh. 


coming  from  above  the  scope.  The  pa- 
tient received  2500  cc  of  whole  blood, 
and  an  emergency  laparotomy  was 
performed.  At  operation,  a moderate 
sized,  thickened,  broadbased  Meckel’s 
diverticulum  was  encountered  37  cm 
proximal  to  the  ileocecal  valve.  The 
bowel  distal  to  the  diverticulum  con- 
tained blood  while  the  proximal  bowel 
appeared  normal.  A limited  small 
bowel  resection  was  performed. 

The  postoperative  course  was 
uneventful,  and  the  patient  was 
discharged  on  the  ninth  day.  Patholog- 
ic study  of  the  resected  specimen 
revealed  pseudolymphoma  of  a 
Meckel’s  diverticulum. 

Pathology 

The  surgical  specimen  was  a dome- 
shaped diverticulum  2.2  cm  in  length 
protruding  from  a short  segment  of 
resected  bowel.  The  mucosa  appeared 
slightly  rugated,  nodular,  and  greenish- 
gray. 

Microscopic  sections  revealed  that 
portions  of  the  mucosa  consisted 
mainly  of  closely  approximated,  ma- 
ture lymphocytic  cells.  Occasional  neu- 
trophils were  interspersed.  The  lym- 
phocytes were  arranged  in  poorly 
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Figure  1 . The  entire  thickness  of  mucosa  consists  of  closely 
approximated  lymphocytes.  Only  a single  layer  of  columnar 
cells  covers  the  surface.  Hematoxylin  and  eosin  x 100. 


Figure  2.  Faint  follicular  arrangement  of  lymphocytes  as  seen 
in  several  areas.  Hematoxylin  and  eosin  x 100. 


demarcated  follicles.  There  was  oc- 
I casional  infiltration  of  the  lymphocytes 
I into  the  mucosa,  as  well  as  extension 

i into  the  muscularis  and  submucosal 

I layers.  Occasional  fibrosis  was  noted  in 
1 the  submucosa.  No  specific  bleeding 
I point  was  observed,  but  vascularity  was 
) extensive  and  collections  of  red  blood 
I cells  were  encountered  between  mu- 
cosal folds.  The  associated  lymph  nodes 
appeared  normal. 

Discussion 

This  case  is  of  unusual  interest  for 
several  reasons.  It  is  believed  to  be  the 
first  case  report  of  pseudolymphoma 
occurring  in  a Meckel's  diverticulum. 
It  is  also  unique  in  that  it  presented 
with  massive  intestinal  bleeding. 

The  most  common  presenting  com- 
plaint in  patients  with  lymphoid 
hyperplasia  of  accessible  sites  is  the 
presence  of  a mass  or  lump.  Bleeding 
has  rarely  been  reported  as  a symptom 
and  when  mentioned  it  has  been  in  the 
form  of  melena  or  hematemesis. 
Johnson  and  Sowerbutts  presented 
one  case  of  gastric  pseudolymphoma 
presenting  with  hematemesis  and  mel- 
ena. Weaver  and  Batsakis  presented 
three  cases  of  pseudolymphoma  of  the 
small  intestine,  one  of  whom  presented 
with  weight  loss,  vomiting,  melena, 
and  obstruction  late  in  the  course  of 
the  disease.  Their  other  two  patients 
j presented  with  early  obstructive 

I symptoms.  In  a review  of  the  litera- 

ture. we  were  unable  to  find  a single 
report  of  a patient  presenting  with 
massive  bleeding  from  the  rectum. 

Pseudolymphoma,  as  its  name 


implies,  has  frequently  been  confused 
with  neoplastic  diseases  of  the 
lymphoid  apparatus.  Pseudolym- 
phomas have  been  reported  in  multiple 
sites  including  the  orbit,  larynx,  tonsil, 
lung,  parotid  gland,  stomach,  small  in- 
testine, appendix,  distal  colon,  and 
rectum.  When  unrecognized  it  has 
been  treated  by  radical  excision  and 
radiotherapy."*  Retrospective  reviews 
of  malignant  lymphoma  have  shown 
frequent  cases  of  mistaken  diagnoses. 
Smith  and  Helwig  brought  the 
problem  into  focus  in  1958  when  they 
reviewed  131  cases  of  gastric  malig- 
nant lymphoma  and  found  42  of  them 
to  show  only  reactive  lymphoid 
hyperplasia.  The  authors  concluded 
that  some  of  the  localized  lesions 
which  appear  malignant  are  indeed 
hyperplastic  lesions  not  easily  distin- 
guishable from  malignant  lymphoma. 

Berry  and  Matthews  in  1967  es- 
tablished histologic  criteria*^  for  the 
diagnosis  of  pseudolymphoma  to 
include;  a pleomorphic  cellular  infil- 
trate in  nodular  or  diffuse  pattern  as- 
sociated with  fibrotic  reaction  located 
in  the  submucosa,  muscularis  or 
serosa.  These  criteria  were  broadened 
by  Johnson  and  Sowerbutts"  to 
include  the  presence  of  inflammatory 
cells  other  than  lymphocytes,  true 
lymphoid  germinal  centers,  and 
freedom  of  regional  nodes  from 
lymphoma.  On  serial  sectioning,  our 
patient  demonstrated  each  of  the 
above  criteria  of  both  authors. 

Conclusion 

This  is  the  first  case  report  of  a 


pseudolymphoma  occurring  in  a 
Meckel’s  diverticulum.  It  is  also  the 
first  case  to  be  reported  describing 
massive  bleeding  from  the  rectum  as 
the  presenting  symptom.  Only  three 
previous  cases  of  small  bowel 
pseudolymphoma  have  been  reported. 
Hopefully  as  the  awareness  of  the  dis- 
tinction between  pseudolymphoma 
and  malignant  lymphoma  becomes 
more  widespread,  the  mistaken  la- 
beling of  pseudolymphoma  as  malig- 
nant and  its  corresponding  overtreat- 
ment will  become  nonexistent.  □ 
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Figure  1.  Ring  Prosthesis — This  implant 
has  a metal-to-metal  bearing  surface 
and  is  held  in  place  by  intramedullary 
fixation  only. 

Total  prosthetic  joint  re- 
placement has  been  found  to  be  a 
successful  answer  to  many  serious  or- 
thopedic problems  involving  the  hip 
Joint.  The  experience  with  this  opera- 
tive procedure  in  this  country  is  now 
extensive  enough  to  allow  evaluation 
of  some  of  its  major  advantages  and 
disadvantages.  In  this  report  the  au- 
thors will  consider  the  most  commonly 
used  prosthetic  devices  and  discuss  the 
operative  indications  and  some  of  the 
problems  associated  with  their  use. 

Surgical  Implant  Types 

The  surgical  implants  are  of  two 
basic  types:  (Table  I) 

(I)  A metal-to-metal  bearing  in  which 
the  femoral  and  acetabular  compo- 
nents are  both  made  of  stainless  steel, 
vitalium.  titanium,  or  some  other 
metal  alloy,  as  exemplified  by  the  Ring 
and  the  McKee-Farrar  prosthesis. 

(2)  A metal  to  high  density 


polyethylene  bearing,  the  latter  materi- 
al being  a biologically  inert,  tough, 
wear-resistant  plastic.  In  the  implants 
to  be  described,  namely  the  Charnley 
and  Muller-Charnley  prosthesis,  the 
femoral  component  is  metal  while  the 
acetabular  portion  is  made  of  high 
density  polyethylene. 

Methods  of  Fixation 

There  are  also  two  basic  methods  of 
fixation  used  to  maintain  the 
prosthesis  in  place:  (Table  I) 

(1)  A mechanical  fixation  in  which  the 
components  are  held  in  place  simply 
by  screw  fixation  or  intramedullary 
stem  fit  as  in  the  Ring  prosthesis. 

(2)  Fixation  by  means  of  methyl- 
methacrylate cement.’ 

The  latter  substance  is  a self-curing 
plastic  polymer  providing  an  elastic 
modulus  between  that  of  bone  and 
metal.  It  acts  to  tightly  bind  the 
prosthesis  to  the  surrounding  trabe- 


cular bone  and  in  so  doing  spreads  the 
local  load  borne  by  the  component  over 
a wider  area,  thus  decreasing  local 
stresses  and  strains.  Methyl- 
methacrylate is  used  to  fix  the  McKee- 
Farrar,  Charnley,  and  Muller-Charnley 
prostheses.  Extensive  experimental 
research  has  been  conducted  on  the 
use  of  this  material  as  a biological 


Figure  2.  Postoperative  roeni- 
genographic  view  of  a twenty-eight-year- 
old  man  who  had  a painful  cup 
arthroplasty  after  a fracture  dislocation 
of  his  left  hip.  A Ring  prosthesis  was 
utilized  to  replace  his  hip  joint. 


TABLE  I 

TOTAL  HIP  REPLACEMENT  IMPLANTS 

Prosthesis 

Bearing  Surfaces 

Fixation 

I Ring 

Metal  to  Metal 

Screw-Intramedullary 

II  McKee-Farrar 

Metal  to  Metal 

Methylmethacrylate 

III  Charnley 

Metal  to  HOPE* 

Methylmethacrylate 

IV  Muller-Charnley 

Metal  to  HOPE* 

Methylmethacrylate 

* High  Density  Polyethylene 
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implant  in  the  past  ten  years  since  its 
introduction  into  orthopedic  surgery 
by  Dr.  Charnley  of  England. 

It  has  been  found  to  be  biologically 
nontoxic  except  for  microscopic  local 
contact  tissue  necrosis  which  is  proba- 
bly due  to  the  high  heat  of  polymeriza- 
tion. The  liquid  monomer  alone  in 
large  doses  has  been  shown  to  cause 
blood  pressure  falls  and  death  in  ex- 
perimental animals  probably  because 
the  monomer  before  polymerization  is 
easily  transported  by  venous  channels. 
However,  when  the  monomer  and 
polymer  are  mixed  properly  and 
polymerization  occurs  the  material  is 


Figure  4.  Post  operative  roent- 
genographic  view  of  a sixty-one-year-old 
female  who  had  a painful  Moore 
prosthesis  in  place  after  a subcapital 
fracture  of  the  femur.  Her  hip  joint  was 
replaced,  utilizing  a McKee-Farrar 
prosthesis  and  methylmethacrylate. 


Figure  3.  The  McKee-Farrar 
prosthesis — This  implant  has  a metal-to- 
metal  bearing  surface.  Note  the  spikes 
on  the  acetabulum  for  fixation  in  the 
methylmethacrylate. 


Figure  5.  Charniey  iow  friction  artho- 
piasty  prosthesis — Note  the  smail  cir- 
cumference of  the  femoral  head  and  the 
acetabular  portion  of  high  density 
poiyethyiene.  Both  these  features  com- 
bine to  reduce  friction  and  wear.  The 
prosthesis  is  fixed  in  piece  with  methyl- 
methacrylate. 


Figure  6A.  Preoperative  roentgenogram  Figure  6B.  Postoperative  roentgenogram 

of  a sixty-three-year-old  male  with  a after  total  hip  repiacement,  utilizing  a 

painful  Moore  prosthesis  in  piece.  Charnley  low  friction  arthroplasty. 


MAY  1972 


59 


Figure  7 A.  Preoperative  roentgenogram 
of  a sixty-three-year-old  man  with  bilat- 
eral degenerative  joint  disease  of  the 
hips. 

not  easily  diffusible  and  this  experi- 
mental finding  has  not  been  a problem 
in  human  use.  The  intraoperative  use 
of  the  methylmethacrylate  has  not 
caused  an  increase  in  the  infection 
rate,  nor  has  any  case  of  malignant 
transformation  been  documented.  In 
this  country  the  material  has  been 
under  investigation  by  the  Food  and 
Drug  Administration,  and  only  a small 
number  of  surgeons  have  been  able  to 
obtain  investigational  new  drug 
numbers  which  allow  them  to  utilize 
this  material  under  strict  protocols. 

Replacement  Devices 

The  first  hip  joint  replacement 
device  to  be  discussed  is  the  implant 
developed  by  Peter  A.  Ring^  (Fig.  I). 


Figure  7B.  Postoperative  roentgenogram 
after  bilateral  total  hip  replacement, 
utilizing  Charnley  low  friction  arthro- 
plasty. Note  the  cement  restrictor  or 

It  consists  of  a metal  femoral  head 
component  with  a fenestrated  in- 
tramedullary stem  and  a matched 
metal  acetabular  component  with  a 
long  screw  for  intramedullary  fixation. 
Insertion  of  the  femoral  portion  is  akin 
to  implanting  an  Austin-Moore 
prosthesis,  while  insertion  of  the  ace- 
tabular component  is  dependent  upon 
locating  the  greater  sciatic  notch  of  the 
pelvis  and  by  the  use  of  guide  in- 
struments inserting  the  screw  device 
into  the  cancellous  bone  between  the 
two  cortical  tables  of  the  ilium.  An  ex- 
ample of  its  use  is  shown  in  Figure  2. 

The  theoretical  advantage  of  this 
device  is  that  it  does  not  depend  upon 
fixation  with  methylmethacrylate,  and 
in  young  individuals  such  as  the  pa- 


“high  hat"  in  place  medially  on  the  left 
hip.  Also  note  that  the  acetabulum  has 
been  transposed  medially  to  reduce  the 
load  on  the  hip. 

tient  illustrated  here  the  Food  and 
Drug  Administration  has  cautioned 
against  the  use  of  this  material.  The 
problems  associated  with  the  Ring 
prosthesis  are  mainly  those  of  motion 
of  the  component  parts  with  associated 
pain.  The  intramedullary  fixation,  par- 
ticularly in  the  soft  cancellous  bone  of 
the  pelvis,  is  not  adequate,  and  it  is 
becoming  more  and  more  obvious  that 
implants  which  depend  only  on  this 
type  of  fixation  will  not  withstand  the 
test  of  time. 

The  next  three  implants  utilize 
methylmethacrylate  for  stable  fixation. 
The  McKee-Farrar^  implant  (Fig.  3) 
consists  of  a metal  femoral  head  com- 
ponent with  a nonfenestrated  in- 
tramedullary stem  and  a matched  ace- 


Figure  8A.  Preoperative  roentgenogram 
of  a sixty-one-year-old  female  with 
rheumatoid  arthritis. 


Figure  SB.  Postoperative  roentgenogram 
after  bilateral  total  hip  replacement, 
utilizing  Charnley  low  friction  arthro- 
plasty. 
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Figure  9A.  Preoperative  roentgenogram 
of  a fifty-three-year-oid  female  with 
lupus  erythematosis  and  bilateral  ava- 
scular necrosis  of  her  femoral  heads. 


tabular  portion  of  metal  with  studs 
protruding  posteriorly  for  fixation  in 
the  methylmethacrylate.  Both  the 
femoral  and  acetabular  portions 
depend  upon  methylmethacrylate  for 
tight  fixation  in  bone.  An  example  of 
the  use  of  the  McKee-Farrar  prosthesis 
is  seen  in  Figure  4. 

This  implant  has  produced  very  sat- 
isfactory results.  Its  main  disadvantage 
has  to  do  with  the  theoretical  high  fric- 
tion associated  with  the  metal-to-metal 
bearing  surface  and  the  possibility  of 
metal  wear  particles  accumulating  in 
the  soft  tissues  producing  more 
abrasive  particles  which  could  be  a 
tissue  irritant. 

John  Charnley  introduced  the  use  of 
high  density  polyethylene  for  the  ace- 


Figure 10.  Muller-Charnley  total  hip  re- 
placement prosthesis — Note  the  larger 
size  of  the  femoral  head  compared  to  the 
Charnley  prosthesis.  This  implant  de- 
pends upon  methylmethacrylate  for  fixa- 
tion. 


tabular  component  of  the  total  hip  re- 
placement. He  also  conceived  of  the 
idea  of  a low  friction  arthroplasty  in 
which  the  femoral  head  component  is 
small  (22  mm.  in  diameter),  thereby 
reducing  the  area  of  contact  between 
the  femoral  and  acetabular  portions  in 
order  to  reduce  friction  and  wear."*  The 
acetabular  portion  of  the  Charnley 
prosthesis  is  molded  of  high  density 
polyethylene.  (Fig.  5)  A metallic  ring 
is  fixed  in  place  at  right  angles  to  the 
plane  of  the  acetabulum  for  radio- 
graphic  orientation  as  well  as  a gross 
measure  of  wear  of  the  acetabular  com- 
ponent. The  acetabular  cup  is  grooved 
posteriorly  and  its  edges  are  serrated  for 
firm  fixation  in  the  methyl- 
methacrylate. The  femoral  portion  is 


Figure  9B.  Post  operative  roent- 
genogram after  bilateral  total  hip  re- 
placement, using  Charnley  low  friction 
arthroplasties. 


available  in  a regular  stem  and  a thin 
stem  for  narrow  intramedullary  canals. 
The  use  of  this  prosthesis  in  such 
problems  as  rheumatoid  arthritis,  pro- 
trusio  acetabuli,  avascular  necrosis  and 
degenerative  joint  disease  of  the  hips  is 
illustrated  in  Figures  6.  7,  8,  and  9. 

Operative  Procedures 

The  operative  procedure  for  the  in- 
sertion of  this  prosthesis  involves  os- 
teotomy of  the  greater  trochanter  and 
a maintenance  of  a superior  leash  of 
synovium  and  capsule  running  from 
the  trochanter  to  the  superior  aspect  of 
the  acetabulum.  This  leash  is  necessary 
for  the  stability  of  the  prosthethic  hip 
Joint.  The  advantages  of  this  device  are 
that  it  provides  a stable  and  usually 


Figure  11.  Post  operative  roentgenogram 
of  a sixty-three-year-old  male  with 
degenerative  joint  disease  of  the  right 
hip,  after  total  hip  replacement  with  the 
Muller-Charnley  prosthesis. 
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pain-free  hip  joint  with  low  friction 
and  wear  potential.  It  has  been  deter- 
mined that  the  high  density  polyethy- 
lene will  wear  less  than  1 mm  in  depth 
in  five  years.  The  methylmethacrylate 
fixation  has  greatly  decreased  the 
chances  of  loosening  of  the  prosthetic 
components. 

The  problems  associated  with  the 
prosthesis  consists  of  (1)  the  tendency 
for  subluxation  of  the  femoral  head 
component  when  the  hip  is  flexed 
greater  than  90  degrees  and  (2)  oc- 
casional dislocation  of  the  femoral 
head.  Because  of  the  small  size  of  the 
head,  the  prosthesis  does  tend  to  ride 
posteriorly  when  the  patient  flexes  his 
hip  greater  than  90  degrees.  Therefore, 
patients  should  be  warned  against  this 
in  the  initial  few  months  postopera- 
tively  and  should  use  a raised  toilet 
seat  and  refrain  from  sitting  upon  low 
deep  seats.  As  to  the  occasional  post- 
operative dislocation,  this  does  not 
occur  if  the  synovial  and  capsular 
leash  is  maintained  between  the 
trochanter  and  the  acetabulum  or  if 
the  trochanter  is  not  pulled  away  from 
its  attachment  to  the  femoral  shaft. 
This  is  assuming,  of  course,  that  the 
femoral  and  acetabular  portions  are 
fixed  in  place  in  a neutral  position 
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without  significant  anteversion  or  re- 
troversion. 

A modification  of  the  Charnley 
prosthesis  was  developed  by  M.E. 
Muller. 5 In  this  prosthesis  the  femoral 
head  portion  is  larger  (32  mm  in  di- 
ameter) and  three  femoral  neck  lengths 
are  available  (Fig.  !0).  The  acetabular 
portion  of  the  Muller-Charnley 
prosthesis  is  of  high  density  polyethy- 
lene; but  since  the  femoral  head  is 
larger,  so  is  the  acetabular  cup,  and 
therefore  the  thickness  of  plastic  be- 
tween the  metal  femoral  head  and  the 
methylmethacrylate  is  less.  The 
prosthesis  is  designed  to  be  introduced 
without  removal  of  the  greater 
trochanter  via  an  anterolateral  ap- 
proach to  the  hip  Joint  (modified 
Watson  Jones  incision).  The  use  of  this 
prosthesis  is  illustrated  in  Figure  1 1. 

The  theorectical  advantages  of  this 
implant  are  (1)  it  may  be  inserted 
without  the  removal  of  the  greater 
trochanter  and  (2)  because  of  its  larger 
head  size  the  possibility  of  dislocation 
is  theoretically  less.  The  fact  that  the 
trochanter  need  not  be  removed  is  a 
double-edge  sword.  Exposure  and  full 
preparation  of  the  acetabulum  as  well 
as  accurate  placement  of  the  ace- 
tabular component  suffers  when  the 


structor  of  orthopaedic  surgery  at  the 
Hospital  of  the  University  of  Pennsyl- 
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trochanter is  left  in  place.  There  is  less 
tendency  for  the  large  femoral  head  to 
sublux,  but  the  larger  surface  area 
causes  some  increase  in  friction. 

Conclusion 

The  total  hip  replacement  procedure 
is  a relatively  new  and  dramatic 
approach  to  the  problems  of  hip  Joint 
disorders.  New  materials  and  new 
modifications  of  the  implants  Just 
described  will  be  devised  in  the  future 
to  improve  the  operation  and  decrease 
the  chances  of  failure.  The  procedure 
in  the  past  ten  years  has  undoubtedly 
proved  its  value  and,,  will  maintain  a 
permanent  position  in  the  orthopedic 
operative  armamentarium.  □ 
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Malpractice  program  has  birthday 

(Continued  from  page  42) 


tions  from  doctors  with  so-called 
“umbrella”  policies  who  want  to  know 
how  they  can  flt  the  one  to  the  other. 
Would  you  comment  on  this? 

Mary,  the  need  for  the  "umbrella” 
contract  stemmed  originally  from  the 
refusal  by  some  carriers  to  write  mal- 
practice coverage  on  anything  but  the 
lowest  possible  limits.  This  situation 
forced  the  prudent  physician  to  seek 
an  additional  layer  of  protection. 
Under  our  Program,  Argonaut  can 
provide  professional  liability  insurance 
coverage  up  to  $1,000,000.  In  Penn- 
sylvania, at  least,  judgments  or  settle- 
ments in  excess  of  that  figure  are  still 
more  the  exception  than  the  rule,  so 
the  physician  can  purchase  adequate 
protection  for  his  professional  activi- 
ties under  our  Program  without  the 
necessity  of  purchasing  a separate 
"umbrella”  policy.  However,  many 
"umbrella”  contracts  are  issued  to 
cover  the  physician’s  personal  activi- 
ties also,  so  the  physician  who  feels  the 
need  for  excess  coverage  in  this  regard 
should  continue  to  maintain  his 
"umbrella”  policy.  Generally,  there  is 
no  difficulty  in  securing  an  "umbrella” 
policy,  although  more  and  more  of  the 
carriers  are  demanding  higher  un- 
derlying limits  on  the  doctor’s  profes- 
sional activities.  Again,  the  wide  range 
of  limits  available  under  the  PMS  Pro- 
gram ensures  that  the  physician  who 
carries  his  primary  malpractice  insur- 
ance coverage  with  Argonaut  can 
always  meet  the  underlying  limits 
requirement  for  an  "umbrella”  con- 
tract. 

One  of  Argonaut’s  competitors  in 
Pennsylvania  has  circulated  several 
letters  to  its  insureds  in  which  it  has 
been  highly  critical  of  what  it  terms  the 
“collective”  or  “group”  approach  to  the 
writing  of  medical  malpractice  insur- 
ance. Do  you  care  to  comment  on  this? 

Yes,  I’d  be  glad  to.  I’ve  seen  those 
letters  and,  even  recognizing  the  com- 
pany’s concern  over  finding  itself  fac- 
ing a formidable  competitor  like  Ar- 
gonaut, I have  been  much  concerned 
because  the  company’s  criticisms  in  this 
regard  are  ill-advised  and  distorted  and 
thus  tend  to  deceive.  For  instance,  the 
thrust  of  the  letters  I’ve  seen  implies 
that,  under  the  "collective”  or  "group 


policy”  approach,  the  individual 
physician  somehow  loses  his  insurance 
identity.  However,  Argonaut  has  not 
issued  a "group  policy”.  What  we  have 
in  Pennsylvania  is  a program  which 
enjoys  the  strength  and  prestige  of 
being  group-sponsored,  and  there’s  a 
world  of  difference!  The  facts  are  that 
each  doctor  who  participates  under  the 
PMS  Program  is  underwritten  and 
rated  as  an  individual  and  each  re- 
ceives an  individual  policy,  tailored 
to  his  or  her  individual  needs  and 
reflective  in  cost  of  his  or  her  individu- 
al professional  exposure. 

What  you  are  saying,  then,  is  that 
physicians  covered  by  Argonaut  under 
our  Program  actually  get  more  indi- 
vidual attention  than  they  might  get 
from  other  carriers.  Am  I correct  in 
this  understanding? 

There’s  no  question  about  it.  So- 
called  "manual”  premiums  have  been 
filed  with  and  approved  by  the  Penn- 
sylvania Insurance  Department  and 
they  vary  by  territory  and  medical 
specialty.  To  these  premiums,  and  in 
accordance  with  the  rules  applicable. 
Argonaut  can  apply  what  is  known  as 
a schedule  rating  modification.  This  is 
an  accepted  insurance  rating  process 
which  enables  the  underwriter  to 
reflect  any  marked  differences  in  ex- 
posure which  may  exist  between  two 
physicians  in  the  same  specialty.  For 
instance,  two  orthopedic  surgeons,  one 
with  a full  operating  schedule  and  the 
other  with  a semi-retired  office  prac- 
tice only,  have  an  exposure  difference. 
Under  our  Program,  we’re  prepared  to 
recognize  exposure  differences  and 
reflect  them,  where  appropriate,  in  the 
individual  premiums  charged.  That 
brand  of  fully  individualized  service, 
coupled  with  the  Program’s  key  fea- 
tures, still  not  being  offered  by  any 
other  carrier,  plus  the  benefits  inherent 
with  the  Society’s  unique  role  as  the 
physicians’  "ombudsman”  in  all 
aspects  of  the  company’s  administra- 
tion of  the  program,  certainly  makes 
participation  in  the  best  interest  of  all 
members. 

Another  criticism  which  has  been 
made  by  one  of  Argonaut’s  competi- 
tors is  that,  under  the  group  concept. 


malpractice  rates  are  driven  up.  Is 
there  any  truth  to  this? 

Malpractice  rates  have  risen  sub- 
stantially all  over  this  nation  during 
the  past  ten  years.  To  the  best  of  my 
knowledge,  they  have  increased  at  es- 
sentially the  same  pace  in  those  states 
which  enjoy  group-sponsored  pro- 
grams as  they  have  in  those  states 
where  no  such  programs  exist  and 
where,  incidentally,  the  bulk  of  the 
doctors  have  been  insured  by  the  carri- 
er which  has  leveled  this  particular 
criticism!  Pennsylvania  is  the  perfect 
example.  Between  1960  and  1971, 
more  than  60  percent  of  all  physicians 
were  insured  by  that  company,  whose 
rate  level  during  that  period  literally 
skyrocketed!  Our  group  approach,  par- 
ticularly with  respect  to  the  peer 
review  mechanism,  together  with  our 
proposed  malpractice  education  and 
claims  avoidance  activities,  offers  the 
best  possible  means  to  the  stabilization 
and  possible  future  reduction  of  mal- 
practice rates. 

You  made  reference  to  the  group- 
sponsored  programs.  What  is  your 
opinion  regarding  the  future  of  this 
approach  to  the  marketing  of  mal- 
practice insurance  for  physicians? 

Mary,  criticism  of  the  group  con- 
cept reminds  me  of  that  old  adage, 
"There  are  none  so  blind  as  those  who 
will  not  see.  . .”  or  words  to  that  effect. 
At  last  count,  twenty-seven  state  or 
county  medical  society-sponsored  pro- 
grams are  already  functioning  with 
others  being  given  serious  consider- 
ation. Additionally,  the  whole  group 
concept  was  given  added  prestige  and 
momentum  last  year  by  the  AMA 
which  acted  to  make  available  upon 
request  group  programs  in  those  states 
where  the  medical  societies  had  not 
launched  programs  of  their  own.  I find 
this  most  encouraging.  It  should  be 
viewed  by  physicians  everywhere  as 
graphic  endorsement  of  the  merits  of 
the  group  concept,  despite  any  pro- 
nouncements to  the  contrary  made  by 
any  company  unable  or  unwilling  to 
accept  and  adjust  to  the  challenge  of 
change!  The  fact  is,  some  knowl- 
edgeable insurance  executives  have 
flatly  predicted  that,  in  less  than  a dec- 
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ade  from  now,  malpractice  insurance 
will  probably  be  available  only  on  tbe 
■group-sponsored”  basis! 

What  defense  facilities  are  available 
under  this  Program  to  the  member  in- 
sured with  Argonaut  facing  a claim  or 
suit  alleging  malpractice? 

At  the  specific  request  of  the  Soci- 
ety’s Board  of  Trustees,  Argonaut  has 
arranged  with  the  Philadelphia  law 
firm  of  Pepper,  Hamilton  and  Scheetz 
for  that  firm  to  act  as  the  Program’s 
first  line  of  defense.  Law  firms 
specializing  in  malpractice  defense 
don’t  come  any  better  than  Pepper, 
Hamilton  and  Scheetz,  so  the 
physicians  insured  under  our  Program 
can  be  sure  that  their  professional  in- 
terests and  reputations  will  be  well 
protected.  I might  add  while  we’re  on 
the  subject  that  Argonaut’s  contract  is 
unique  insofar  as  it  contains  a special 
clause  inserted  at  the  request  of  the  So- 
ciety to  reflect  the  Society’s  "peer 
review”  role  contemplated  under  this 
Program.  It  was  agreed  that  defense 
costs  can  be  greatly  increased  where 
the  inability  of  the  insured  physician 
and  the  company  to  agree  on  the 
amount  of  a claim  or  the  method  of 
disposing  of  a suit  serves  to  extend  the 
time  which  elapses  before  such  claim 
or  suit  is  resolved.  Accordingly,  under 
our  Program,  where  such  failure  to 
agree  creates  an  impasse,  either  the 
physician  or  the  company  may  request 
a review  by  the  Commission  on  Pro- 
fessional Liability  Insurance.  The 
decision  of  the  PMS  Commission  will 
be  final  and  binding  on  the  company 
and  the  insured.  The  written  consent 
of  the  insured  physician  to  final  settle- 
ment is  still  required,  but  generally  it  is 
felt  that  a physician,  knowing  that  his 
point  of  view  has  been  given  a profes- 
sional and  sympathetic  review  by  his 
peers,  will  invariably  consent  to  such 
settlement  without  further  misappre- 
hension or  delay.  In  this  business,  un- 
fortunately, delays  invariably  add  to 
the  settlement  cost. 

John,  do  you  have  any  up-to-the- 
minute  information  relative  to  the  Ar- 
gonaut Insurance  Companies?  I realize 
that  they  are  well  known  nationally  for 
their  activity  in  the  professional  liabili- 
ty insurance  field,  Can  you  elaborate 
on  this? 

For  those  members  interested  in  the 


financial  picture,  I can  report  that 
1971  was  a good  year  for  Argonaut  In- 
surance Company  and  its  insurance 
subsidiaries.  During  the  year  ending 
December  31,  1972,  the  insurance 
group’s  total  admitted  assets  increased 
substantially  from  approximately  $187 
million  to  almost  $284  million.  Its  pol- 
icyholders’ surplus  during  the  same 
period  increased  from  approximately 
$33  million  to  over  $87  million.  From 
a financial  and  corporate  standpoint. 
Argonaut  is  in  excellent  shape.  It  has 
also  increased  its  professional  liability 
insurance  portfolio  and  I believe  that  it 
now  underwrites  twenty-three  or 
twenty-four  state  hospital  association- 
sponsored  programs,  along  with  four 
state  medical  society-sponsored  pro- 
grams including  our  own,  so  its  overall 
commitment  to  the  medical  fraternity 
in  this  vital  insurance  field  continues 
to  grow. 

How  do  you  feel  about  the  success  of 
our  Program  to  date,  and  what  do  you 
see  as  the  most  necessary  ingredient 
for  its  continued  long-range  success? 

We’ve  enjoyed  extraordinarily  wide- 
spread support  for  the  Program  since  it 
was  first  announced  a year  ago.  As  of 
today,  approximately  18  percent  of 
those  members  eligible  have  already 
transferred  their  individual  coverage 
to  Argonaut,  with  hundreds  of  others 
pledged  to  do  likewise  upon  the  expi- 
ration of  their  present  policies.  Ob- 
viously, the  Program  is  here  to  stay 
and  we  have  all  been  most  encouraged 
by  its  progress.  Society  President 
George  P.  Rosemond,  M.D.,  and  his 
predecessor,  William  A.  Limberger, 
M.D.,  both  put  their  fingers  on  the  key 
ingredient  of  the  Program’s  future  suc- 
cess when  they  emphasized  that  it  will 
take  a personal  commitment  to  partici- 
pate by  every  member,  not  just  those 
who  have  had  losses,  have  faced 
problems  in  securing  coverage,  or  have 
been  kicked  around  by  one  insurance 
company  or  another  in  the  past.  The 
physician  who  right  now  has  no 
problems  with  his  carrier  could  find 
that  tomorrow’s  mail  brings  a cancella- 
tion or  non-renewal  notice.  But  even  if 
things  for  him  would  stay  as  they  are, 
the  Society  still  needs  and  is  deserving 
of  his  support  and  participation.  The 
whole  practice  of  medicine  is  involved 
here,  and  no  one  doctor  can  or  should 
divorce  himself  from  the  problems  and 


needs  of  his  associates.  Those  insur- 
ance problems  are  now  being  solved 
and  those  needs  are  being  met  by  our 
Program  and  for  that  reason  partici- 
pation by  all  members  is  unques- 
tionably in  the  long-range  interest  of 
Pennsylvania  doctors. 

Are  you  saying  that  participating  in 
the  Society-sponsored  malpractice  in- 
surance Program  then  is  as  much  a 
part  of  belonging  to  the  medical  fra- 
ternity— of  supporting  your  col- 
leagues— -as  any  other  action  that 
doctors  do  as  a group? 

That’s  right.  For  instance,  it’s  not 
enough  that  we  have  rural  general 
practitioners.  They  serve  a place  in 
medicine  without  question.  But  the 
open-heart  surgeon  pioneering  new 
procedures  in  Philadelphia  is  equally 
essential  to  medicine.  For  the  one  to 
be  denied  insurance  coverage  on  the 
basis  of  his  exposure  is  patently  unfair 
and  contrary  to  the  public  interest  and 
this  realization  has  to  be  made.  Once  it 
is,  it  seems  to  me  that  the  need  for  a 
personal  commitment  on  the  part  of 
every  PMS  member  becomes  obvious. 

I have  one  final  question.  The  Society 
has  a continuing  medical  education 
requirement  for  maintaining  mem- 
bership. If  the  education  programs 
which  are  being  established  are  prop- 
erly geared  to  meet  the  educational 
needs  of  physicians  as  they  are 
revealed  by  peer  review  or  medical 
audit,  will  this  have  any  effect  on  the 
future  cost  of  malpractice  coverage  or 
on  the  physician’s  posture  if  he  is  sued 
for  malpractice? 

Well,  Mary,  the  whole  point  of  your 
continuing  education  program  is  to 
make  the  individual  members  more 
proficient  in  their  profession,  to  keep 
them  up-to-date  with  the  advances  of 
medicine.  It’s  aimed  at  making  them 
better  physicians.  I can’t  help  but  as- 
sume that,  if  we  in  fact  have  better 
physicians,  then  the  incidence  of 
malpractice,  insofar  as  this  arises  from 
medical  error,  will  go  down.  I have  to 
admit,  then,  that  any  program  which 
has  as  its  goal  a more  professional 
physician  has  to  accrue  in  the  long  run 
to  the  advantage  of  all  physicians 
through  a more  stable  medical  mal- 
practice rate  level,  resulting  hopefully 
from  a reduction  in  claims  alleging 
malpractice. 
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feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Many  women  still  believe  that  a 
douche  is  a cure-all  for  vaginal 
secretions  and  malodor.  Mother 
tells  daughter  and  the  myth  is 
perpetuated. 

Other  cosmetic  products  are  not 
much  better.  Though  they  may  be 
effective  in  some  minor  infections, 
they  cannot  touch  the  real  medical 
problem,  which  very  often  is 
trichomonal  vaginitis. 

Medicine’s  most  effective 
cure  for  trichomonal 
vaginitis  is  Flagyl® 
(metronidazole), 
it  is  also  pleasantly 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  ilecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy,  in  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl"  (metronidazole) 


I Manufactured  by  SEARLE  & CO. 

I I San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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PMS  Secretary  explains  grievance  procedure 


The  following  interview  with  State  Society  Secretary  Raymond  C.  Grandon, 
M.D.,  of  Harrisburg,  by  the  staff  of  Pennsylvania  Medicine,  outlines  the  role 
of  a typical  county  society  grievance  committee  and  the  procedures  which 
may  be  followed  in  handling  a grievance.  The  PMS  Board  of  Trustees 
placed  its  stamp  of  approval  on  the  interview  and  authorized  its  publication. 


In  this  age  of  consumer  protectionism, 
how  is  the  medical  profession  doing  in 
terms  of  dealing  with  grievances? 

The  medical  profession  is  a pioneer 
in  establishing  formal  machinery  to 
handle  complaints  from  dissatisfied  pa- 
tients. As  early  as  1949,  the  AMA 
adopted  a resolution  which  urged  con- 
stituent associations  to  establish  griev- 
ance committees.  And  even  then,  many 
states  already  had  such  committees.  In 
Pennsylvania  we  have  records  of  griev- 
ance committees  in  existence  as  far 
back  as  April,  1950. 

Are  grievances  increasing  dispropor- 
tionately to  the  population? 

It  would  appear  not.  although  accu- 
rate statistics  are  difficult  to  gather.  In 
1 970  and  1971,  the  Committee  on  Dis- 
cipline surveyed  the  component 
societies  to  determine  the  number  of 
grievances  received  and  their  disposi- 
tion. The  total  number  in  1969  was 
349  and  in  1970,  433.  The  survey  will 
be  conducted  again  this  year  to  secure 
figures  for  1971.  We  do  not.  however, 
have  sufficient  data  to  establish  a 
trend.  We  kept  a running  tally  at  the 
Society  in  1971  and  counted  25  griev- 
ances. but  these,  of  course,  show  up  in 
the  reports  of  the  counties  to  which 
they  were  referred. 

What  is  your  definition  of  a grievance 
committee? 

Essentially  a grievance  committee  is 
a standing  committee  of  a county  med- 
ical society,  established  and  operated 
to  prevent  or  resolve  misunder- 
standings, to  clarify  and  adjust 
disputes  between  doctor  and  patient, 
and  to  assist  in  maintaining  high  levels 
of  professional  deportment.  To  this 
end,  grievance  committees  are  em- 
powered to  receive  complaints,  to  in- 
vestigate, mediate,  arbitrate,  and 
where  necessary,  refer  to  appropriate 
bodies  for  adjudication. 


When  you  consider  the  thousands  of 
patient-visits  a single  practitioner  ex- 
periences in  a year,  the  number  of 
grievances  reported  would  seem 
negligible. 

Perhaps,  but,  as  I mentioned,  accu- 
rate statistics  are  difficult  to  assemble. 


DR.  GRANDON 

The  State  Board  of  Medical  Education 
and  Licensure  estimates  that  it  receives 
about  a dozen  written  complaints  per 
year  regarding  physicians,  which  are 
referred  to  county  societies.  Less  than 
1 percent  of  Blue  Shield’s  corre- 
spondence a year  is  critical  of 
physicians.  The  State  Insurance  De- 
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partment  is  a potential  recipient  of 
complaints  as  are  private  carriers  and 
medicare  intermediaries.  The  State 
Bureau  of  Consumer  Protection  re- 
ceives a few  complaints  against 
physicians  each  year.  Some  dissatisfied 
patients  write  to  lawmakers  and,  of 
course,  a goodly  number,  unfortu- 
nately an  increasing  number,  engage 
an  attorney  and  file  suit;  so  that  the 
grievances  which  come  to  a county 
medical  society  do  not  totally  reflect 
the  grievance  picture. 

The  very  fact  that  a grievance  must 
be  in  writing  aborts  many  complaints. 
This  is  particularly  true  in  smaller  com- 
munities with  physician  shortages.  It's 
against  the  patient’s  self-interest  to 
bring  formal  charges  in  a letter  against 
his  family  physician  if  he  has  nowhere 
else  to  turn  for  medical  care.  So  I think 
we  must  be  extremely  careful  that  we 
do  not  become  complacent  about  the 
small  number  of  grievances.  The  gesta- 
tion of  some  form  of  national  health  in- 
surance is  related  in  part  to  dissatis- 
faction with  the  performance  of  the 
present  health  system. 

Do  all  sixty  county  medical  societies  in 
Pennsylvania  have  grievance  com- 
mittees? 

We  would  certainly  hope  so,  al- 
though interestingly  enough,  grievance 
committees  are  not  mandated  in  the 
State  Society’s  Constitution  and 
Bylaws.  They  are  recommended  in  the 
Model  Bylaws.  Now  the  mode!  is  just 
that,  a guide  which  we  hope  counties 
will  follow. 

In  preparing  for  this  interview,  I 
met  with  the  chairmen,  past  and 
present,  of  several  grievance  com- 
mittees to  get  their  ideas  and  experi- 
ence in  handling  grievances.  One  of 
the  recommendations  which  came  out 
of  that  discussion  was  that  the  model 
should  be  more  specific  in  establishing 
the  authority  of  grievance  committees. 
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I think  this  is  a good  idea  and  1 intend 
to  bring  it  to  the  attention  of  the  Com- 
mittee on  Constitution  and  Bylaws. 

As  you  know,  each  county  is 
required  to  keep  on  file  with  the  State 
Society  an  up-to-date  copy  of  its  con- 
stitution and  bylaws  which  is  to  be  in 
harmony  with  that  of  the  State  Society. 
It  would  be  very  helpful  if  all  the 
counties  would  send  us  copies  of  their 
constitutions  and  bylaws  each  time 
they  are  revised. 

If  a county  society,  which  seldom  re- 
ceives grievances,  wishes  to  organize  a 
committee  or  to  revise  its  present  com- 
mittee, what  would  you  recommend? 

The  size  of  grievance  committees 
varies  anywhere  from  five  to  fifteen, 
depending  on  the  volume  of  work 
handled  and  the  size  of  the  county  so- 
ciety. The  methods  whereby  members 
are  selected  also  vary.  In  one  large 
county,  the  chairman  is  an  elected  of- 
ficial of  the  society,  nominated  by  the 
nominating  committee  and  elected  at 
large.  Members  of  the  committee  are 
appointed  by  the  president.  In  another 
county,  the  grievance  committee  is 
elected,  with  the  committee  choosing 
its  own  chairman,  because  it  is  felt  that 
such  a strong  mandate  from  the 
members  enhances  the  work  of  the 
committee.  In  the  Model  Bylaws  the 
committee  is  appointed  by  the  pres- 
ident. 

According  to  the  model,  all  appoint- 
ments to  councils,  committees  and 
commissions  are  for  one  year.  How 
does  this  impact  on  the  grievance  com- 
mittee? 

Experience  is  one  of  the  most  valu- 
able assets  in  dealing  with  grievances. 
This  is  particularly  true  in  small 
counties  where  the  volume  is  low,  and 
meetings  are  infrequent.  There  should 
be  a written  or  unwritten  under- 
standing that  appointment  to  the  griev- 
ance committee  carries  with  it  a long- 
term commitment,  anywhere  from 
three  to  seven  years.  Never  more  than 
half  the  committee  should  be  replaced 
at  one  time. 

How  should  the  president,  or  the  mem- 
bership at  large  in  the  case  of  elected 
committees,  go  about  choosing 
members  of  the  grievance  committee? 
Is  geography  important? 


In  talking  with  present  and  past 
chairmen,  I find  that  certain  key 
specialties  are  of  greater  benefit  than 
geographic  distribution.  It  is  highly 
recommended  that  the  following 
specialties  be  represented  on  a griev- 
ance committee:  Orthopedics,  Psychia- 
try, Family  Medicine,  Internal  Medi- 
cine, Obstetrics  and  Gynecology,  and 
General  Surgery.  The  committee 
should  also  reflect  a mix  of  forms  of 
practice,  including  the  full-time  staff 
man,  as  is  true  of  the  county  society 
membership. 

Is  age  a factor? 

The  model  authorizes  interns  and 
residents  to  serve,  but  I think  you’d  get 
some  lively  discussion  on  that.  I have 
heard  opinions  calling  for  neither  very 
old  nor  very  young  physicians,  but 
men,  so  to  speak,  "in  the  thick  of 
things.” 

The  key  to  any  committee  Is  a good 
chairman.  Do  you  have  any  suggestions 
here? 

The  following  characteristics  are 
desirable,  but  by  no  means  all- 
inclusive:  (1)  experience  in  the  affairs 
of  organized  medicine;  (2)  grounding 
in  medical  ethics;  (3)  thick  skin  (able  to 
take  some  heat);  (4)  conscientiousness; 
and  (5)  skill  in  chairing  committees. 
There  is  no  question  that  the  chairman 
sets  the  philosophy  for  the  committee. 
Occasionally  he  must  nudge  it  in  the  di- 
rection he  would  like  to  see  it  go. 

Does  the  size  of  a county  medical  soci- 
ety have  any  relationship  to  its  ability 
to  conduct  a successful  grievance  com- 
mittee operation? 

It  certainly  does  in  one  respect;  prac- 
tice makes  perfect,  even  in  handling 
grievances.  It  is  unfair  to  expect  a 
county  with  one  or  two  grievances  a 
year  to  handle  them  with  the  same  ex- 
pertise as  perhaps  Philadelphia  or 
Allegheny  counties,  where  grievance 
committees  meet  monthly.  On  the 
other  hand,  the  one  grievance  I can 
recall  which  came  through  the  State  So- 
ciety and  was  handled  with  the  greatest 
dispatch,  about  two  weeks  I believe, 
was  from  a very  small  county. 

I also  remember  a complaint,  which 
when  communicated  to  the  appropriate 
county,  elicited  the  reply  that  the  sub- 


ject was  too  difficult  to  handle  at  the 
local  level. 

Is  there  need  for  a state  grievance  com- 
mittee? 

I would  be  against  this.  Grievances 
should  be  handled  at  the  local  level. 
Perhaps  a councilor  district  grievance 
committee  would  be  a possibility  and 
this  is  something  the  Committee  on 
Constitution  and  Bylaws  may  wish  to 
explore. 

What  are  the  time  parameters  within 
which  90  percent  of  all  grievances 
should  be  handled? 

Experienced  chairmen  say  30-60 
days.  However,  in  order  to  do  this,  the 
mechanics  for  acknowledging  and  re- 
ferring grievances  must  be  well  es- 
tablished. A form  letter  should  be  de- 
veloped acknowledging  grievances, 
which  goes  out  to  the  complainant  as 
soon  as  the  grievance  is  received.  There 
should  also  be  a form  letter  transmit- 
ting a copy  of  the  grievance  to  the  sub- 
ject physician  immediately  with  a 
request  for  his  reply  within  ten  days. 

Should  this  be  a registered  letter? 

Not  at  first.  A registered  or  certified 
letter  will  most  likely  be  interpreted  as 
a threat.  The  committee  should  keep 
the  lines  of  communication  to  the 
doctor  open  as  long  as  possible.  The 
registered  letter  may  be  the  last  one 
before  turning  the  case  over  to  the 
censors. 

Should  members  of  the  lay  public  be 
included  on  grievance  committees? 

It’s  a tempting  thought  in  this  age  of 
the  consumer,  but  the  consensus  among 
chairmen  to  whom  I have  spoken  is 
negative.  It’s  feared  that  confidentiality 
might  be  compromised.  I’m  sure  there 
are  also  other  considerations. 

Should  members  of  the  Bar  be  included 

on  grievance  committees? 

In  my  opinion,  no.  They  have  a role, 
and  that  is  in  advising  boards  of 
censors. 

What  is  the  most  frequent  type  of  griev- 
ance? 

About  90  percent  of  grievances  con- 
cern fees,  or  are  fee-related.  Most  of 
these  complaints  become  grievances 
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when  the  doctor  turns  the  account  over 
to  a collection  agency. 

Then  a certain  number  of  grievances 
are  inevitable? 

Not  necessarily.  Often  the  patient’s 
unhappiness  can  be  traced  to  a break- 
down in  communication  with  the 
doctor.  Frequently  this  occurs  with  an 
over-protective  secretary.  The  gal,  in 
trying  to  shield  her  employer,  does  a 
poor  job  of  answering  questions,  partic- 
ularly regarding  fees.  There  is  no  sub- 
stitute for  direct  communication  be- 
tween patient  and  physician. 

Some  years  ago  the  AMA  prepared  a 
sign  which  encouraged  patients  to 
discuss  fees  and  services  with  the 
physician.  In  the  September,  1969  issue 
of  Pennsylvania  Medicine,  we  ran  a 
similar  sign  as  a tear-out,  8x10.  suit- 
able for  framing.  It  stated: 

"To  All  My  Patients: 

As  a member  of  the  Pennsylvania 
Medical  Society.  I invite  you  to 
discuss  frankly  with  me  any  ques- 
tions regarding  my  services  or  my 
fees.  The  best  medical  service  is 
based  upon  a friendly,  mutual  un- 
derstanding between  patient  and 
physician.” 

It  may  be  necessary  to  run  this 
somewhat  regularly.  It  is  also  included 
in  all  our  new  member  kits. 

What  is  an  example  of  a fee-related 
problem? 

Typical  is  the  letter  which  states 
that  the  doctor  only  "popped  his  head 
in  the  door  of  my  hospital  room  and 
then  sent  me  a lovely  bill.”  There  is  a 
great  need  to  explain  the  services  a 
physician  provides  for  a hospital  pa- 
tient, but  not  directly  within  his  view. 

As  you  might  expect,  an  increasing 
number  of  grievances  come  from  a bad 
experience  at  a hospital  emergency 
room.  These  are  particularly  difficult 
to  handle  because  they  involve  a 
physician,  over  whom  we  may  have  ju- 
risdiction, and  an  institution,  over 
which  we  have  none.  New  ideas  are 
needed  here. 

What  kinds  of  grievances  can  a 
chairman  handle  by  himself? 

It’s  not  a good  idea  for  the  chairman 
to  stick  his  neck  out  too  far.  He  may 
do  a little  preliminary  digging,  but  by 
and  large,  he  should  take  the  grievance 


to  the  full  committee.  That’s  what  it’s 
for. 

Some  patients  shop  for  doctors  and  are 
never  satisfied. 

That’s  right,  and  their  grievance 
letters  will  frequently  list  the  doctors. 
Since  a grievance  committee  must  deal 
with  specifics,  it  is  best  to  get  them  to 
give  a full  written  report  on  their 
problems. 

How  do  you  handle  grievances  from 
patients  whom  you  think  may  have  a 
psychological  problem? 

These  cases  point  up  the  desirability 
of  having  a psychiatrist  on  the  com- 
mittee. Frequently  these  patients  wish 
to  meet  with  the  committee  in  person 
to  unburden  themselves.  Often  this  au- 
dience is  enough  to  resolve  the  case. 
When  such  patients  address  the  com- 
mittee, the  subject  physician  should 
not  be  present. 

Are  there  times  when  it  is  best  to  ig- 
nore a grievance? 

No! 

What  is  the  best  means  of  communi- 
cating with  the  doctor:  corre- 
spondence, telephone,  committee 
meeting? 

Correspondence  is  the  usual 
method,  although  occasionally,  a 
chairman  will  have  to  do  some  tele- 
phone follow-up  after  a case  has  been 
adjudicated. 

Is  there  any  way  doctors  can  prevent 
grievances? 

Communicate  with  patients,  don’t 
delegate  communication  to  allied 
health  personnel.  Some  physicians  find 
it  helpful  to  prepare  handout  sheets  for 
new  patients  explaining  the  ground 
rules  under  which  their  practice 
operates.  They  cover  such  items  as 
charges  for  insurance  forms,  missed 
appointments,  payment  of  bills,  house 
calls,  etc. 

In  cases  where  the  committee  finds 
against  the  doctor,  does  organized  med- 
icine really  have  any  “clout”? 

It  depends  on  what  you  mean.  In  a 
disputed  fee  case,  the  grievance  com- 
mittee has  the  power  to  recommend  an 
adjusted  fee  to  the  doctor.  If  he 
declines,  the  case  should  be  turned 


over  to  the  censors.  Of  course,  the  ul- 
timate chastisement  of  expulsion  is 
self-defeating  because  it  removes  the 
physician  from  the  jurisdiction  of  or- 
ganized medicine,  but  does  not  prevent 
him  from  practicing  medicine. 

What  role  does  the  State  Board  of  Med- 
ical Education  and  Licensure  play? 

Now  we  are  talking  about  more  than 
a grievance.  While  it  is  quite  true  that 
the  State  Board  has  the  authority  to  sus- 
pend and  revoke  licenses,  grievances, 
most  of  which  deal  with  fees  and  serv- 
ice, by  no  stretch  of  the  imagination 
constitute  such  a clear  and  present 
danger  to  patient  safety  that  a man’s 
license  should  be  jeopardized. 

If  the  State  Board  cannot  act,  how  can 
the  profession  be  better  policed? 

There  are  a number  of  possibilities. 
First,  hospital  medical  staffs  have  the 
legal  and  moral  responsibility  to  make 
their  credentials  committees  work.  This 
is  particularly  true  since  the  law  is 
changing  and  community  hospitals  are 
being  held  accountable  by  the  courts 
for  their  fiduciary  responsibilities.  In- 
cidentally, it  is  entirely  proper  for  a 
medical  staff  to  submit  a grievance. 

Second,  as  the  concept  of  peer  review 
becomes  better  understood,  and  here  in 
Pennsylvania  as  the  Society’s  Medical 
Care  Foundation  becomes  operational, 
certain  legal  immunities  must  be 
sought.  As  a matter  of  fact,  the  Legisla- 
ture is  currently  considering  a bill  to 
provide  legal  immunity  for  peer  review 
activity. 

And  finally,  it  is  possible  to  write  a 
medical  disciplinary  law,  by  and  for  the 
profession.  The  landmark  work  here 
was  done  in  the  state  of  Washington  in 
1955.  Their  experience  has  been  good 
and  we  are  seeing  other  states  follow 
their  lead.  Of  course,  the  continuing  ed- 
ucation requirement  of  the  Society  will 
have  an  effect,  because  may  of  our  dis- 
ciplinary problems  are  related  to  the 
need  for  a new  or  "educated”  attitude. 

The  Society  is  introducing  a new  medi- 
cal practice  act.  Aren’t  there  new  disci- 
plinary provisions  in  it? 

The  draft  act  does  speak  more 
specifically  to  discipline,  but  even 
should  this  language  emerge  untouched 
from  the  legislative  mill,  there  are  still 
formidable  problems.  The  State  Board 
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of  Medical  Education  and  Licensure  is 
woefully  understaffed  and  underbud- 
geted. Unless  drastic  action  is  taken  by 
the  Commonwealth,  the  prospects  of 
the  board  stepping  up  its  investigative 
and  disciplinary  activities  are  bleak. 

What  should  grievance  committees  do 
with  complaints  against  non-members? 

As  you  know,  the  board  discussed 
this  last  year  and  authorized  a letter  en- 
couraging county  societies  to  attempt 
to  deal  with  grievances  against  non- 
member medical  doctors.  The  reaction 
to  this  has  been  mixed.  It  does  place  the 
county  society  in  the  role  of  Good  Sa- 
maritan. The  public  relations  reverber- 
ations of  refusal  and  inaction  must  be 
weighed  against  the  risks  of  initiative 
and  possible  failure. 

Should  grievance  committees  be 
publicized? 

Opinion  is  divided.  The  fear  is  that 
publication  will  solicit  a flood  of  com- 
plaints. The  AMA  tells  us  this  has  not 
occurred  where  publicity  has  been 
given.  Grievance  committees  should  be 
publicized  to  the  profession,  of  that  I 
am  sure. 

Is  it  necessary  for  a doctor  who  is  the 


subject  of  a grievance  to  come  to  the 
meeting? 

No,  usually  his  letter  is  sufficient.  If  a 
visit  before  the  committee  is  necessary, 
the  physician  should  not  be  present 
when  the  patient  is  having  his  say  and 
vice  versa.  Confrontation  does  not  fa- 
cilitate mediation. 

Shouldn’t  there  be  an  appeal  mecha- 
nism for  grievances  just  as  there  is  in 
matters  of  censor? 

My  consultants  tell  me,  no.  Appeal 
mechanisms  dilute  the  effectiveness  of 
the  committee  and  draw  out  the  pro- 
ceeding. The  patient  always  has 
recourse  to  the  courts. 

What  role  should  the  executive  secre- 
tary play  in  handling  grievances? 

A very  limited  one.  If  he  gets  the 
grievance  first  as  a telephone  call  he 
may  be  able  to  abort  the  grievance  by: 
(1)  answering  questions  within  the 
realm  of  his  expertise,  (2)  encouraging 
direct  communication  with  the  physi- 
cian. 

How  about  the  M.D.  Secretary? 

Mediation  is  the  job  of  the  com- 


mittee. The  county  secretary  should  be 
extremely  careful  about  extending  him- 
self in  this  area. 

Some  people  who  have  very  legitimate 
grievances  may  be  least  able  to  write 
them  down. 

True.  In  this  instance,  there  is 
nothing  to  prevent  organized  medicine, 
either  the  State  Society  or  a county  so- 
ciety, from  assisting  the  patient  in  get- 
ting his  thoughts  down  on  paper.  There 
should  be  no  literacy  test  for  griev- 
ances. 

Besides  this  interview,  what  other  ac- 
tions could  be  taken  to  improve  griev- 
ance committee  performance? 

There  are  a number  of  possibilities. 
One  already  mentioned  would  be  some 
kind  of  district  grievance  committee, 
although  this  would  involve  expense. 
Probably  the  trustee  from  the  particular 
district  should  be  brought  into  the  pic- 
ture, at  some  point,  and  this  could  be 
done  now  without  additional  expense. 
Another  idea  calls  for  grievance  com- 
mittee workshops  at  which  members 
could  discuss  mutual  problems  and 
polish  up  their  skills  through  case 
studies  and/or  role-playing. 
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Approach  to  the  Medical  Care  of  the  Sick  Newborn  by 
Sophie  H.  Pierog  and  Angelo  Ferrara.,  281  pages.  St.  Louis, 
The  C.V.  Mosby  Company,  1971. 


Beginning  with  the  premise  that  every  newborn  infant 
must  be  considered  "at  risk”  because  of  the  extensive  changes 
which  all  organ  systems  undergo  shortly  after  birth,  Drs. 
Pierog  and  Ferrara  have  attempted  in  their  new  text  to  set 
forth  "practical  guidelines  to  the  physician  and  the  staff 
caring  for  the  daily  needs  of  the  newborn.”  They  do  not  offer 
this  book  as  a substitute  for  standard  texts  in  newborn  medi- 
cine. Rather,  they  hope  that  it  will  help  pediatricians  to 
utilize  modern  principles  of  care  when  dealing  with  the 
various  symptom  complexes  of  the  neonate. 

The  book  is  divided  into  two  parts.  The  first  is  concerned 
with  the  organization  and  dynamics  of  setting  up  and  staffing 
a modern  nursery.  It  is  necessarily  detailed  reading,  and  it 
follows  rather  closely  the  "Standards  and  Recommendations 
for  Hospital  Care  of  the  Newborn”  set  forth  by  the  American 
Academy  of  Pediatrics.  The  second  section,  on  the  other 
hand,  presents  a step-by-step  approach  to  the  major  signs, 
symptoms,  and  specific  clinical  conditions  of  the  sick  new- 
born. For  example,  in  the  chapter  devoted  to  the  "Infant  with 
a Heart  Murmur,”  succinct  information  is  provided  as  to  the 


differential  diagnosis  and  diagnostic  approach,  the  latter 
stressing  significant  points  in  the  history,  physical  examina- 
tion and  laboratory  aids.  Rather  than  presenting  a theoretical 
discussion  of  this  subject,  the  authors  describe  current  stan- 
dards for  dealing  with  this  physical  sign. 

The  final  pages  of  the  text  are  devoted  to  short  discussions 
of  current  thinking  about  nutrition,  resuscitation  and  ventila- 
tion, parenternal  fluids,  infectious  disease  control,  parental 
education,  follow-up  programs,  and  infant  placement.  Again, 
the  emphasis  is  on  the  imparting  of  concise  information 
rather  than  on  encyclopedic  treatise. 

The  book  is  hardly  exciting  reading,  but  this  was  not  the 
author’s  intention  in  writing  it.  In  fact,  its  main  value  lies  in 
the  methodical,  thorough  approach  to  the  sick  neonate  which 
Drs.  Pierog  and  Ferrara  present.  It  would  be  of  particular 
value  to  anyone  interested  in  evaluating  or  establishing  ade- 
quate modern  standards  of  care  in  the  newborn  nursery. 

David  A.  Smith,  M.D. 

Medical  Editor 
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cardiovascular  brief 


Cardiac  Arrest 
Part  II 


Irving  Imber,  M.D.,  questions  William 
G.  Leaman,  Jr.,  M.D.,  Fellow,  Council 
on  Clinical  Cardiology  of  the  American 
Heart  Association,  Unionville,  Penn- 
sylvania. 

What  is  the  treatment  if  cardiac  arrest 
occurs  in  spite  of  preventive  measures? 

In  this  event,  speed  is  the  keynote. 
The  aim  is  to  provide  an  ample  supply 
of  oxygenated  blood  to  all  vital  tissues 
until  regular  heart  beating  can  be  res- 
tored. The  brain  centers  are  the  most 
important.  Therefore,  it  is  urgent  that 
the  blood  flow  to  this  vital  area  be  re- 
turned within  four  minutes.  Of  almost 
equal  importance  are  the  kidneys, 
adrenal  glands,  and  the  liver.  In  most 
modern  hospitals,  all  essential  equip- 
ment for  these  cardiac  emergencies  is 
organized  and  is  quickly  accessible. 
For  the  procedure  itself,  first  lower  the 
head,  hold  the  legs  vertically  to  insure 
venous  return  to  the  heart  and  then  in- 
sert an  intratracheal  catheter.  When 
this  is  done,  the  lungs  can  be  inflated 
and  deflated  by  compressing  the  bag 
filled  with  oxygen.  If  cardiac  arrest 
should  occur  when  the  patient  is  away 
from  the  operating  room,  the  patient’s 
position  should  be  the  same.  However, 
pinch  the  nose  and  administer  mouth- 
to-mouth  breathing.  At  the  same  time 
a few  sharp  blows  should  be  given  over 
the  precordial  area,  using  the  closed 
fist.  This  maneuver  will,  many  times, 
cause  the  heart  to  beat  again.  If,  how- 
ever, there  is  no  result,  external  cardi- 
ac message  should  be  started  immedi- 
ately. 

How  is  external  cardiac  message  ad- 
ministered? 

Place  the  hand  over  the  lower  end  of 
the  sternum  and  press  downward  with 
sufficient  pressure  to  move  the 
sternum  about  3 cm  inward.  This 
should  be  continued  at  a rate  of  about 
55  to  60  per  minute.  Between  chest 
compressions  the  patient’s  arms  should 
be  raised  to  allow  the  lungs  to  expand. 
Then,  if  the  heart  beat  does  not  return, 
the  injection  of  a sterile  needle  into  the 
heart  muscle  is  in  order.  If  necessary, 
follow  quickly  with  an  injection  of  5 


cc  of  1-1000  solution  of  adrenalin  hy- 
drochloride directly  into  the  heart. 

When  is  external  electric  shock  used? 

If  the  equipment  is  available,  an 
electric  shock  is  used  in  cardiac  arrest 
as  well  as  to  terminate  a paroxysm  of 
ventricular  fibrillation.  This  is  ac- 
complished by  means  of  an  external 
electric  counter  shock.  However,  the 
120-volt  house  current  readily  avail- 
able must  be  converted  to  a range  of 
up  to  720  volts  by  a special  6:1  isola- 
tion transformer.  Contact  electrodes 
are  used  (7.5  cm  in  diameter).  One 
should  be  applied  to  the  upper  end  of 
the  sternum  and  the  other  over  the  left 
nipple.  The  current  duration  is  from 
0.1  to  0.2  second.  If  the  external  pace- 
maker and  the  apparatus  for  the 
application  of  external  counter  shock 
are  not  immediately  available  or  effec- 
tive, thoractomy  should  be  performed. 

Is  this  done  to  permit  direct  cardiac 
massage? 

The  thoracotomy  should  permit  the 
administration  of  cardiac  massage. 
The  heart  should  be  pressed  rhyth- 
mically against  the  under  sternal  sur- 
face. At  times  it  may  be  necessary  to 
open  the  pericardium  and  compress 
the  heart  between  the  two  hands. 

At  this  stage  what  are  the  chances  of 
successful  resuscitation? 

Today  only  a 30  to  35  percent  pa- 
tient survival  is  probable.  However, 


various  educational  programs  have  led 
to  an  earlier  diagnosis  of  cardiac  arrest 
along  with  some  improvement  in  the 
incidence  of  successful  resuscitation. 

In  our  rural  or  outlying  areas  where 
especially  equipped  help  is  lacking, 
what  can  we  do  to  combat  cardiac  ar- 
rest? 

Today  about  50  percent  of  patients 
who  have  had  cardiac  arrest  or  ven- 
tricular fibrillation  arrive  at  hospitals 
equipped  with  coronary  care  units  in 
time  to  receive  expert  supervision. 
While  awaiting  transportation  or  an 
especially  equipped  ambulance  team, 
the  more  simple  of  the  measures  I have 
described  may  be  used.  In  addition, 
previous  familiarity  with  emergency 
medication  should  enable  the  family  to 
administer  anti-arrhythmic  drugs  such 
as  pronestyl  and  quinidine  or  the  at- 
tending physician  may  elect  to  give 
200  milligrams  of  lidocaine  hydrochlo- 
ride intramuscularly  before  the  patient 
is  moved  to  the  hospital.  In  other 
words,  we  should  try  to  prevent  the 
cardiac  arrest  before  it  occurs.  This 
may  result  in  the  delivery  of  a higher 
percentage  of  patients  to  special  care 
units  when  moving  them  becomes  pos- 
sible. 

This  Brief  is  prepared  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Heart  Associa- 
tion. 
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cancer  forunn 


Chemotherapy  of  Cancer  of  the  Colon  and  Rectum 


Carcinoma  of  the  colo-rectum  is  one 
of  the  two  most  common  malignant 
lesions  in  the  United  States  today.  The 
annual  death  rate  is  approximately  18 
per  100,000  population,  a figure  which 
has  changed  little  in  the  past  twenty- 
five  years. 

Drugs  can  induce  complete  remis- 
sion in  gastrointestinal  cancer.  The  ini- 
tial observation  was  that  of  Rutman  et 
aP  in  1954.  They  found  that  rat  hepa- 
tomas, as  compared  to  normal  rat 
liver,  had  an  increased  utilization  of 
uracil.  Heidelberger  and  his  col- 
leagues^  then  designed  several  agents 
that  were  closely  related  to  uracil  and 
could  hopefully  block  its  utilization  by 
tumors.  5-Fluorouracil  (5-FU)  and  5- 
fluoro-2’-deoxyuridine  (5-FUdR)  were 
synthesized  and  found  to  be  active  in  a 
variety  of  transplanted  rodent  tumors. ^ 
5-FU  was  then  studied  and  found  to  be 
effective  in  gastrointestinal  cancer  in 
man. 

The  most  important  mechanism  of 
actions  of  the  fluorinated  pyrimidines 
is  the  inhibition  of  thymidylate  synthe- 
tase by  FUdRMP.  The  thymidine 
deficiency  produced  by  thymidylate 
synthetase  inhibition  is  presumably  the 
main  action  of  5-FU  and  5-FUdR. 

Clinical  responses  have  been  re- 
ported in  a variety  of  gastrointestinal 
cancers  to  treatment  with  5-FU  or  5- 
FUdR.  Since  FUdR  is  very  expensive 
and  difficult  to  manufacture,  the  dis- 
cussion that  follows  shall  be  limited  to 
results  with  5-FU. 

The  average  reported  rate  of  objec- 
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tive  remission  using  5-FU  is  20%  for 
patients  with  large  bowel  cancers.®  By 
"remission”  is  meant  objective  and  sig- 
nificant reduction  (greater  than  50  per- 
cent) in  tumor  size  for  2 months  or 
more.  Complete  remissions  are  in- 
frequent. The  duration  of  the  reported 
5-FU  partial  remissions  frequently 
lasts  6 months  or  less.  An  occasional 
long-term  remission  is  observed.  The 
usual  dose  administered  is  15 
mg/kg/day  x 3-4  days,  followed  by  7.5 
mg/kg  on  alternate  days  until  early 
toxicity  is  encountered  (stomatitis,  di- 
arrhea). The  maximum  daily  dose 
given  is  usually  1,000  mg. 

In  most  of  the  early  studies  5-FU  was 
administered  as  an  intravenous  (I.V.) 
medication.  Following  rapid  I.V.  injec- 
tion, 5-FU  is  rapidly  cleared.  There  is 
little  detectable  unchanged  drug  in  the 
plasma  three  hours  after  injection.  The 
drug  is  either  metabolized  or  actively 
secreted  by  the  renal  tubules. 

When  given  by  continuous  I.V.  in- 
fusion, the  toxicity  of  5-FU  is  decreased 
about  two-fold  (while  that  of  FUdR  is 
increased  about  25  times)  as  compared 
with  single  daily  injection.  The  results 
of  therapy  do  not  appear  to  be 
improved  using  continuous  I.V.  in- 
fusion. 

Following  oral  administration  of  5- 
FU  in  solution  the  drug  is  rapidly  ab- 
sorbed. The  I.V.  preparation  is  ad- 
ministered orally  (in  orange  juice)  at  a 
dose  of  1 5 mgm  per  kilogram  weekly.  A 
response  rate  equal  to  that  reported  by 
the  intravenous  route  has  been  ob- 


tained.5-FU  by  mouth  has  been 
found  to  be  a safe,  effective,  and  con- 
venient way  to  administer  5-FU  in 
colo-rectal  carcinoma  with  minimal 
side  effects.  It  is  particularly  effective  in 
treating  liver  metastases. 

Intrahepatic  arterial  infusion  of  5-  ' 
FU  has  been  shown  to  be  useful  in  the 
treatment  of  patients  with  progressive 
metastases  to  the  liver.®  Sixty-nine  of  ' 

1 13  patients  (61  percent)  had  objective 
improvement  and  prolonged  survival 
after  a 21 -day  course  of  instillation  of 
5-FU  directly  into  the  hepatic  artery. 
Many  of  these  patients  had  failed  5-FU 
given  by  the  conventional  intravenous 
route.  ; 

Toxic  effects  from  5-FU  therapy  are  i 
observed  in  the  rapidly  proliferating 
tissues — bone  marrow,  G.I.  tract,  and  i 
sometimes  the  skin,  conjunctivae, 
vaginal  and  other  mucosal  tissues,  i 
Severe  toxicity  is  associated  with  exten- 
sive ulceration  and  hemorrhage  of  the 
G.I.  tract  and  bone  marrow  aplasia.  In 
early  studies  using  loading  I.V.  courses 
of  5-FU  severe  toxicity  occurred  in  up 
to  10  percent  of  treated  patients.  In  ad- 
dition, occasionally  delayed  granulocy- 
topenia or  thrombocytopenia  is  seen  7- 
14  days  after  the  last  dose  of  a loading 
course  of  therapy. 

Treatment  with  5-FU  in  colo-rectal 
cancer  is  not  curative.  Remissions  of 
relatively  brief  duration  in  established 
metastatic  disease  can  be  achieved.  The  ; 
natural  history  of  the  stage  of  the 
disease  thus  becomes  a most  important 
determinant  of  when  to  treat  with 
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drugs.  Treatment  is  usually  reserved  for 
a time  when  progression  of  disease  has 
been  documented. 

Several  studies  have  failed  to  show 
any  benefit  of  adjuvant  chemotherapy 
(thio  TEPA  or  5-FU,  FUdR)  adminis- 
tered at  the  time  of  operation  and  in  the 
immediate  postoperative  period.  Thio 
TEPA  was  administered  in  four  doses 
of  0.2  mg/kg  - one  intraperitoneal  dose, 
one  I.V.  dose  administered  in  the 
operating  room,  and  I.V.  doses  on  the 
first  and  second  postoperative  days.'® 
5-FU  in  another  study  was  given  at  a 
dose  of  12  mg/kg  I.V.  for  5 successive 
days  beginning  14  days  after  surgery 
and  again  six  weeks  later.  Treated  pa- 
tients had  a "curative”  resection  prior 
to  institution  of  therapy.  At  4'/2  years 


the  survival  rate  was  similar  in  treated 
and  control  patients." 

Chemotherapy  administered  for  a 
prolonged  period  has  been  felt  to  be  of 
value  in  treating  patients  with  known 
lymph  node  involvement  at  the  time  of 
surgery."  5-FU  was  given  at  a dose  of 
12  mgm/kg  I.V.  for  5 days  every  six 
weeks  until  death  or  evidence  of 
progression  of  disease.  Survival  at  18 
months  is  30  percent  in  treated  pa- 
tients compared  to  16  percent  in  con- 
trols. 

1 -(2-chloroethyl)-3-cyclohexyl-ni- 
trosourea  (CCNU)  is  one  of  the  group 
of  nitrosoureas  with  the  empirical 
formula  of  C9H16C1N3O2.  It  is  lipid 
soluble.  It  acts  as  a biologic  alkylating 
agent  and  also  inhibits  several  key  en- 
zymatic processes  which  ultimately 


lead  to  the  formation  of  DNA.  The 
most  consistent  toxicities  involve  the 
bone  marrow,  lymphoid  tissue,  liver, 
kidneys,  and  gastrointestinal  tract. 
Twenty-five  patients  were  treated  with 
a dose  of  CCNU  at  a starting  dosage  of 
130  mgm/M^.  Initial  tumor  regression 
was  observed  in  six  of  the  patients. 
CCNU  appears  to  be  an  active  agent 
in  advanced  gastrointestinal  cancer. 

Combination  chemotherapy  has 
been  shown  to  be  of  value  in  leukemia, 
lymphomas,  and  a variety  of  solid 
tumors.  Patients  at  the  Milton  S. 
Hershey  Medical  Center  with  colo- 
rectal cancer  are  being  treated  with  a 
combination  of  5-FU  and  CCNU.  To 
date  we  have  seen  responses  in  patients 
with  pulmonary  metastases. 
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^ physician’s  psychological  support  is  confirmed 
Wm  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Doubie  Biind  Study) 
T.  Jakobovits 

Fertiiity  and  Steriiity,  January  1970 
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American  Fertiiity  Society 
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Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 
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PrS~3dtG^  (chlorphantermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types;  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect:  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Safe  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate. 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Ovgrdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  ccnsidered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


the  trend  is 
toward  our  kind 
of  anorectic 

Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

♦ low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-aniphetammt 
or  phenmietrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

♦ weight  loss  comparable  to  d-amphetamine  and 
phenmctrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (cMorphentermine  HCl)...the  increasmgly  practical  appetite  suppressant 
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continuing  education 


PENNSYLVANIA 

MEDICINE 


Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported, 
Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


DERMATOLOGY 

Sayre;  August  10,  1971 — June  6,  1972 

Rotating  Specialty  Seminar/Dermatology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  6 weeks;  6 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


ENDOCRINOLOGY 
Sayre;  July  20,  1971— May  23,  1972 
Rotating  Specialty  Seminar/Endocrinology;  at 
Robert  Packer  Hosp.;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAGP  credit  approved.  Con- 
tact Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E.,  Robert 
Packer  Hosp.,  Guthrie  Square,  Sayre  18840. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — Juhe  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1 hr.  per  day;  1 day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  & Communi- 
ty Medicine,  M.S.  Hershey,  Hershey  17033. 


GENERAL  MEDICINE 

Allentown  Hospital;  September  9,  1971  - June  8, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  1 day  ea. 
mo.;  3 hrs.  ea.  day;  30  hrs.  AAGP  credit  approved; 
fee  = none.  Contact  John  H.  Killough,  Ph.D., 
M.D,,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Altoona  Hospital;  October  7,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  2 days  ea. 
mo.;  2 hrs.  per  day;  AAGP  credit  approved;  fee  = 
none.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Bethlehem;  September  16,  1971  - May  18,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  at  St.  Luke's 
Hosp.;  1 day  ea.  mo.;  3 hrs.  per  day;  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Bradford;  October  19,  1971  - May  16,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS,  Pitt  and  Western  Pa.  RMP;  at  Penn 
Hills  Club;  third  Tues.  ea.  mo.  except  Dec.  aho 
Jan.;  18  hrs.  AAGP  credit  requested;  tee  to  be  an- 
nounced. Contact  William  M.  Cooper,  M.D.,  Dir.  of 
Cont.  Educ.,  Pitt.,  Scaife  Hall,  Pittsburgh  15213. 


Bradford  Hospital;  September  1.  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician’s  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Miiton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Carlisle  Hospital;  Friday  each  week  (September  - 
June  30) 

Continuing  Medical  Education  Program;  1 hr. 
ea.  Fri.;  36  weeks;  AAFP  credit  requested.  Contact 
Robert  J.  McConaghie,  M.D.,  Course  Dir.,  Carlisle 
Hosp.,  224  Paree  St.,  Carlisle,  Pa.  17013. 


Chester;  September  7,  1971 — May  23,  1972 
AMA — Cohtinuing  Education  Program;  at 
Crozer-Chester  Med.  Center;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  38  weeks;  76  hrs. 
AAGP  credit  requested;  76  hrs.  ACGP  credit 
approved.  Contact  Frederick  K.  Heath.  M.D., 
D.M.E.,  Hahnemann,  230  N.  Broad  St,, 
Philadelphia  19102. 


Coatesville  VA  Hospital;  September  23, 
1971— May  25,  1972 

The  Laboratory  and  the  Clinician;  1 hr.  a day:  1 
day  per  mo;  9 hrs.  AAGP  credit  requested.  Con- 
tact John  C.  Cottrell,  M.D.,  Chief,  Laboratory  Serv- 
ices, Coatesville  VA  Hosp.,  Coatesville  19320. 


Easton  Hospital,  September  15,  1971  - June  21, 
1972 

AMA — What’s  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IVz  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


Erie;  September  16,  1971 -May  12,  1972 
AMA  — A Program  of  Continuing  Medical  Edu- 
cation; at  St.  Vincent  Hospital;  by  Jefferson  and 
Penn  State;  3 hrs.  per  day;  1 day  per  week;  12 
weeks;  36  hrs.  AAGP  credit  approved.  Contact 
John  H.  Killough,  Ph.D.,  M.D,,  Assoc.  Dean,  Jef- 
ferson, 1025  Walnut  St,,  Philadelphia  19107. 


Gettysburg;  January  19  - May  17,  1972 
Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  at 
Annie  Warner  Hospital;  every-other  week,  alternat- 
ing Tues.  and  Wed.;  24  hrs.  AAGP  credit 
requested;  fee  to  be  announced.  Contact  PMS 
(Continuing  Education),  20  Erford  Rd.,  Lemoyne 
17043. 


Hanover  General  Hospital;  October  20,  1971  - May 
18,  1972 

Current  Medical  and  Surgical  Concepts  (A 


in  one  category  or  another,  for  the  AMA’s 


Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  one 
ea,  mo.  except  Jan.  and  Feb.;  12  hrs.  AAGP  credit 
requested.  Contact  PMS  (Continuing  Education), 
20  Erford  Rd.,  Lemoyne  17043. 


Hazleton  State  General  Hospital;  September  1 - 
June  1 

AMA  (required  credit)  — A Program  of  Con- 
tinuing Medical  Education;  by  U.  of  Pa.;  I’/a  hrs.  ea. 
day;  Thurs.  ea.  week;  36  weeks;  54  hrs.  total;  40  hrs. 
AAGP  credit  approved.  Contact  Robert  Gunderson, 
M.D.,  D.M.E.,  Hazleton  State  Gen.  Hosp.,  Hazleton 
18201. 


Lancaster  General  Hosp.;  September  7,  1971  - May 
30,  1972 

Continuing  Education  Program;  1 day  per  week;  3 
hrs.  per  day;  29  days;  AAGP  credit  requested;  fee 
= none.  Contact  John  H.  Esbenshade,  Jr..  M.D., 
Dir.  Med.  Educ.,  Lancaster  General  Hosp.,  555  N. 
Duke  St.,  Lancaster  17604. 


Lancaster  Osteopathic  Hospital;  September  23, 
1971  - May  25,  1972 

AMA  — Continuing  Education  Program;  by  Hah- 
nemann; 2 hrs.  per  day;  1 day  per  week;  17  weeks; 
34  hrs.  AAGP  and  ACGP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St,,  Philadelphia  19102. 


Lock  Haven  Hospital;  December  IS,  1971  - May 
31.  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram); by  PMS  and  Susquehanna  Valley  RMP;  first 
and  third  Wed.  except  holidays:  30  hrs.  AAGP 
credit  requested,  fee  to  be  announced.  Contact 
PMS  (Continuing  Education),  20  Erford  Rd., 
Lemoyne  17043. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr.  per  day:  1 day 
ea.  mo.  (except  July  and  Aug.);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D..  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  15,  1971  - May  17.  1972 
Continuing  Medical  Education  Seminars:  at 
Methodist  Hospital;  1 day  ea.  mo.;  2 hrs.  per  day: 
18  hrs.  AAGP  credit  requested;  fee  = none.  Con- 
tact John  N.  Giacobbo,  M.O.,  D.M.E.,  Methodist 
Hosp.,  2301  S.  Broad  St.,  Philadelphia  19148. 


Philadelphia;  January  4 - May  16.  1972 
AMA  — Current  Topics  of  Interest  to  the  Family 
Physician;  at  Jefferson;  2 hrs.  per  day;  1 day  per 
week;  20  weeks;  40  hrs.  AAGP  credit  requested; 
fee  = $150.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Philadelphia;  September  8,  1972  - June.  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Franktord  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Pittsburgh;  August  5,  1971  - June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1 hr.  per  day; 
AAGP  credit  requested:  min.  enrollment  = 30;  fee 
= none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St.,  Pitts- 
burgh 15201. 


Pittsburgh;  September  2,  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
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Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day:  32  weeks;  min.  enrollment  6;  AAGP  credit 
reqyested;  fee  = $50  for  ea.  10-week  series.  Con- 
tact Paul  W.  Dishart,  M.D..  D.M.E.,  St.  Margaret 
Memorial  Hosp.,  265  46!h  St.,  Pittsburgh  15201. 


Pittsburgh;  October  21,  1971  -Junel,  1972 
Seminars  for  the  Primary  Physician;  at  Pitt;  2 
hrs.  ea.  evening:  1 day  per  week;  27  weeks;  54 
hrs.  AAGP  credit  requested;  fee  = $10  per  ses- 
sion ($150  for  all  27).  Contact  William  M.  Cooper, 
M.D..  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


Pittsburgh;  July  14,  1971  - June  23,  1972 
Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  fee  = none.  Contact  Paul 
W.  Dishart,  M.D..  D.M.E.,  St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  1 5201 . 


Pittsburgh.  April  20  - July  20,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hosp.;  Grand  Medical  Rounds; 
1 hr.  ea.  day;  third  Thurs.  ea.  mo.;  AAFP  credit 
requested.  Contact  Wiliam  C.  Cooper,  M.D.,  Dir. 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


Pottsvilie;  September  30,  1971  - May  25.  1972 
AMA — Continuing  Medical  Education  Program; 
by  Hahnemann;  at  Good  Samaritan  Hosp.;  2 hrs. 
ea.  mo.;  last  Thurs.;  AAFP  credit  approved  (2  hrs. 
per  session).  Contact  Norman  M.  Wall.  M.D., 
DmM.E.,  Good  Samaritan  Hosp.,  E.  Norwegian 
Street,  Pottsvilie  17901. 


Pottsvilie  Hospital;  September  2,  1971  - June  1, 
1972 

AMA  — A Program  of  Continuing  Medical  Edu- 
cation; by  Jefferson  and  Penn  State;  first  Thurs. 
ea.  mo.;  2 hrs.  ea.  day;  20  hrs.  AAGP  credit 
approved;  fee  = none.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson.  1025  Walnut 
SI..  Philadelphia  19107. 


Punxsutawney;  March  16-December  14.  1972 
AMA-— Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trurizo,  M.D.,  Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 15767. 


Reading;  September  28,  1971  - May  23,  1972 

1971-1972  Continuing  Education  Program;  at  St. 
Joseph's  Hosp.;  4th  Tues.  of  ea.  mo.  except  Dec., 
1 hr.  ea.  day;-  8 hrs.  AAGP  credit  approved.  Con- 
tact Kenneth  M.  Schreck,  M.D.,  Med.  Oir..  St. 
Joseph's  Hosp.,  Reading  19610. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 

AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd..  Wilkes-Barre  18703. 


Sellersville:  September  22.  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo.;  B months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath, 
M.D..  Dir.,  Cent.  Educ.,  Hahnemann,  230  N.  Broad 
St..  Philadelphia  19102. 


Somerset  Community  Hospital;  Fourth  Tuesday  of 
each  month 

A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea.  day;  24  hrs.  AAGP  credit  requested  ea.  year. 
Contact  William  W.  Ayres.  M.D.,  Pathologist, 
Somerset  Community  Hosp.,  225  S.  Center  Ave.. 
Somerset  15501. 


Uniontown  Hospital;  September  22,  1971  - June 
21,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 


gram): by  PMS,  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested;  fee  to  be  announced.  Contact 
William  M,  Cooper.  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall,  Pittsburgh  15213. 


HEMATOLOGY 

Sayre:  July  12,  1971  - June  5,  1972 
Rotating  Specialty  Seminar/Hematology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  15 
weeks;  15  hrs.  AAGP  credit  approved.  Contact 
Paul  C.  Royce,  M.D.,  Ph.D.,  D.M.E. , Robert  Packer 
Hosp,,  Guthrie  Square,  Sayre  18840. 


INTERNAL  MEDICINE 

Philadelphia;  October  6,  1971  - May  31,  1972 
AMA  — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  ea.  day;  1 day  ea.  week;  32  weeks: 
96  hrs.  AAGP  credit  approved;  $175  fee  ($50  ea. 
sub-specialty  — Hematology  & Medical  Oncology, 
October  6 to  November  17;  Gastroenterology, 
November  24.  1971  to  February  9,  1972,  Dermatol- 
ogy & General  Topics,  February  16  to  April  19; 
Cardiology.  April  26  to  May  31).  Contact  Mrs.  Sage 
Cordell,  Asst.  Dir.  PG  Educ..  Hahnemann.  230  N. 
Broad  St..  Philadelphia  19102. 


Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D..  Dir.,  Tumor 
Clinic.  Community  Gen.  Hosp..  145  N.  Sixth  St., 
Reading  19601 . 


NEPHROLOGY 

Sayre;  September  13,  1971  - May  29,  1972 

Rotating  Specialty  Seminar/Nephrology;  at  Rob- 
ert Packer  Hosp.;  1 hr.  per  day;  1 day  per  week;  9 
hrs.  AAGP  credit  approved.  Contact  Paul  C. 
Royce,  M.D..  Ph.D.,  D.M.E.,  Robert  Packer  Hosp., 
Guthrie  Square,  Sayre  10840. 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dales  by  arrangement) 

Workshops  in  Family  Planning:  by  Pitt;  at 
Magee-Womens  Hosp.;  SVa  hrs.  per  day:  1 day  per 
week;  two  successive  Fridays;  7 hrs.  AAGP  credit 
requested;  fee  = $50.  Contact  Marvin  C.  Rulin. 
M.D.,  Magee-Womens  Hosp.,  3400  Forbes  St.. 
Pittsburgh  15213. 


OPHTHALMOLOGY 

Abmgton  Memorial  Hospital;  September  22, 
1971-— May  22,  1972 

S-Recent  Trends  on  Ophthalomology;  I’/j  hrs. 
per  day;  1 day  per  mo.;  9 mos.  13  hrs.  total;  max, 
enrollment— 15;  fee=none.  Contact  William  H. 
Mahood,  Dir.  of  Post-Graduate  Education,  Ab- 
ington  Memorial  Hosp.,  1200  York  Rd.,  Abington 
19001. 


PHARMACOLOGY 

Philadelphia  General  Hospital;  September  29, 
1971  - May  31.  1972 

AMA  — Current  Concepts  in  Clinical  Phar- 
macology; by  Hahnemann  and  American  Society 
for  Clinical  Pharmacology  and  Therapeutics;  3 
hrs.  per  day;  1 day  per  week;  35  weeks;  105  hrs. 
AAGP  credit  requested;  fee=none.  Contact 
Frederick  K.  Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


PHYSIOLOGY 

McKeesport  Hospital;  January  14  - June  9.  1972 
AMA — The  Physiological  Basis  of  Medical  Prac- 
tice; by  Pitt;  2 hrs.  a day;  Fri.  ea.  week;  13  weeks; 
26  course  hours;  AAFP  credit  approved  (2  hrs.  ea. 
session).  Contact  Frank  H.  Bondi,  M.D.,  Chrm., 
Dept,  of  Surg..  McKeesport  Hosp.,  1500  Fifth  Ave., 
McKeesport  15132. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27, 
I971.--June  12,  1972 

S-Semiriar  in  Psychiatry;  I’/j  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment— 30;  fee=  none.  Contact  William  H.  Mahood, 
'M.D.,  Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp.,  1200  York  Rd.,  Abington  19001 . 


Easton  Hospital;  September  27,  1971  - June  26. 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 


nemann; IVz  hrs.  per  day;  1 day  per  mo.;  9 mos.; 
laVz  hrs.  AAGP  credit  requested;  fee=none.  Con- 
tact Paul  Jay  Fmk,  M.D..  Oir.  of  Educ.  & Training. 
Dept,  of  Mental  Health  Sciences,  Hahnemann,  230 
N.  Broad  St.,  Philadelphia  19102. 


Norristown  State  Hospital;  September  10.  1971 
May  12,  1972 

S — Intensive  Review  of  Psychiatry;  I’A  hrs. 
per  day:  1 day  per  week;  31  weeks;  min.  enroil- 
ment  = 8;  fee=$100.  Contact  John  D.  Pruitt,  M.D., 
Dir.,  Program  for  Cont.  Educ.  for  Psychiatrists, 
Norristown  Stale  Hosp.,  Stanbridge  & Slengere 
Sts.,  Norristown  19401 


Norristown  Stale  Hospital;  March  3 - May  19,  1972 
S — Family  Therapy  li;  iy2  hrs.  per  day;  1 day 
per  week;  10  weeks;  min.  enroMmenl  = 8: 
fee  = S50.  Contact  John  D.  Pruitt.  M.D.,  Dir.,  Pro- 
gram lor  Cont.  Educ.  for  Psychiatrists,  Norristown 
State  Hosp.,  Stanbridge  & Sterigere  Sts.,  Norris- 
town 19401. 


Norristown;  (dales  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co.  Mental  Health  Clinics;  by  The  Institute 
of  Pa.  Hosp.,  PMS  and  PAGP;  2 hrs  per  day;  1 day 
per  week;  12  weeks;  24  hrs.  AAGP  credit 
requested;  fee  = $25.  Contact  Sydney  E.  Puiver. 
M.D,,  Dir.,  The  Institute  of  the  Pa.  Hosp  . Ill  N 
49lh  St.,  Philadelphia  19139. 


Philadelphia:  September  7,  1971  - June  6,  1972 
S/AMA  — Advances  in  Psychiatry  and 
Behavorial  Sciences;  by  Institute  of  Pa.  Hosp.  and 
U.  of  Pa.;  at  the  Institute;  IV2  hrs.  ea.  day;  1 day 
ea.  mo.;  10  mos.;  tee  = $50.  Contact  Peter  B. 
Bloom,  M.D,,  Coordinator,  Cont.  Educ.  for  Psychi- 
atrists. The  Institute  of  Pa.  Hosp,.  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia;  October  13,  1971  - May  17.  1972 
AMA  — Seminars  in  Psychotherapy:  Short-term, 
Crisis  & Supportive  Therapies;  by  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks  per  semi- 
nar; AAGP  credit  requested;  fee^SISO  for  30 
weeks,  $75  for  10  weeks.  Contact  Paul  Jay  Fmk, 
M.D..  Dir.  of  Educ.  & Training,  Dept,  of  Mental 
Health  Sciences.  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


Philadelphia;  March  18  ■ May  27,  1972 
S/AMA  — Principles  and  Techniques  of  Group 
Psychotherapy;  at  The  Institute  of  Pa.  Hosp.;  by  U. 
of  Pa.  and  The  institute;  2 hrs.  ea.  Saturday;  10 
weeks;  fee~$100;  max.  enrollment=  15.  Contact 
Peter  B.  Bloom.  M.O.,  Coordinator  of  Cont. 
Educa.,  The  Institute  of  the  Pa.  Hosp.,  111  N.  49lh 
St.,  Philadelphia  19139. 


Philadelphia;  March  22  - May  24,  1972 
AMA  — Adolescence  and  the  Youth  Culture;  by 
Hahnemann;  2 hrs.  pe.''  day:  1 day  per  week;  10 
weeks;  AAGP  credit  requested;  fee— $75.  Contact 
Paul  Jay  Fink,  M.D.,  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences,  Hahnemann.  230 
N Broad  St..  Philadelphia  19102. 


Philadelphia;  March  22-May  24,  1972 
S/AMA  — Advanced  Marital  Therapy  — Treating 
Sexual  Incompatibility;  by  the  Institute  of  Pa. 
Hosp.  and  U.  of  Pa.;  at  Marriage  Council  of 
Philadelphia;  2yj  hrs.  per  day;  1 day  per  week;  10 
weeks;  fee“$100.  Contact  Peter  B.  Bloom,  M.D., 
Coordinator.  Cont.  Educ.  tor  Psychiatrists,  The  In- 
stitute of  Pa.  Hosp.,  Ill  N.  49th  S!..  Philadelphia 

19139. 


Warren  State  Hospital;  February  25  - June  24,  1972 
Visiting  Lecturer  Series  in  Psychiatry;  Friday  af- 
ternoon and  Saturday  morning  (two  or  three  times 
a month);  6 credit  hours  each  session;  AAFP  cred- 
it requested.  Contact  A.Y,  Hoshino,  M.D.,  Asst. 
Supt..,  Warren  State  Gosp.,  Box  249,  Warren  16365. 


SURGERY 

Easton  Hospital;  March  17  - November  3,  1972. 

O/S — Visiting  Professor  in  Surgery;  1 day  a mo.; 
(Mar.,  June,  Sept,  and  Nov.);  no  fee;  creditable 
hours.  Contact  Lee  S.  Serfas,  M.D.,  Dir.  of  Surg,. 
Easton  Hosp.,  21st  & Lehigh  Sts..  Easton  18042. 
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OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


allergy 

May  1 - June  23,  1972;  Philadelphia 

PG/AMA  — Clinical  Immunology  Tutorial 
Course;  at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
lee  = $500.  Contact  Frederick  K.  Heath,  M.D  . 
Dir..  Cont.  Educ..  Hahnemann.  230  N.  Broad  St.. 
Philadelphia  19102. 


June  2-4,  1972;  Hershey  Hotel 

C — 24th  Annual  Meeting,  Pa.  Allergy  Assoc.;  3 
hrs.  per  day;  9 hrs.  AAFP  credit  approved.  Contact 
Stanley  C.  Ushinski,  M.D.,  Prgm.  Chrm..  Pa. 
Allergy  Assoc..  Narrows  Mall  Off.  Bldg.,  Kingston 
18704. 


ANESTHESIOLOGY 
May  19-20,  1972;  Champion 
C/AMA — This  Brave  New  World  (Annual  Meet- 
ing - Pa.  Society  of  Anesthesiologists);  by  Pitt;  at 
Seven  Springs  Mountain  Resort;  5 hrs.  AAFP  cred- 
it requested;  fee  = $10  (no  charge  for  residents  & 
fellows).  Contact  Bernard  Wolfson,  M.D.,  Chrm, 
Prgm.  Cmte.  Pa.  Soc.  of  Anesthes.,  Mercy  Hosp., 
Pittsburgh  15129. 


ARTHRITIS  & RHEUMATISM 
Continuous;  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week,  4 
weeks;  fee  = $150  Contact  Frederick  K Heath. 
M D . Dir.,  Cont  Educ  . Hahnemann,  230  N Broad 
St  . Philadelphia  19102 


CARDIOVASCULAR  DISEASE 

Continuous  (2  or  3 weeks  in  each  sub-'eclion); 
Philadelphia 

PG/AMA  — Tutorial  Courses;  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics,  Car- 
diac Care  Unit,  Eleetrophysiology;  Vector-Elec- 
trocardiography and  Cardiovascular  Phar- 
macology, Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo.  Clinical  Cardiology  and  Car- 
diovascular Surgery,  at  Hahnemann.  6,  7,  8.  or  9 
hrs  per  day;  10  or  15  days;  fee  = $300  ea  sub- 
section. Contact  Frederick  K Heath.  M D , Dir  , 
Cont  Educ  . Hahnemann.  230  N Broad  St  . 
Philadelphia  19102 


June  6-7.  1972.  Pittsburgh 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa,  Heart  Assoc  and 
Western  Pa.  Heart  Assoc  ; 7 hrs  per  day;  2 days; 
fee=$40.  Contact  Div.  of  Cont.  Educ  , Pitt.  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


July  17-19,  1972,  Philadelphia 

C/AMA  — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann;  7 hrs.  per  day;  3 days;  21  hrs. 
AAGP  credit  requested;  fee  = $125.  Contact 
Frederick  K Heath.  M D..  Dir.,  Cont.  Educ.,  Hah- 
nemann, 230  N Broad  St,.  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah- 
nemann; 7,  8.  or  9 hrs.  per  day;  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath.  M.D.,  Dir., 
Cont  Educ.,  Hahnemann,  230  N.  Broad  SI  , 
Philadelphia  19102 


May  25-27.  1971 ; Pittsburgh 

AMA/C  — Critical  Care  (Acute)  Medicine;  by 
Pitt  and  American  College  of  Chest  Physicians;  at 
Pill.  Contact  Esther  BarCarmi.  Registrar,  Con- 
tinuing Education  Programs,  American  Coll,  of 
Chest  Physicians,  112  E Chestnut  St,,  Chicago,  III 
60611 


October  9-20,  1972;  Philadelphia  (repeat  February 
5-16,  1973) 


PG — Broncho-Esophagology;  at  Temple; 
planned  for  chest  physicians,  thoracic  surgeons, 
anesthesiologists  and  gastroenterologists.  Con- 
tact Chevalier  Jackson  Clinic.  Temple.  3401  N. 
Broad  St.,  Philadelphia  19140. 


EMERGENCY  MEDICINE 
September  7-9,  1972;  Hershey 

C/AMA — Continuing  Education  for  Hospital 
Emergency  Department  Physicians  and  Nurses;  by 
Committee  on  Trauma  of  the  Amer.  Coll,  of  Sur- 
geons and  Dept,  of  Surg.  at  M.S.  Hershey.  Fee  = 
$100.  AAFP  credit  requested.  Contact  W.  E. 
DeMuth,  M.D.,  Dept,  of  Sur.,  M.S.  Hershey, 
Hershey  1 7033. 


GASTROENTEROLOGY 
June  28-30.  1972;  Pittsburgh 

C/AMA — Common  Problems  of  the  Upper  G.l 
Tract;  at  Pitt;  20  hrs.  AAFP  credit  approved,  fee  = 
$100  ($50  for  residents).  Contact  William  M Coo- 
per, M D . Dir  , Div.  of  Cont.  Educ,,  Pitt.,  1022-H 
Scaife  Hall.  Pittsburgh  15213. 


GENERAL  MEDICINE 
Continuous.  Philadelphia 

PG/AMA  — Tutorial  Courses.  Basic  General 
Medicine  (7-8  hrs.  per  day:  60  days:  fee=$700); 
Critical  Care  Medicine  (8-9  hrs  per  day;  10  days, 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D  , Dir.,  Cont.  Educ..  Hahnemann,  230  N. 
Broad  St  , Philadelphia  19102 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C  P ; may  be  arranged  as  1 day  per  week  in 
16-week  block  (a  $200-$300,  2 weeks  (a  $250.  3 
weeks  (q  $375  or  1 month  (a  $500,  programs 
available  m Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery.  Contact  Gerald  H 
Escovitz,  M.D  . Dir.  Regional  Medical  Program  Ac- 
tivities. M.C.P..  3300  Henry  Ave.,  Philadelphia 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochesler  Hospi- 
tals (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo. ; Washington  Hospital 

M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for  Contact  Alvin  P 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg.. 
3530  Forbes  Ave.,  Pittsburgh  15213. 


May  25-27,  1972;  Pittsburgh 
C/AMA — The  Sixth  Annual  Symposium  on  Criti- 
cal Care  Medicine;  by  Pitt.  Society  of  Critical-Care 
Medicine,  American  College  of  Chest  Physicians. 
American  Assoc,  of  Critical-Care  Nurses  and 
Allegheny  Co.  Council  on  Emergency  Med.  Serv- 
ices; at  Hilton  Hotel;  6 hrs.  ea.  day;  18  hrs.  AAFP 
credit  requested;  fee  = $100  ($85  for  members  of 
SCCM  and  ACCP — $50  for  residents  and  non- 
physicians). Contact  William  M.  Cooper.  M.D..  Dir. 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall.  Pitts- 
burgh 15213. 


nephrology 
June  5-7,  1972;  Philadelphia 

C/AMA  — Nephrology  (or  the  Practicing  Physi- 
cian; by  Hahnemann;  at  Holiday  Inn;  7 hrs.  ea. 
day;  3 days;  21  hrs.  AAGP  credit  requested;  $125 
fee.  Contact  Mrs.  Sage  Cordell.  Asst.  Dir..  Cont. 
Educ.,  Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA — Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
(ee=$250);  Neuropathology;  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
(ee=  $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ..  Hahnemann.  230  N. 
Broad  St..  Philadelphia  19102. 


May  10  - 12,  1972;  Philadelphia 
C/AMA — Modern  Therapy  in  Neurology  and 
Neorosurgery;  by  U.  of  P.;  8 hrs.  per  day;  3 days; 
24  credit  hrs.  AAGP  credit  approved;  fee  = $125. 
Confact  Registrar,  Grad.  Med.  Ed.,  U.  of  Pa..  288 
Med.  Lags.  Bldg.,  Philadelphia  19104. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 

August  7 - 11,  1972;  Pittsburgh 

C/S/AMA — The  Management  of  Retinal  Detach- 
ment; by  Eye  and  Ear  Hosp.  and  Pitt;  max.  regis. 
= 12;  fee  = $325.  Contact  William  M.  Cooper. 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt..  1022-H  Scaife 
Hall.  Pitfsburgh,  15213. 


November  5 - 11,  1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitf;  max.  regis.  = 13:  fee  = $500.  Contac! 
William  M.  Cooper.  M.D..  Dir.,  Div.  of  Cont.  Educ., 
Pitt.,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PEDIATRICS 

May  9-12,  1972;  Philadelphia 
C — Twenty-first  Pediatric  Postgraduate  Semi- 
nar; by  Temple;  at  St.  Christopher's  Hosp.  for 
Children;  6 hrs.  ea.  day;  24  hrs.  AAGP  credit 
requested:  $100  tee.  Contact  John  B.  Bartram, 
M.D..  St.  Christopher's  Hosp.  for  Children,  2600  N. 
Lawrence  St..  Philadelphia  19133. 


RADIOLOGY  4 RADIOISOTOPES 
May  18  - 20,  1972;  Pittsburgh 
C/AMA — Nuclear  Medicine  Review;  by  Pitt  and 
Homestead  Hosp.;  at  Scaife  Hall  Auditorium;  18 
course  hours;  AAFP  credit  requested;  fee  = $85, 
($50  (or  residents).  Contact  William  M.  Cooper. 
M.D..  Dir.,  Div.  of  Cont.  Educ.,  Pitt,  1022-H  Scaife 
Hall,  Pittsburgh  15213 

Continuous;  Philadelphia 

PG/AMA  — Cardiac  Radiology:  at  Hahnemann; 
8 hrs  per  day;  5 days  per  week;  3 weeks;  fee  = 
$300.  Contact  Frederick  K.  Heath.  M.D.,  Dir.,  Cont, 
Educ  , Hahnemann,  230  N.  Broad  St.,  Philadelphia 
19102. 


SPORTS  MEDICINE 
June  14,  1972;  University  Park 

O — Practical  Application  of  Physiology  to 
Sports  Medicine;  by  Penn  State  and  PMS;  at  Penn 
State;  AAFP  credit  requested;  fee  = $20.  Contact 
Dept,  of  Continuing  Education,  Penn  State,  501 
J.  O.  Keller  Bldg.,  University  Park,  16802. 

/ v 

PMS  Scientific 
Assembly 

Host  Farm 
Resort  Motel 

Lancaster 

October  9-12, 
1972 
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PHYSICIANS  WANTED 
Tired  of  the  rat  race?  Would  you 

exchange  your  impending  coronary  for 
an  adequate  salary  and  37Vi  working 
hours  per  week?  Physicians  needed  for 
medical  care  of  the  mentally  ill.  Good 
retirement  program.  Opportunity  for 
psychiatric  orientation  if  desired. 
Pennsylvania  license  or  eligibility 
required.  Write:  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017 
or  call  (412)  343-2700. 

Emergency  room  physician  needed  to 
complete  five  man  team.  $38,000 
minimum  with  incentive  pay.  Salary 
negotiable  according  to  experience. 
Four  weeks  vacation  plus  fringes. 
Roland  E.  Miller,  M.D.,  Hamot  Medi- 
cal Center.  Box  339,  Erie,  Pa.  16512. 

Physicians  Wanted:  Male  and  Female. 

Licensed,  for  children’s  camps,  July- 
August.  Good  salary;  free  placement, 
350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West 
42  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Emergency  Room  Physician — Full 

time  position,  available  May  15,  1972; 
Accredited  325  bed  general  hospital; 
active  approved  internship  and  resi- 
dency programs;  excellent  benefits. 
Submit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

Radiologist — Board  certified  or  eligi- 
ble for  100-bed  comparatively  new  gen- 
eral hospital  in  south-central  Pennsyl- 
vania community  of  25,000  population. 
Write:  Raymond  Baldwin,  Adminis- 
trator, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268. 

House  Physicians — Openings  for 
House  Physicians  available.  Salary 
$18,000  per  year.  274  bed  accredited 
general  hospital.  Must  be  eligible  for  or 
have  licensure  in  Pennsylvania.  Write: 
Office  of  Administrator,  Lower  Bucks 
Hospital,  Bristol,  Pennsylvania. 

Neurology  and  Psychiatry  residency 
positions  available  in  3-year  Board 
approved  training  program,  affiliated 
with  Thomas  Jefferson  University 
School  and  Hospital,  Philadelphia,  Pa. 
Salary  Range  (Neurology  $10,  300- 
$11,500)  (Psychiatry  $12,000 


$14,000).  Full  range  of  clinical  materi- 
al. Excellent  instructions  in  basic 
sciences,  child  psychiatry,  supervised 
individual  and  group  psychotherapy, 
research  encouraged.  Write,  Chief  of 
Staff,  VA  Hospital,  Coatesville,  Pa. 
19320.  Nondiscrimination  in  employ- 
ment. 

Wanted — Part-time  M.D. — Medical 
and  minor  surgical  duties.  Large  indus- 
trial plant  located  suburban  area  south- 
western Pennsylvania.  8 to  1 5 hours  a 
week.  Excellent  hospital  connections. 
Good  opportunity  for  large  outside 
practice.  Guaranteed  income  arrange- 
ment. Confidential.  Write  Department 
605,  Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne,  Pa.  17043. 

Psychiatrist — to  be  Assistant  Superin- 
tendent of  Dixmont  State  Hospital 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500  bed  hospi- 
tal. Requires  Pennsylvania  license. 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412) 761-1780. 

“Is  there  a doctor  in  the  house?” — 

M.D.,  urgently  needed  as  an  associate 
in  a very  active  practice  in  Cincinnati, 
Ohio;  full  partnership  within  short 
period;  General  Practice,  Internal 
Medicine,  or  Family  Practice.  Spacious 


offices  in  beautiful  medical  Bldg.,  with 
all  modern  facilities,  on  "Medical  Hill,” 
close  to  all  hospitals.  Financial  arrange- 
ment negotiable.  Present  M.D.  wishes 
to  retire  soon  and  is  concerned  with  his 
patients’  over-all  needs.  Would  you  like 
to  join  him?  Only  those  seriously  inter- 
ested in  private  practice.  Call  collect — 
Telephone  (513)  221-1112,  anytime. 
Medical  Recruitment  Services,  Inc., 
400  Oak  St.,  Cincinnati,  Ohio  45219. 

Full-Time  Emergency  Room  Physi- 
cian to  complete  four-man  team 
providing  emergency  coverage  in  225- 
bed  hospital  in  rapidly  growing  Cen- 
tral Pennsylvania  community.  Write 
or  call  collect:  J.  R.  Johnston,  M.D., 
Carlisle  Hospital,  Carlisle,  Pennsyl- 
vania 17013;  Telephone  (717)  249- 
1212. 

Physicians:  For  emergency  room  and 
out-patient  department  service,  guaran- 
teed income.  Contact:  Administrator  or 
Dr.  C.  Corrado,  Jr.,  Uniontown 
Hospital,  Uniontown,  Pa.  15401.  Tele- 
phone (412) 437-4531. 

Physicians.  Internal  Medicine,  General 
Practice,  Family  Practice.  Guaranteed 
income.  Contact  R.L.  Mullen,  Ad- 
ministrator, Uniontown  Hospital,  Un- 
iontown, Pa.  15401.  Telephone  (412) 
437-453  1 . Extension  300. 

FOR  SALE 

For  Sale:  Superficial  x-ray  machine, 
with  table.  Ritter  Universal  Table 
open  to  offers.  Q.R.  Conwell,  M.D., 
101  Cherry  Lane,  Levittown,  Pa. 
19055.  Telephone  (215)  946-6442. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  "Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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obituaries 


O Indicates  membership  in  the  Pennsvlvania  Medical  Society  at  time  of  death. 


O Clarence  M.  Wallace,  Hummels- 
town;  Jefferson  Medical  College; 
1934;  age  70;  died  January  13,  1972. 
Information  regarding  survivors  is 
unavailable. 

O Richard  P.  Wyant,  Avon  Park, 
Florida;  University  of  Pennsylvania 
School  of  Medicine,  1920;  age  76;  died 
January  3,  1972.  He  is  survived  by  his 
wife. 

August  H.  Jahn.  Monroeville;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1906;  age  94;  died  September  4, 

1971.  There  is  no  information 
regarding  survivors. 

Florian  R.  Maylath,  Yuba  City, 
California;  Georgetown  University 
School  of  Medicine,  1 939;  age  59;  died 
January  3,  1972.  He  is  survived  by  his 
wife,  two  sons,  his  parents,  five  sisters, 
and  three  brothers,  one  of  whom  is 
John  Maylath,  M.D.,  Potomac,  Mary- 
land. 

Edward  Steinfield,  Philadelphia; 
University  of  Pennsylvania,  1913;  age 
81;  died  January  4,  1972.  He  was 
professor  emeritus  of  clinical  medicine 
at  the  University  of  Pennsylvania 
Graduate  School  of  Medicine.  He  is 
survived  by  a daughter  and  a sister. 

Charles  Dumay,  Doylestown;  State 
University  of  New  York,  1908;  age  88; 
died  October  20,  1971.  His  wife  sur- 
vives. 

Paul  S.  Goodritz,  Bala  Cynwyd;  Jef- 
ferson Medical  College,  1964;  age  33; 
died  January  5,  1 972.  He  is  survived  by 
his  mother. 

Charles  N.  Gross,  Royal  Palm 
Beach,  Fla.;  Emory  University  School, 
1936;  age  51;  died  February  5,  1972. 
Information  concerning  survivors  is 
unavailable. 

O Emily  P.  Bacon,  Broomall;  Johns 
Hopkins  University  School  of  Medi- 
cine, 1916;  age  81;  died  February  10, 

1972.  Dr.  Bacon  was  chief  of  pediatrics 
at  Lankenau  Hospital  prior  to  her  retir- 
ement. She  was  a fellow  of  the  Ameri- 
can Academy  of  Pediatrics.  She  is  sur- 
vived by  a brother. 

O Walter  M.  Brenholtz,  Hellertown; 

Temple  University  School  of  Medicine, 
1929;  age  68;  died  February  27,  1972. 
His  wife,  one  son,  and  three  sisters  sur- 
vive him. 


O Heinrich  Brieger,  Philadelphia; 
Breslau  and  Munich  Schools  of  Medi- 
cine, Germany;  age  76;  died  February 
12,  1972.  He  was  a consultant  in  oc- 
cupational medicine  and  served  as  a 
U.S.  member  of  the  Permanent  Interna- 
tional Committee  on  Occupational 
Health  and  was  a member  of  the  Ameri- 
can Public  Health  Association  and  the 
American  Academy  of  Occupational 
Medicine.  There  is  no  record  of  sur- 
vivors. 

O Leon  H.  Collins,  Gladwyne;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1925;  age  72;  died  February  1!, 
1972.  He  is  survived  by  his  wife,  a 
daughter,  and  a son. 

O Edward  G.  Conroy,  Quakertown; 
Jefferson  Medical  College,  1942;  age 
56;  died  March  1,  1972.  He  is  survived 
by  his  wife,  two  daughters,  a son,  a 
sister,  a brother,  and  his  mother. 

O Remo  Fabbri,  Norristown;  Bal- 
timore Medical  College,  1909;  age  87; 
died  February  20,  1972.  He  was  chief 
of  the  staff  at  Montgomery  Hospital  for 
over  thirty  years.  He  is  survived  by  two 
daughters;  a son,  Reno  Fabbri,  Jr., 

M. D.,  New  Haven,  Conn.;  and  a sister. 
O Emanuel  B.  Friedberg,  Pitts- 
burgh; Harvard  Medical  School,  1920; 
age  79;  died  February  28,  1972.  His 
wife,  a daughter,  and  a son  survive  him. 

O Samuel  J.  Goldberg,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1923;  age  72;  died  February 
17,  1972.  In  addition  to  his  wife,  he  is 
survived  by  a daughter,  a son,  and  three 
sisters. 

O Morris  A.  Hershenson,  Pitts- 
burgh; University  of  Pittsburgh  School 
of  Medicine,  1923;  age  73;  died  March 
12,  1972.  He  is  survived  by  his  wife;  a 
son,  Lee  M.  Hershenson,  M.D.,  Pitts- 
burgh; two  sisters;  and  a brother. 

O Herbert  H.  Lakoff,  Parkesburg; 
University  of  Pennsylvania  School  of 
Medicine,  1939;  age  58;  died  March  3, 
1972.  He  is  survived  by  his  wife,  a 
daughter,  a son,  a sister,  and  a brother. 
Richardson  G.  Lau,  Cape  May, 

N. J.;  University  of  Pennsylvania 
School  of  Medicine,  1927;  age  70;  died 
April  10,  1971.  There  is  no  information 
regarding  survivors. 

O Samuel  Meyers,  Philadelphia; 
University  of  Pennsylvania  School  of 


Medicine,  1924;  age  71;  died  February 
7,  1972.  There  is  no  information  of  sur- 
vivors. 

O Merle  M.  Miller,  Philadelphia; 
Jefferson  Medical  College,  1930;  age 
68;  died  February  26,  1972.  Dr.  Miller 
was  a professor  in  allergy  at  the  Uni- 
versity of  Pennsylvania  Graduate 
School  of  Medicine.  He  was  chief  of 
allergy  at  Abington  Hospital,  German- 
town Hospital,  Presbyterian  Hospital, 
Wills  Eye  Hospital,  and  the  Graduate 
Hospital  of  the  University  of  Pennsyl- 
vania. He  is  survived  by  his  wife  and 
two  stepsons. 

O ThomasR.  Quinn,  Pittsburgh;  Jef- 
ferson Medical  College,  1919;  age  77; 
died  March  18,  1972.  Dr.  Quinn  was 
chief  of  pediatrics  at  Pittsburgh 
Hospital  until  his  retirement  in  1962. 
He  was  a member  of  the  American 
Board  of  Pediatrics.  Survivors  include 
his  wife,  two  sons,  and  a brother. 

O Vincent  R.  Ressler,  Reading;  Jef- 
ferson Medical  College,  1947;  age  49; 
died  Eebruary  21,  1972.  Dr.  Ressler 
was  a resident  psychiatrist  at  Reading 
Hospital.  He  was  also  a director  of  the 
Berks  County  Committee  on  Al- 
coholism and  a consultant  for  the  Berks 
County  Board  of  Assistance.  His 
mother  survives  him. 

O Joseph  Stokes,  Jr.,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1920;  age  76;  died  March  9, 
1972.  He  was  professor  emeritus  of  pe- 
diatrics in  community  medicine  at  the 
University  of  Pennsylvania  and  emeri- 
tus physician-in-chief  at  Children’s 
Hospital,  Philadelphia.  Dr.  Stokes  was 
credited,  in  part,  for  the  development  of 
rubella  vaccine  and  for  vaccines  against 
measles,  mumps,  and  influenza  as  well 
as  for  the  discovery  of  the  role  of 
gamma  globulin  in  immunization, 
against  viral  hepatitis.  He  is  survived  by 
his  wife,  two  daughters,  and  two  sons, 
one  of  whom  is  Joseph  Stokes  HI,  M.D. 

Edward  S.  Thorpe,  Philadelphia; 
University  of  Pittsburgh  School  of 
Medicine,  1923;  age  75;  died  February 
5,  1972.  He  was  formerly  an  assistant 
dean  of  Pennsylvania  Medical  School 
and  chief  of  pediatrics  at  Philadelphia 
General  Hospital.  He  had  lived  in  New 
Hampshire  the  last  few  decades  of  his 
life.  Survivors  include  his  wife,  a 
daughter,  a son,  and  two  brothers. 
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PENNSYLVANIA  MEDICINE 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  %.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning--may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V2^  phenacetin  gr.  2V2j 
caffeine  gr.  Vi. 


Ta  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS  , 
SO  SMOOTH  FOR  THE  I 
SYNTHROID  PATIENT.  ^ 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  L, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1 ) The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo  ^ 
“half-life”  of  over  six  days.  \ 
(Occasional  missed  doses  or  i 
accidental  double-doses  are  of  les^ 
concern  because  of  this  factor)’;  \ 

(2)  since  SYNTHROID  contains  oiil^ 

T4,  the  potential  for  metabolic  1 
surges  traceable  to  more  potent  J 
iodides  (T3)  is  eliminated.  I 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

Gtipose 


tiip  Stnoodi 


...to  t/fyroid  replacemerft  dferapy^ 


TOLL 

AHEAD 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T,? 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
ceHular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocfrnologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling*. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
^ministration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID® 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.;  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


SynthroM 

Mium  levothyiiKinEi) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 


FACTS: 

Synthetic  thyroid  drugs  are  an 
lirnprovement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
L^sy  to  interpret  since  they  are 
^fedictably  elevated  when  the 
^ i^tient  adheres  to  SYNTHROID. 
6f  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
^onemical  to  the  patient. 


^ 

OFFER:  } 

Free  TAB-MINDER  medication  | 

dispensers  to  start  or  convert  all  I 

your  hypothyroid  patients  to  I 

SYNTHROID.  Free  information  to  j 

physicians  on  role  of  thyroid  ■ 

function  tests  in  a new  booklet  j 

titled:  “Guideposts  to  Thyroid  1 

Therapy.”  Ask  us.  [ 

\ 

Name  J 


Address 


City  State  Zip  ( 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  sp{ 
cific  replacement  therapy  for  diminished  or  absen 
thyroid  function  resulting  from  primary  or  secondar 
atrophy  of  the  gland,  congenital  defect,  surgery,  e| 
cessive  radiation,  or  antithyroid  drugs.  Indications  fo 
SYNTHROID  (sodium  levothyr  -xine)  Tablets  includ 
myxedema,  hypothyroidism  without  myxedema,  hypC 
thyroidism  in  pregnancy,  pediatric  and  geriatric  hyp® 
thyroidism,  hypopituitary  hypothyroidism,  simpli 
(nontoxic)  goiter,  and  reproductive  disorders  as^ 
ciated  with  hypothyroidism.  SYNTHROID  (sodium  levo 
thyroxine)  for  Injection  is  indicated  for  intravenoui 
use  in  myxedematous  coma  and  other  thyroid  dysfunc 
tions  where  rapid  replacement  of  the  hormone  is  re 
quired.The  injection  is  also  indicated  for  intramuscula 
use  in  cases  where  the  oral  route  is  suspect  or  con 
traindicated  due  to  existing  conditions  or  to  absorpl 
tion  defects,  and  when  a rapid  onset  of  effect  is  noj 
desired. 

Precautions:  As  with  other  thyroid  preparations,  ai 
overdosage  may  cause  diarrhea  or  cramps,  nervous 
ness,  tremors,  tachycardia,  vomiting  and  continue 
weight  loss.  These  effects  may  begin  after  four  or  fivt 
days  or  may  not  become  apparent  for  one  to  threi 
weeks.  Patients  receiving  the  drug  should  be  observer 
closely  for  signs  of  thyrotoxicosis.  If  indications  ol 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  meilitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom 
panied  by  adrenal  insufficiency,  as  Addison's  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenalism),  these  dysfunctions  must  be  correct^ 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardiat 
infarction.  Side  effects:  The  effects  of  SYNTHROli^ 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani^ 
tested.  Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism,-  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have| 
also  been  observed.  Myxedematous  patients  with  heart' 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dost^ 
age  followed  by  a more  gradual  adjustment  upward | 
will  result  in  a more  accurate  indication  of  the  pa-' 
tient’s  dosage  requirements  without  the  appearance' 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.^ 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evaluasi 
tion  should  be  made  monthly  and  PBl  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx^ 
edema,  starting  dose  should  be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in-.i 
tervals  by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


FTJNT  LABORATORIES 

DIVISION  OF  TRAVeNOL  LABORATORIES.  INC 
Morton  Grove,  Hlinois  60053 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001  ® 1972  the  upjohn  company  JA72.2141-6 


Upjohn 
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Most  people  can  handle  this  tension. 


i 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
* social  history,  this  information  can 
help  you  determine  initial  dosage, 

, the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed,  Valium  is  well 
: tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
■ be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
I complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunct! vely  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions;  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ancf  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  lo  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nw;  bottles  of  100  and  500.  A!!  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tioris.  Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

TA. 8356  -9 


choose  the  topicals 
that  e your  patient- 


n broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowaliergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

Neosporinfointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  v^^hite  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\iinislung  Cream  Base 

Neosporin-G  Cre^ 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  i 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  ? 

cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25% 
methylparaben  as  preservative.  * 

In  tubes  of  15  g.  4 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  (5 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  \ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind,  ( 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is| 
perforated.  These  products  are  contraindicated  in  those  individuais  whol 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


WellGome 


Burroughs  Wellcome  Co, 

Research  Triahgle  Park 
North  Carolina  27709 
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BULLETIN:  Dr.  Park  M.  Horton,  President  Elect  of  the  State  Society, 

died  May  25  at  his  home  in  New  Milford.  Memorial  contributions  may  be 
made  to  the  Educational  and  Scientific  Trust  of  the  Pennsylvania  Medical 
Society. 


STATE  SOCIETY  RESPONDS  TO  DR.  DENENBERG  The  best  way  to  operate  a 

medical  insurance  program 

may  not  be  the  existing  way  or  Dr.  Denenberg's  way^  and  we  hope  he 
can  subvert  his  need  for  self  expression  to  the  public  good.  This 
was  the  response  of  the  Pennsylvania  Medical  Society  to  the  insurance 
commissioner's  denial  of  Blue  Shield's  request  for  a rate  increase 
and  his  attack  on  the  medical  profession.  David  S.  Masland,  M.D., 
chairman  of  the  Society's  Board  of  Trustees^,  said  that  if  any  real 
opportunities  for  improvement  in  the  way  Pennsylvania  Blue  Shield 
operates  exists  the  present  structure  should  be  given  a chance  to 
tackle  them.  Dr .' Denenberg ' s announcement  was  that  he  intended  to 
probe  the  entire  operation  of  the  state's  Blue  Shield  plan  and  that 
no  rate  increase  would  be  granted  until  the  plan  was  "run  by  consumers. 
He  announced  public  hearings  would  be  held  in  July  on  the  matter.  Dr. 
Masland  said  Blue  Shield  has  not  had  a rate  increase  for  ten  years-- 
a decade  in  which  living  costs  have  soared.  The  increase  requested 
by  Blue  Shield  for  its  largest  group  of  subscribers  is  19.^  per  cent^ 
whereas  the  cost  of  living  increase  in  that  same  period  has  been 
about  35  per  cent.  Dr.  Masland  pointed  out  that  doctors  started 
Blue  Shield  with  a giant  investment  in  time  and  money  and  it  grew  in- 
to the  largest  such  plan  in  the  world  under  physician  guidance.  He 
said  it  provides  the  best  medical  insurance  bargain  in  the  state  and 
that  even  Dr.  Denenberg  admits  that.  "If  Blue  Shield  can  be  improved, 
it  should  be  and  physicians  will  support  any  equitable  improvements," 
Dr.  Masland  said.  He  added:  "If  it’ is  possible  to  become  even  more 
efficient  in  serving  what  patients  and  providers  of  care  require  in 
an  insurance  plan,  such  efficiencies  should  take  place  but  we  would 
hope  that  the  good  of  an  organization  is  something  upon  which  to 
build  and  not  something  to  discard."  Dr.  Masland  said:  "If  the  In- 
surance Commissioner  has  an  ax  to  grind  with  physicians,  let  him 
grind  away  as  long  as  he  does  not  .trample  the  best  interests  of  the 
public  as  he  pursues  personal  vendettas."  He  said  consumers  should 
be  and  are  on  the  Blue  Shield  Board  because  that  is  one  of  the  publics 
that  Blue  Shield  serves  but  that  physicians  and  others  involved  in 
the  delivery  of  medical  care  are  another  of  the  publics  crucial  to  the 
plan,  and  explained:  "Medical  care  delivery  requires  public  acceptance 
and  the  cooperation  of  those  who  deliver  it.  One  cannot  survive  with- 
out the  other.  There  is  a working  mix  on  the  Blue  Shield  Board  today 
and  we  want  it  to  continue  to  work.  Blue  Shield  in  Pennsylvania 
wouldn't  have  grown  into  the  largest  such  plan  in  the  world  without 
public  acceptance,  and  it  wouldn't  even  have  started  without  physi- 
cian guidance." 

Dr.  Masland  said  that  if  it  is  felt  that  a medical  insurance 
plan  operated  by  consumers  can  meet  the  needs  of  both  the  public  and 
the  providers  of  care,  it  deserves  a trial  in  a way  that  does  not 
endanger  the  best  of  what  already  exists.  The  Insurance  Commissioner 
also  had  attacked  the  quality  of  care  provided  by  Pennsylvania  physi- 
cians and  said  if  he  got  sick,  he  would  go  outside  of  the  country  for 
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care.  Dr.  Masland  said  this  in  response:  "In  his  intemperate  cries 
for  attention,  the  Insurance  Commissioner  may  be  serving  his  own  needs 
but  certainly  not  the  best  interests  of  the  people  of  Pennsylvania. 

The  physicians  of  the  state  won't  be  hurt  by  any  questioning  of  their 
capability,  but  such  tactics  do  a disservice  to  patients  if  it  results 
in  any  decrease  in  patient  confidence  in  their  physician.  There  is 
too  great  a relationship  between  patient  confidence  and  patient  im- 
provement to  take  lightly  any  attack  that  seeks  to  destroy  that  con- 
fidence. The  residents  of  Pennsylvania  know  that  the  care  available 
to  them  is  very  good  care.  If  the  Insurance  Commissioner  chooses  to 
seek  his  care  outside  of  the  country,  he'll  pass  a lot  of  people  who 
are  on  their  way  to  Pennsylvania  for  what  they  feel  is  the  best  medi- 
cal care  in  the  world." 

MEDICAL  PRACTICE  ACT  INTRODUCED  Senate  Bill  139^^  "The  Medical  Prac- 
tice Act  of  1972,"  was  introduced  in 
May  with  bi-partisan  sponsorship  and  was  referred  to  the  Senate  Commit- 
tee on  Public  Health  and  Welfare.  The  legislation,  which  has  the  sup- 
port of  the  State  Society,  would  give  the  State  Board  of  Medical  Educa- 
tion and  Licensure  latitude  to  administer  medical  practice  and  teaching 
in  the  Commonwealth,  would  allow  the  board  to  "adopt  and  revise  regula- 
tions governing  allied  medical  personnel,"  and  would  complement  the 
State  Society's  efforts  to  attain  excellence  in  the  practice  of  medicine 
by  giving  the  board  authority  to  investigate  unprofessional  conduct  which! 
is  defined  as  "any  departure  from  or  failure  to  conform  to  minimum 
standards  of  prevailing  medical  practice."  A companion  bill.  Senate 
Bill  1395j  was  introduced  and  referred  to  the  same  committee.  Under 
this  bill  the  board  consists  of  nine  persons — five  licensed  physicians, 
one  of  whom  is  the  dean  of  one  of  the  state's  medical  colleges,  one  per- 
son knowledgeable  in  the  field  of  allied  health  sciences,  one  public 
representative,  the  secretary  of  health,  and  the  commissioner  of  occu- 
pational affairs. 

MEDICAL  MANPOWER  STUDIED  State  and  private  agencies  concerned  with 

increasing  medical  manpower  in  the  Common- 
wealth were  represented  by  thirty-eight  persons  who  met  at  PMS  head- 
quarters recently  to  share  information  and  form  plans.  Represented 
were  the  Legislature,  the  Office  of  the  Governor,  the  Departments  of  ; 
Health,  Public  Welfare,  Agriculture  and  Education,  medical  schools,  med-  i 
ical  students  and  a number  of  state  and  private  agencies.  George  P. 
Rosemond,  M.D.,  Society  president,  chaired  the  session.  The  group  named 
a "select  committee,"  namely  the  "blue  ribbon  panel"  first  convened  by 
the  State  Society,  to  develop  an  action  plan  for  group  consideration. 

HEALTH  DEPARTMENT  ISSUES  WARNINGS  All  pets  in  the  town  of  Bridge- 

ville,  near  Pittsburgh,  were  ^ 

ordered  quarantined  late  in  May  after  a young  man  was  bitten  by  a rab-  ; 
id  cat.  Residents  in  surrounding  communities  were  asked  to  confine  ' 

pets  voluntarily.  Incidence  of  rabies  in  Pennsylvania  has  increased  in  j 
1972  (see  page  19)5  causing  the  Department  of  Health  to  issue  warnings  ' 
against  exposure.  The  department  also  announced  that  the  state  experi- 
enced a 63  percent  increase  in  Rocky  Mountain  Spotted  Fever  in  1971 
over  1970,  and  warned  residents  of  the  possible  danger  from  common  dog 
tick  bites. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  phyBician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name 


Office  Address 
City  


Telephone 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  


j insurance 


In  the  hypertensive  patient 
on  cere^al  or  peripheral 
vasodilator  therapy 


WSOdLAN 


(ISOXSUPRINE  HCI) 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 


investigators'  * have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 


demonstrated  both  by  objective  measurement'  ' and  observation  of  clinical  improvement.''' 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 


ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders,  for 


relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose;20  mg. — bottles  of  100  and  SOO.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  I.  S.,  and  LePere,  D.  M. : Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 


J.  R. : Curr.  Ther.  Res.  ^:124-128  (April)  1962.  4.  Whittier, 
J.  R. : Angiology  75:82-87  (Feb.)  1964. 
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LABORATORI  ES 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know'  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  ora!  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs—bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Upjohn 


Empiriii®'  Compound  ^\dth  Codeine  Avould  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

nd  with  Codeine 
is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 
m New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  ^vith 
Codeine  may  no^v  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  luith  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.) gr.  i/i-  No.  4 contains  codeine  ^’4 

phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 

may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
^ \ g^'- 3y2,phen- 

acetin  gr.  0^ 

21/2,  caf-  7^ 

HIIH  feme  gr.y2.  / 

Bottles  / 

100  and  loop. 


inn 


But  for  relief  of  Western  pai 


Burroughs  Wellcome  Co..  Research  Triangle  Park,  North  Carolina  27709 


Give  your  country 
a snot  in  the  arm. 

It  doesn’t  hurt  a bit.  All  it  can  do  is  help.  You.  Your 
community.  Your  country. 

Just  join  the  medical  staff  of  the  Army  Reserve.  As  a 
doctor  you  start  as  a First  Lieutenant  or  Captain  depending 
on  whether  you  have  completed  your  internship.  You  receive 
full  pay  for  that  one  weekend  a month  you  spend  practicing 
with  us. 

You’ll  also  have  the  opportunity  to  spend  two  weeks 
each  yeai'  catching  up  on  the  latest  medical  techniques  at  a 
modem  Army  hospital  where  you’ll  have  at  your  command 
the  most  advanced  equipment  we  can  provide. 

All  this  is  fine,  of  course.  But  the  most  compelling 
reason  for  you  to  consider  serving  with  the  Army  Reserve  is 
simply  that  you’re  needed.  For  most  doctors,  that’s  all  they 
have  to  know. 


Army  Reserve  Opportunities 
RO.  Box  6834 
Philadelphia,  Pa.  19132 

Tell  me  more  about  how  the 
Army  Re.serve  pays. 

Name 


Address - 

City 

State  

Zip 


PA  6-72 


The  Army  Reserve. 

It  pays  to  go  to  meetings. 


Last  week 

he  sot  three  new  clients* 
four  rush  orders* 
and  constipation* 


More  often  than  not,  simple  constipation  is  a by- 
product of  the  frantic  pace  of  modern  life*  The 
natural  urge  to  move  one^s  bowels  is  subjugated  to 
business  and  other  pressures  and,  gradually,  the 
normal  defecation  reflex  is  lost  through  habitual 
neglect.  Along  with  other  indicated  measures, 
FLEET®  ENEMA  can  help  "bring  back  the  urge/’ 
It  relieves  acute  constipation  within  2 to  5 minutes- 
far  faster  than  suppositories  or  soapsuds  enemas  and  without  the  irritation 
and  burning  they  can  cause.  More  physiotopica^  in 
its  evacuation  pattern  than  oral  laxatives,  it  is  less 
likely  to  disturb  normal  bowel  function.  And  what 
could  be  simpler  to  use.  N o preparation.  N o fuss.  N o 
cleanup.  FLEET  ENEMA.  It  could  keep  success 
from  spoiling  your  constipation-prone  patients. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence. 

Take  only  when  needed  or  when  prescribed  by  a physician.  Do  not  use  when 
nausea,  vomiting,  or  abdominal  pain  is  present.  Caution:  Do  not  admin- 
ister to  children  under  two  years  of  age  unless  directed  by  a physician. 

The  professional  aid  to  constipation  relief 


C.  B.  FLEET  CO.,  INC.,  Lynchburg,  Va.  24505 
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MEDICINE 


newsfronts 


Attendance  up  at  1972  Officers’  Conference 


State  Society  President  George  P. 
Rosemond,  M.D.,  Philadelphia, 
sounded  the  keynote  as  a near-record 
audience  of  almost  300  physicians  at- 
tended the  1972  Officers’  Conference. 

Dr.  Rosemond  said  that  the  focus  of 
the  conference  was  the  quality  of  care 
and  improving  methods  of  delivering 
health  care.  In  this  regard  he  pointed 
out  that  Pennsylvania  physicians  are 
not  insensitive  to  what  the  public 
wants,  because  quality  of  care  is  up- 
permost in  the  minds  of  consumers  as 
well. 

Presiding  at  the  general  opening  ses- 
sion was  Officers’  Conference  Com- 
mittee Chairman  Orlo  G.  McCoy,  of 
Canton,  who  introduced  the  panel  on 
the  Pennsylvania  Medical  Care  Foun- 
dation. The  panel  discussion  was 
moderated  by  David  S.  Cristol,  M.D., 
Philadelphia.  Participants  included 
Matthew  Marshall,  Jr.,  M.D.,  Pitts- 
burgh, chairman  of  the  Society’s  Medi- 
cal Care  Appraisal  Project  Committee; 
Larry  R.  Fosselman,  project  director 
for  the  Medical  Care  Appraisal  Pro- 
ject; Paul  Rogers,  the  project’s  director 
of  systems  design  and  research;  and 
Richard  M.  Heim  of  the  New  Mexico 
, Health  and  Social  Services  Depart- 
ment. An  article  on  the  MCAP  pilot 
project  appears  elsewhere  in  "News- 
fronts.” 

A highlight  of  the  conference  was 
the  address  of  the  Honorable  William 
I R.  Roy,  M.D.,  physician,  lawyer,  and 
I congressman,  a freshman  Kansas 
I Democrat  who  is  a member  of  the 
House  Subcommittee  on  Public  Health 
and  Welfare  of  the  Interstate  and 
Foreign  Commerce  Committee. 

I Representative  Roy  predicted  that 
the  Congress  would  take  four  major 
; steps  in  the  health  care  field.  First,  he 
' said,  would  be  federalization  of 
i medicaid,  and  second,  the  establish- 
i ment  of  minimum  standards  for  all 
i health  insurance.  He  also  forecast  the 
expansion  of  medicare  to  include 
disabled  persons  of  all  ages  and  some 
form  of  catastrophic  health  insurance 
legislation  to  apply  to  those  cases 
where  costs  of  care  far  exceed  what  is 
normally  covered  by  health  insurance. 

Also  a part  of  the  first  day  of  the 


conference  was  a session  of  the  in- 
ternal medicine  specialty  advisory 
committee  of  the  Council  on  Medical 
Service  Subcommittee  to  Advise  Blue 
Shield  demonstrating  an  actual  case 
review  session. 

"The  Future  of  Continuing  Educa- 
tion in  Pennsylvania”  was  the  subject 
of  still  a further  panel  discussion.  Ma- 
terial presented  concerned  the  State 
Society’s  new  education  requirements 
to  continue  membership  as  published 
in  the  May  issue  of  Pennsylvania  Medi- 
cine. 

The  two  major  political  parties  were 
represented  on  the  second  day  of  the 
conference  when  the  Pennsylvania 
Medical  Political  Action  Committee 
studied  the  political  picture  in  1972. 
Pennsylvania  Republican  National 
Committeewoman  Sarah  Ann  Stauffer 
and  Kenneth  R.  Harding,  director  of 
the  Democratic  National  Congres- 
sional Committee,  spoke  regarding  the 
outlook  for  each  party  in  1972. 

Neil  Peirce,  political  analyst  and 
lecturer  and  a native  of  Pennsylvania, 
addressed  himself  to  the  dilemma  of 
predicting  election  outcomes  in  1972. 
He  attributed  this  to  the  redistricting 
which  has  occurred  as  a result  of  the 
1970  census,  the  new  method  of 
choosing  delegates  to  conventions,  and 


to  the  large  numbers  of  voters  who 
now  vote  independent  of  their  party 
affiliation  or  who  have  no  party  affilia- 
tion at  all.  He  said  that  in  the  last 
twelve  years  more  than  50  percent  of 
those  who  voted  have  split  their  tick- 
ets. Author  of  two  books,  "The  Peo- 
ple’s President,”  and  a new  publica- 
tion, "The  Megastates  of  America,” 
Mr.  Peirce  said  that  the  ten  megastates 
described  in  his  book  have  55  percent 
of  the  vote  in  national  elections  and 
that  they  control  the  outcome. 

The  wrap-up  speaker  for  the  work- 
shop, Roy  Pfautch,  president  of  Civic 
Service,  Inc.,  political  consultants, 
urged  a return  to  real  grass-roots  poli- 
tics. He  said  precinct  workers  and 
blockworkers,  making  personal  calls 
on  their  neighbors,  can  swing  elec- 
tions. 

R.  William  Alexander,  M.D.,  pro- 
gram chairman  for  the  PaMPAC 
Workshop,  presided  at  the  session. 
William  B.  West,  M.D.,  chairman  of 
the  PaMPAC  Board,  gave  the  opening 
remarks. 

Other  members  of  the  Officers’  Con- 
ference Committee,  besides  Drs. 
McCoy  and  Cristol,  are:  Drs.  John  H. 
Boal,  David  W.  Kline,  Claude  E. 
Nichols,  David  J.  Keck,  and  George  P. 
Rosemond. 


SPEAKING  TOGETHER  before  the  Officers’  Conference  dinner  are,  seated,  le  t to 
right.  Congressman  William  R.  Roy,  M.D.;  William  B.  West,  M.D.,  chairman  of  the 
PaMPAC  Board  of  Directors;  and  George  P.  Rosemond,  M.D.,  president  of  PMS. 
Standing  are  David  S.  Masiand,  M.D.,  chairman  of  the  PMS  Board  of  Trustees  and 
Counciiors;  R.  William  Alexander,  M.D.,  member  of  the  board  of  directors  of 
PaMPAC  from  the  Second  District;  and  Edward  W.  Meiser,  M.D.,  chairman  of  the 
PMS  Counci i on  Governmental  Relations. 
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Hospitals  cooperate  with  MCAP  project 


The  PMS  Medical  Care  Appraisal 
Project  (MCAP)  in  cooperation  with 
the  Hospital  Utilization  Project  is  cur- 
rently conducting  a pilot  program  at 
twelve  cooperating  hospitals  aimed  at 
developing  a modified  procedure  of 
collecting  and  using  medical  audit  in- 
formation. 

A two-fold  objective  is  to  establish 
better  indicators  to  determine  quality 
of  care  and  to  test  the  validity  of  in- 
dicators being  used  in  order  to  elimi- 
nate unnecessary  review,  according  to 
MCAP  Committee  Chairman, 
Matthew  Marshall,  Jr.  M.D.  The  tradi- 
tional length-of-stay  indicator  has 
proved  inadequate  in  pinpointing  cases 
for  utilization  review. 

Data  is  being  collected  from  the 
hospital  records  of  April  through  June 
discharges  on  five  specific  diagnostic 
and/or  surgical  procedures:  acute 
myocardial  infarction,  dilitation  and 
curettage,  duodenal  ulcer,  tran- 
surethral prostatectomy,  and  appen- 
dicitis. 

Hospitals  cooperating  in  this  three- 
month  pilot  study  are:  Bashline  Hospi- 
tal Association,  Ltd.,  Grove  City; 
Crozer-Chester  Medical  Center, 

Upper  G.  I.  tract 
subject  of  course 

The  University  of  Pittsburgh  School 
of  Medicine  is  offering  a postgraduate 
medical  education  course  on  the 
"Common  Problems  of  the  Upper  G.I. 
Tract”  June  28-30. 

The  course  is  structured  to  be  rele- 
vant to  physicians  of  any  specialty.  It 
will  be  taught  by  members  of  the  facul- 
ty of  the  University  of  Pittsburgh 
Health  Sciences  Center  and  by  guest 
lecturers  from  Lahey  Clinic  Founda- 
tion, Yale  University  School  of  Medi- 
cine, and  the  University  of  Minnesota, 

Larry  C.  Carey,  M.D.,  professor  of 
surgery  at  Pitt’s  school  of  medicine, 
will  direct  the  symposium.  Tuition  is 
$100  with  a special  rate  for  residents 
of  $50.  Twenty  credit  hours  are 
approved  by  AMA  and  PMS. 

For  further  information,  contact: 
William  M.  Cooper,  M.D.,  director. 
Division  of  Continuing  Education, 
University  of  Pittsburgh  School  of 
Medicine,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


Chester;  Harrisburg  Hospital,  Harris- 
burg; Harrisburg  Polyclinic  Hospital, 
Harrisburg;  Henry  Clay  Frick  Com- 
munity Hospital,  Mt.  Pleasant;  Lan- 
caster General  Hospital,  Lancaster; 
Lee  Hospital,  Johnstown;  Lock  Haven 
Hospital,  Lock  Haven;  Mercy  Hospi- 
tal, Johnstown;  Sharon  General  Hospi- 


hit  by  malpractice  suits 

A study  conducted  by  the  American 
College  of  Surgeons  (ACS)  shows  that 
two  out  of  every  five  surgeons  surveyed 
have  experienced  a malpractice  claim 
during  the  last  twelve  years.  Data  ob- 
tained from  over  15,000  responses  to  a 
questionnaire  were  used  when  repre- 
sentatives of  ACS  and  the  American 
Academy  of  Orthopaedic  Surgeons  ap- 
peared before  the  Commission  on  Med- 
ical Malpractice  in  Washington,  D.C. 

The  survey  reveals  an  escalation  of 
claims  from  one  claim  for  every  ten  sur- 
geons in  the  1960-64  period  to  one  for 
every  five  in  the  1965-69  period,  and  an 
estimate  is  projected  to  one  for  every 
three  surgeons  in  the  1970-74  period  at 
current  rates. 

The  highest  rate  of  malpractice 


tal,  Sharon;  Thomas  Jefferson  Univer- 
sity Hospital,  Philadelphia;  and  West- 
ern Pennsylvania  Hospital,  Pittsburgh. 

The  MCAP  intention  is  to  expand 
the  program  to  other  hospitals  when 
results  have  been  analyzed,  with  the 
hope  of  offering  the  program  to  all 
hospitals  in  the  state  in  the  near  future. 


in  past  12  years 

claims  was  in  the  West — the  lowest  in 
the  South.  In  90  percent  of  the  cases, 
settlements  were  under  $ 1 00,000  and  in 
68  percent  of  cases,  they  were  under 
$10,000. 

One-third  of  the  respondents  felt  that 
the  claim  arose  as  a result  of  the  sur- 
gical procedure,  while  one-eighth 
expressed  the  feeling  the  claim 
originated  from  events  in  the  post- 
operative period.  Only  8 percent  of  the 
cases  actually  got  as  far  as  a Jury 
decision.  Of  these.  Jury  verdicts  favored 
the  plaintiff  in  only  20  percent  of  the 
cases,  with  the  defendant  being  favored 
in  the  remaining  80  percent. 

Complete  findings  were  reported  in 
the  May  1972  issue  of  the  Bulletin  of 
American  Surgeons. 


Law  aims  to  educate,  aid  addicted 


The  new  drug  legislation  signed  into 
law  by  Governor  Milton  J.  Shapp 
amending  the  Drug,  Device  and  Cos- 
metic Act  is  intended  to  be  a double- 
edged  attack  aimed  at  halting  the  drug 
traffic  in  the  state  and  at  the  same  time 
coordinating  rehabilitation  for  those 
already  addicted  and  education  serv- 
ices to  prevent  future  usage. 

The  legislation  sets  stiffer  penalties 
for  pushers  and  creates  a new  "Con- 
trolled Substance,  Drug,  Device  and 
Cosmetic  Act,”  in  effect  implementing 
in  Pennsylvania  the  new  federal  laws 
which  became  effective  in  May  of 
1971. 

It  also  creates  a new  seven-member 
advisory  council  on  drug  and  alcohol 
abuse  responsible  for  developing  a 
master  plan  which  will  coordinate  the 
rehabilitation  and  education  efforts  of 
existing  state  agencies. 

Governor  Shapp  said  "We  have  $7.5 
million  in  the  present  budget  to  assist  us 

Study  shows  two  out  of 


in  the  drug  fight,  and  my  proposed 
budget  for  next  year  asks  the  Legisla- 
ture to  approve  $11.7  million,  in- 
cluding $100,000  to  assist  the  council 
in  its  efforts  to  coordinate  our  various 
drug  programs.” 

E’town’s  annual  meet 
slated  for  October 

The  Annual  Orthopaedic  Meeting  of 
the  State  Hospital  for  Crippled 
Children  at  Elizabethtown  will  be  held 
on  Saturday,  October  7,  1972,  Jerome 
M.  Cotier,  M.D.,  president  of  the  staff, 
has  announced. 

The  guest  speakers  will  be  Albert 
Ferguson,  Jr.,  M.D.,  professor  of 
orthopaedics  of  the  University  of  Pitts- 
burgh; J.  Leonard  Goldner,  M.D., 
professor  of  orthopaedics  at  Duke  Uni- 
versity; and  Anthony  Bianceo,  M.D., 
pediatric  orthopaedist  to  the  Mayo 
Clinic. 

five  surgeons 
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Officers’  Conference  through  camera’s  eye 


DR.  MARSHALL 


MR.  FOSSELMAN 


TWENTY  YEARS  of  service  to  the 
State  Society  on  the  part  of  Mrs. 
Elaine  Herrold  was  recognized  at  the 
Officers'  Conference  dinner  when 
David  S.  Masland,  M.D.,  chairman  of 
the  Board  of  Trustees,  presented  her 
with  a gift. 


n.  cGLims 


FOCUS  WAS  PLACED  on  the  1972  elections  at  the  PaMPAC  Workshop  which  was 
combined  with  Officers’  Conference  this  year.  Shown  above  are  some  partici- 
pants in  the  session.  They  are,  left  to  right,  W.A.  Jack  Lewis,  M.D.,  Dayton,  Ohio; 
R.  William  Alexander,  M.D.,  workshop  moderator,  at  the  microphone;  Miss  Sarah 
Ann  Stauffer,  Pennsylvania  Republican  National  Committeewoman;  and  Kenneth 
R.  Harding,  director  of  the  Democratic  National  Congressional  Committee. 


SHOWN  ABOVE  are  the  winners  of  the  Donaldson  Awards  for  radio  and  television 
who  received  plaques  from  PMS  President  George  P.  Rosemond,  M.D.,  at  the 
banquet.  Left  to  right  are  John  M.  Rohrbach,  general  manager  of  KDKA  televi- 
sion; Dr.  Rosemond;  Robert  Perkins,  news  director  for  WDAS  radio;  Adam  Bit- 
tinger,  news  director  of  WARD  radio;  and  Steve  Marx,  producer  for  KDKA  radio. 


THE  INTERNAL  MEDICINE  case  review  committee  of  the  Council  on  Medical 
Service  demonstrated  a review  of  cases  questioned  either  by  a third  party  or  a 
physician  on  either  charges  or  payment  at  the  1972  Cfficers’  Conference.  Left  to 
right  are:  Edward  Thoms,  Blue  Shield  representative,  Don  McCoy,  PMS  staff 
member,  Drs.  Raymond  C.  Grandon,  Robert  S.  Pressman,  James  Regan,  James  A. 
Collins  (at  the  microphone),  chairman,  Jerome  Chamovitz,  Walter  McCune,  and 
George  F.  H in  kens. 
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Course  offered  on  emergency  room  problems 


The  Commission  on  Emergency 
Medical  Services  of  the  Pennsylvania 
Medical  Society  has  developed  a new 
three-week  course  designed  to  offer  in- 
tensive training  in  the  special  problems 
of  the  emergency  room. 

The  first  course  is  scheduled  for  June 
12-30  at  the  University  of  Pittsburgh. 
Plans  are  that  thereafter  the  medical 
centers  of  Pennsylvania  will  present  the 
course  on  a regular  basis  throughout 
the  state  to  meet  the  increasing  need  for 
emergency  room  training  for  physi- 
cians. 

The  medical  schools,  the  regional 
medical  programs,  the  U.S.  Public 
Health  Service,  and  the  Pennsylvania 
Department  of  Health  all  contributed 
to  the  workshops  that  developed  the 
course,  which  was  partially  funded  by  a 
Public  Health  Service  grant. 

The  first  week  of  the  course  concen- 
trates on  life  support,  the  second  on  sur- 
gery, and  the  third  on  medicine.  A 
quarter  of  the  hours  are  didactic  in  na- 

ASIM  names  Dr.  Collins 


ture,  with  the  remaining  three-quarters 
consisting  of  actual  emergency  room 
experience  under  a preceptor. 

The  fee  for  the  pilot  program  at  the 
University  of  Pittsburgh  is  $600.  Fur- 

r 


ther  information  is  available  from 
William  F.  Bouzarth,  M.D.,  Chairman, 
PMS  Commission  on  Emergency  Med- 
ical Services,  20  Erford  Road, 
Lemoyne  17043. 


THE  ANNUAL  MEETING  of  the  Southwestern  Pennsylvania  chapter  of  the  Ameri- 
can College  of  Surgeons  was  the  scene  of  the  presentation  of  a stiver  platter  to 
guest  speaker,  Francis  D.  Moore,  M.D.,  above,  right.  Sidney  A.  Rosenburg,  M.D., 
ieft,  outgoing  president,  made  the  presentation.  Dr.  Moore  is  the  Moseiey 
Professor  of  Surgery  at  Harvard  University,  Cambridge,  Mass.  Daniel  W.  Elliott, 
M.D.,  Pittsburgh,  was  installed  as  president  for  the  coming  year. 


intensive  care  initiated 


James  A.  Collins,  M.D.,  Danville, 
was  elected  to  the  board  of  trustees  of 
the  American  Society  of  Internal  Med- 
icine at  the  Organization’s  meeting  in 
Atlantic  City  recently.  Dr.  Collins  is 


DR.  COLLINS 


director  of  the  department  of  internal 
medicine  at  Geisinger  Medical  Center 
and  head  of  the  section  of  gastroen- 
terology at  Geisinger  Memorial  Hospi- 
tal. He  is  chairman  of  the  Pennsyl- 
vania Medical  Society  Council  on  Ed- 
ucation and  Science. 


Regional  infant 

A Regional  Infant  Intensive  Care 
Program  including  an  emergency  trans- 
portation system  has  been  established 
as  a pilot  project  at  the  Children’s  Hos- 
pital of  Philadelphia.  Richard  D. 
Wood,  hospital  president,  announced. 

Five  Pennsylvania  counties — 
Philadelphia,  Bucks,  Chester,  Dela- 
ware, and  Montgomery,  and  three  New 
Jersey  counties — Burlington.  Camden, 
and  Gloucester,  will  be  served. 

The  purpose  of  the  program  is  to 
demonstrate  the  life-saving  potential  of 
a multi-county  center  for  specialized 
care  of  critically  ill  newborns.  Since  it 
would  be  economically  unfeasible  for 
smaller  hospitals  that  deliver  fewer  than 
1 ,000  babies  a year  to  have  such 
specialized  equipment,  the  distinct  fea- 
ture of  the  program  is  the  emergency 
transportation  system. 

When  called  the  ambulance  will  stop 
at  Children’s  en  route  to  the  referring 
institution  and  pick  up  a physician, 
nurse,  and  special  equipment.  Arrange- 
ments have  been  made  with  a local 
ambulance  company  for  its  continued 
availability. 


Equipment  will  include  an  elec- 
trocardiagram  machine,  resuscitation 
equipment,  heart  rate  monitor,  and  a 
specially  designed  incubator.  Upon  ar- 
rival at  Children’s,  the  infant  will  im- 
mediately be  placed  in  the  hospital’s 
newborn  intensive  care  unit. 

Bar  Association 
drug  program  set 

“Drugs — ^Their  Medico-Legal  Impli- 
cations in  Today’s  Society,”  is  the  title 
of  a program  to  be  presented  by  the 
Pennsylvania  Bar  Association  June  29 
at  the  Bedford  Springs  Hotel,  Bedford. 

Panelists  will  be  R.  Hallock 
Williams,  M.D.,  Norristown,  who 
founded  a methadone  clinic;  Helga  L, 
Kumar,  legal  officer  with  the  Pennsyl- 
vania Department  of  Welfare;  Edgar  R. 
Casper,  Esq.,  deputy  attorney  general; 
and  Catherine  Hess,  M.D.,  Harrisburg, 
narcotics  advisor  to  the  Common- 
wealth’s secretary  of  health. 

The  program  will  be  open  to  all  inter- 
ested physicians  and  hospital  personnel. 
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Degrees  awarded  at  seven  medical  schools 


Pennsylvania’s  seven  medical  col- 
j leges  are  holding  commencement  exer- 
j cises  and  awarding  diplomas  to  approx- 
! imately  700  graduating  seniors  this 
] term. 

Jefferson  Medical  College  of  the 
; Thomas  Jefferson  University  will  hold 
1 its  148th  commencement  exercises 
June  9 at  the  Philadelphia  Academy  of 
Music. 

Nearly  200  medical  degrees  will  be 
conferred.  This  sets  a new  continuing 
record  for  Jefferson  because  this  year 
the  total  number  of  graduates  since 
1824  will  reach  nearly  22,000 — the 
largest  of  any  medical  college  in  the  na- 
tion. There  are  some  twenty  in  the  class 
who  are  graduates  of  the  five-year  pro- 
gram. This  is  a program  initiated  in 
1963  through  which  Pennsylvania  State 
University  and  Jefferson  Medical 
College  cooperate  to  accelerate  and 
combine  the  undergraduate  and  medi- 
cal education  of  the  student  so  that  he 
attains  both  his  bachelor’s  and  medical 
degree  five  years  after  high  school.  This 
year’s  graduates  make  a total  of  over 
100  who  have  earned  five-year  degrees. 

The  commencement  speaker  will  be 
George  Alexander  Heard,  Ph.D.,  chan- 
cellor of  Vanderbilt  University.  He  will 
receive  an  honorary  degree  of  Doctor 
of  Medical  Science. 

Three  other  honorary  degrees  will  be 
conferred:  John  B.  Montgomery,  M.D., 
emeritus  professor  of  obstetrics  and  gy- 
necology, will  receive  the  degree  of 
Doctor  of  Pedagogy;  Joseph  Lees  East- 
wick,  life  trustee  of  Thomas  Jefferson 
University,  will  receive  the  Doctor  of 
Laws  degree;  and  David  M.  Davis, 
M.D.,  professor  emeritus  of  urology, 

' will  receive  the  Doctor  of  Science 
! degree. 

Commencement  exercises  for  the 

SVRMP  grant  awarded 

A supplemental  grant  in  the  amount 
of  $252,293  has  been  received  by  the 
Susquehanna  Valley  Regional  Medical 
; Program  to  support  a five-month  exten- 
sion of  its  program  year  to  August  31, 
1972.  This  additional  grant  brings  the 
total  award  for  the  seventeen  month 
period  to  $878,003. 

The  Pennsylvania  Medical  Society 
serves  as  grantee  for  SVRMP. 


Medical  College  of  Pennsylvania  were 
held  on  May  21,  1972  at  the  First  Bap- 
tist Church  of  Philadelphia.  Sixty-eight 
medical  students,  the  largest  class  in  the 
history  of  the  college,  were  graduated. 

The  first  four  male  students,  two  of 
whom  received  M.D.  degrees,  in  the 
122-year  history  of  the  college  were 
graduated.  These  four  were  all  admitted 
to  upper  classes  in  1970.  The  first  men 
admitted  to  a first-year  class  will  gradu- 
ate in  1 973. 

The  speaker  for  the  occasion  was  the 
Honorable  Richard  S.  Schweiker, 
Pennsylvania’s  junior  senator. 

Exercises  for  the  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania 
State  University  College  of  Medicine 
will  be  held  June  3,  1972  at  Founders 
• Hall  in  Hershey.  Franz  J.  Ingelfinger, 
M.D.,  editor  of  the  New  England 
Journal  of  Medicine,  will  be  the  speak- 
er. 

Forty-one  medical  degrees,  two 
masters  of  science,  and  one  doctorate 
will  be  conferred. 


The  Temple  University  Health 
Sciences  Center  held  exercises  on  May 
25,  1972  at  the  Holiday  Inn,  City  Line 
Avenue,  Philadelphia.  One  hundred 
and  forty-four  M.D.  degrees  were 
awarded.  Principal  speaker  at  the  cere- 
mony was  Paul  Kotin,  M.D.,  dean  of 
the  medical  school  and  vice-president 
of  the  health  sciences  center. 

The  'Ceremony  for  the  Awarding  of 
Diplomas”  for  the  University  of  Pitts- 
burgh School  of  Medicine  was  held 
May  25,  1972  at  Carnegie  Music  Hall, 
Oakland.  Medical  degrees  were  earned 
by  one  hundred  and  four  students. 
Speaker  for  the  ceremony  was  Charles 
Fames,  film  maker,  architect,  artist, 
and  teacher. 

Hahnemann  Medical  College  will 
hold  its  ceremony  on  June  8 at  the 
Academy  of  Music,  Philadelphia.  Of 
the  187  to  receive  degrees,  thirty-one 
earned  Ph.D.  degrees,  twenty-eight 
won  bachelor  and  eleven  associate 
degrees  in  the  allied  health  fields,  and 
1 17  were  awarded  M.D.  degrees. 


State  issues  warning  on  rabies 


A rabies  warning  has  been  issued  to 
state  residents  by  J.  Finton  Speller, 
M.D.,  secretary  of  the  Pennsylvania 
Department  of  Health,  following  a 
report  of  sixteen  cases  prior  to  May  8. 
This  compares  with  a yearly  total 
during  197!  of  twenty-three  cases. 

The  chief  of  the  Veterinary  Public 
Health  Section,  Dr.  Ernest  J.  Witte, 
reported  that  ten  of  these  cases  in- 
volved wild  animals  which  could  trans- 
mit the  disease  to  pets,  other  animals, 
and  humans. 

Precautions  include:  (1)  Refrain 
from  touching  or  taking  home  any 
stray  or  wild  animals;  (2)  Pet  dogs  and 
cats  should  be  vaccinated  regularly;  (3) 
Report  any  change  in  the  normal  be- 
havior pattern  of  an  animal  to  local 
health  authorities.  Rabies  could 
manifest  itself  in  the  form  of  friendly 
behavior  in  the  case  of  a fox.  (4)  Pro- 
tect children  waiting  for  buses  in  rural 
areas;  (5)  In  case  of  any  animal  bite, 
encourage  free  bleeding,  wash  the 
wound  thoroughly  with  soap  and 
water,  and  get  medical  attention  im- 
mediately; and  (6)  Call  a professional 
exterminator  where  bats  are  suspected. 


"The  state  of  health  of  the  animal  is 
the  best  guide  for  the  physician  in  the 
management  and  treatment  of  the 
person  bitten,”  Dr.  Witte  said.  He 
added  that  the  animal  responsible  for 
the  bite  should  be  confined  for  ten  days 
by  a veterinarian,  or  it  should  be  de- 
stroyed. Damage  to  the  head  should  be 
avoided  so  that  the  brain  can  be  exam- 
ined for  evidence  of  rabies. 

Six  of  the  cases  were  reported  in 
Greene  County,  three  in  Centre 
County,  two  in  Potter  County,  and  one 
each  in  Montgomery,  Tioga,  Mifflin, 
Westmoreland,  and  Cambria  Counties. 

Merger  delayed 

A proposed  amalgamation  of  the 
American  College  of  Physicians  and 
the  American  Society  of  Internal  Medi- 
cine has  been  abandoned  for  the  present 
according  to  a Joint  announcement  of 
the  two  organizations  which  held  annu- 
al meetings  recently  in  Atlantic  City. 

Both  recognize  the  necessity  of  con- 
tinuing liaison  but  have  decided  that  a 
merger  at  this  time  is  not  feasible. 
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Donaldson  newspaper  awards  announced 


Jill  Porter  of  the  Norristown  Times 
Herald  and  Donald  C.  Drake  of  the 
Philadelphia  Inquirer  have  won  the 
Walter  Donaldson  Awards  for  1971. 
They  are  the  Pennsylvania  Medical  So- 
ciety’s highest  awards  for  reporting  in 
the  field  of  medicine  and  health. 

The  presentation  of  plaques  and 
$100  prizes  were  made  at  the  Pennsyl- 
vania Press  Conference  in  Harrisburg 
recently. 

Jill  Porter’s  winning  entry  in  the 
below  49,000  circulation  category  was 
for  a six-part  series  of  articles  on 
venereal  disease  which  was  judged  as  an 
"outstanding  example  of  a well- 
researched,  well-written  presentation 
on  one  of  the  most  important  health 
problems  of  the  day.”  It  appeared  in  the 
Times  Herald  beginning  July  12,  1971. 

Donald  C.  Drake,  a second-time 
winner,  wrote  his  article  on  the  medical 

Agreement  revealed 

Temple  University,  Philadelphia, 
and  Lancaster  General  Hospital, 
Lancaster,  have  signed  an  affiliation 
agreement  designed  to  provide  more 
diverse  educational  opportunities  for 
students  at  Temple’s  school  of  medicine 
and  to  give  the  Lancaster  hospital 
access  to  the  staff  and  resources  of  the 
university  and  its  Health  Sciences 
Center. 

William  P.  Barba,  M.D.,  associate 
vice-president  for  affiliations,  said  that 
the  affiliation  is  with  the  university  as  a 
whole,  giving  Lancaster  General  access 
to  such  facilities  as  the  computer  center 
as  well  as  the  schools  of  medicine,  den- 
tistry, pharmacy,  and  allied  health  pro- 
fessions. 


and  moral  questions  involved  when  in- 
fants have  conditions  so  grave  that  life 
can  be  maintained  only  by  indefinite 
mechanical  means.  It  appeared  in  the 
October  3 Philadelphia  Inquirer  under 
the  title  "Unwilling  "Gods’:  Doctors 
Must  Decide  if  Babies  Live.”  It  won  in 

Poll  shows  where  t 

Interesting  results  from  a recent  poll 
of  over  1,000  medical  and  allied  health 
careers  students  were  revealed  at  a 
recent  hearing  in  Philadelphia  on 
inner-city  health  care  delivery. 

A number  of  interested  parties  tes- 
tified at  the  Senate  Appropriations 
Committee  special  hearing  on  inner- 
city  health  service  delivery.  Among 
them,  representing  students  in  the 
health  field,  was  Thomas  B.M. 
Leecost,  president  of  the  Student  Advi- 
sory Committee  of  Philadelphia 
Center  for  Health  Careers,  who  spoke 
about  the  survey  made  by  the  com- 
mittee. 

Results  of  the  poll  showed  that  7 
percent  preferred  to  practice  in  the 
inner  city,  65  percent  in  the  residential 
city,  17  percent  in  the  suburbs,  and  1 1 
percent  in  the  rural  community. 

Students’  reasons  were  based  on  a 
wide  variety  of  considerations:  accessi- 
bility to  medical  equipment,  medical 
centers,  and  hospitals;  continuing  edu- 
cation facilities;  the  variety  of  disease 
entities  they  expected  to  encounter; 
patient  accessibility;  and  the  concen- 
tration or  absence  of  other  physicians. 
Other  factors  included:  safety  and  liv- 
ing conditions  for  the  family;  crime 
rate;  overhead  costs  of  a practice;  pos- 


the  contest  division  for  newspapers  of 
more  than  49,000  circulation. 

The  Donaldson  Awards  are  named 
for  the  late  Dr.  Walter  F.  Donaldson  of 
Bakerstown,  former  secretary  of  the 
State  Society  and  medical  editor  of  its  ^ 
Journal. 

ey’ll  practice 

sible  fee  charges  that  could  be  ex- 
pected; taxes;  the  incidence  of  emer- 
gency service;  the  availability  of  trans- 
portation; and  community  respect. 

Physicians  testifying  at  the  hearing 
included  Vernon  Buckley,  D.O., 
Philadelphia  County  Osteopathic  Soci- 
ety; Lewis  Polk,  M.D.,  Philadelphia 
Department  of  Health;  Secretary  of 
Health  J.  Finton  Speller,  M.D.;  R.  Rob- 
ert Tyson,  M.D.,  president  of  the 
Philadelphia  County  Medical  Society; 
and  M.  Lorenzo  Walker,  M.D.,  Medi- 
cal  Society  of  Eastern  Pennsylvania. 

Hahnemann  begins 
housing  facility 

The  first  phase  of  a new  development 
plan  for  Hahnemann  Medical  College 
and  Hospital  will  begin  with  the  con- 
struction of  a sixteen-story  housing  fa- 
cility to  be  completed  by  summer  of 
1974. 

The  facility,  which  is  required 
because  the  medical  college  student 
body  is  expected  to  double  in  the  near 
future,  will  provide  195  residential 
units  for  students,  interns,  and  resi- 
dents. 

Hahnemann  also  plans  a categorical 
institutes  building,  a new  hospital,  and 
an  ambulatory  health  services  center. 


Pennsylvania  Medical  Golfing  Association 
1972  PMGA  Tournament 
Friday,  September  15, 1972 
Hershey  Country  Club 
Hershey,  Pa. 


Prizes — McKee  Cup — Blue  Shield  Handicap  and  Blue  Shield  Senior  Trophies 
Flight  Prizes,  Foursome  Prizes  and  Door  Prizes 
Buffet  Luncheon,  Cocktail  Hour  and  Dinner 
More  details  and  registration  form  will  appear  in  July’s  Pennsylvania  Medicine  y 
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Changes  predicted — like  it  or  not! 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


Whether  physicians  like  it  or  not,  they  are  in  the  midst  of  a 
slow  but  steady  gravitation  toward  larger  units  of  medical 
practice.  These  units  may  take  the  form  of  prepaid  group 
practices,  medical  foundations,  or  perhaps  merely  larger  fee- 
for-service  partnerships.  But  to  a bothersome  extent  the 
handwriting  is  on  the  wall— governmental  and  economic 
pressures  will  cause  more  and  more  doctors  to  choose  group 
practice  over  solo  practice. 

Few  people  expect  legislation  that  will  actually  require 
doctors  to  practice  in  any  specific  manner.  Rather,  there  are 
already  increasing  economic  pressures  on  the  small  practice, 
while  correspondingly  increasing  financial  incentives  for  col- 
lective health  service  are  also  becoming  clear.  These  pres- 
sures and  incentives  deserve  to  be  identified. 

Economic  Crunch 

The  economic  pressures  are  apparent,  for  doctors  are 
beginning  to  experience  a crunch  between  controls  on  their 
fees  on  the  one  hand  and  increasing  expenses  on  the  other. 
As  to  fees.  Phase  II  of  the  wage/price  controls  has  singled 
out  the  health  services  industry  for  special  restrictions.  Sta- 
tistical demonstrations  that  drastically  rising  health  care 
costs  are  due  to  factors  other  than  doctors’  fee  increases 
have,  and  undoubtedly  will  continue,  to  fall  on  deaf  ears. 
Hence,  I believe  that  physicians’  fees  will  continue  to  be 
subject  to  strict  controls  so  long  as  any  part  of  the  present 
wage/price  rules  are  permitted  by  law,  and  the  medical  con- 
trols may  well  be  extended  by  law  even  after  the  other  rules 
expire. 

The  price  controls  on  medical  fees  are  particularly  dif- 
ficult for  a small  medical  practice  to  cope  with.  For  ex- 
ample, a client  of  mine  wishes  to  increase  some  of  his  fees 
with  no  intent  on  increasing  his  overall  income,  but  rather 
to  permit  a "restructuring”  of  his  practice.  He  wants  to 
resist  a trend  away  from  his  original  specialty  practice  by 
setting  longer  average  office  visits  at  commensurately 
higher  fees.  While  rny  research  indicates  that  such  a change 
should  be  permissible  under  the  present  price  control  rules, 
vague  as  they  are,  we  do  not  feel  confident  enough  of  the 
rules  or  of  the  enforcement  procedures  to  make  the  change 
without  prior  governmental  approval. 

Experiences  to  date  with  small  businesses’  requests  for 
wage  and  price  control  determinations,  whether  from  the 
Internal  Revenue  Service,  the  Wage  Board  or  the  Price 
Commission,  have  been  frustrating.  I,  for  example,  have 
had  a wage  control  request  pending  at  one  IRS  office  for 
months  with  no  action  other  than  an  acknowledgement  of 
the  original  request.  And  when  a physician’s  request  is  final- 
ly considered,  the  present  public  opinion  of  health  care 
costs  will  not  encourage  a sympathetic  review  even  of  a Jus- 
tifiable fee  change. 

While  the  solo  doctor’s  fees  are  thus  being  controlled,  the 
expenses  of  conducting  his  practice  continue  to  rise.  The 


5.5  percent  annua!  limit  on  pay  raises  is,  for  example, 
causing  more  grief  to  physician-employers  than  it  is  to  their 
employees.  Several  doctors  have  lost  good  aides  to  higher 
paying  Jobs  despite  the  doctor’s  desires  to  meet  their  aides’ 
salary  demands.  While  I have  helped  some  clients  retain 
their  aides  by  "reclassifying”  their  Jobs  and  their  pay  scales, 
this  can  only  be  done  where  the  work  changes  are  real.  As  a 
result,  small  employers  are  finding  a growing  employee 
turnover  as  aides’  salary  levels  exceed  the  5.5  percent 
guidelines  by  Job-hopping. 

Similarly,  the  rent  controls  are  emasculated  by  enough 
exceptions  that  many  medical  office  building  rentals  have 
recently  been  increased.  Some  of  these  increases  have  been 
by  as  much  as  10  percent.  Costs  of  supplies  and  equipment 
have  also  been  rising,  apparently  without  violating  the  price 
controls.  The  large  corporate  suppliers  have  advantages  of 
sophisticated  cost  accounting  procedures  and  opportunities 
for  prompt  Price  Commission  review  of  their  proposed 
price  increases,  while  the  solo  doctor  must  "fly  by  the  seat 
of  his  pants.” 

Incentives  for  Group  Service 

The  financial  incentives  to  practice  medicine  in  forms 
preferred  by  government  policymakers  are  also  becoming 
apparent.  Millions  of  dollars  are  now  available  to  develop 
and  maintain  prepaid  group  practices  on  the  debatable 
belief  that  prepayment  holds  down  medical  costs  and  fosters 
preventive  medicine.  Furthermore,  some  of  the  proposals 
for  national  health  care  would  create  an  order  of  payment 
for  medical  services:  prepaid  groups  would  receive  the 
federally  insured  payments  first,  then  other  large  groups, 
and  only  finally  would  the  solo  or  small  practice  be  paid  (if 
sufficient  funds  exist).  As  national  health  care  gets  increas- 
ingly complex  and  covers  an  increasing  portion  of  our 
population,  the  pressures  on  a solo  physician  to  improve  his 
priority  of  payment  by  moving  into  a preferred  type  of 
practice  would  be  obvious. 

As  a result  of  these  influences,  doctors  who  wish  to  resist 
the  government  pattern  of  prepaid  practice  may  have  to 
form  their  own  groups.  Only  through  larger  organizations 
might  they  be  able  to  hire  the  special  cost  accounting,  legal, 
and  financial  expertise  to  deal  with  fee-control  problems 
and  to  negotiate  fair  employment  contracts  in  an  increas- 
ingly organized  Job  market.  And  the  larger  groups  would 
likewise  have  enough  economies  of  size  and  expertise  to  at- 
tempt to  compete  with  publicly  supported  prepaid  group 
practices. 

Outlook 

I do  not  predict  the  end  of  fee-for-service  practice  or  of 

Mr.  Beck  is  president  of  Management  Consulting  for 
Professionals,  Inc.,  of  Bala  Cynwyd,  Pennsylvnaia. 
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freedom-of-choice  medicine.  We  are,  however,  coming  into 
an  era  in  which  these  traditional  medical  care  principles 
will  have  to  coexist  with  the  ideas  of  group  prepayment  and 
the  like. 

Those  doctors  who  wish  to  retain  fee-for-service  princi- 
ples in  their  practices  will  probably  have  to  become  far 
better  businessmen  than  they  have  been  in  the  past.  They 
will  have  to  struggle  with  their  expense  ratios,  collection 
ratios,  employee  salary  levels,  etc.  with  far  less  freedom  to 


increase  fees  as  their  costs  rise.  Similarly,  they  may^have  to 
learn  negotiating  skills,  bureaucratic  requirements  and  the 
like,  despite  their  desires  to  concentrate  on  providing  medi- 
cal care.  In  effect,  doctors  will  find  increasing  pressures  to 
regard  their  practices  as  businesses  and  themselves  as 
businessmen.  The  extent  to  which  they  adapt  their  thinking 
in  these  ways  may  determine  whether  solo  and  small  medi- 
cal practices  will  survive  more  than  another  generation. 
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'let  George  say  it' 

We’re  not  very  far  out  of  cave 


Back  in  the  second  World  War,  chemical  warfare  held  a 
particular  horror  for  most  people,  both  civilian  and  soldiers. 
The  destructive  power  of  Cordite  and  TNT,  even  when 
applied  to  jagged  bits  of  shrapnel  was  understandable  and 
therefore  could  be  faced.  Gas  was  something  else,  mysteri- 
ous and  eerie.  It  would  lie  in  wait  for  you.  As  the  little  boy 
said,  “One  drop  on  the  eye  of  a rabbit  will  kill  a man.”  It 
was  very  hush-hush.  Nerve  gasses,  totally  undetectable, 
were  supposed  to  be  able  to  destroy  a whole  city  in  a 
moment. 

How  such  a painless  weapon  could  have  been  worse  than 
a daisy-cutter  bomb  that  could  remove  the  legs  from  a 
whole  company  or  an  anti-personnel  mine  that  would 
emasculate  any  victims  who  were  so  unlucky  as  to  survive 
the  blast  is  hard  to  understand.  A magical  element  seems  to 
have  been  responsible.  It  was  something  like  the  aversion 
most  women  have  even  for  harmless  snakes. 

In  1945,  standing  on  a beach  in  Okinawa,  I heard  the 
story  of  the  atom  bomb.  Happy  though  the  troops  were  that 
we  would  not  have  to  face  the  slaughter  attendant  on  a 
landing  in  Japan,  each  man  was  frightened  at  the  weird  new 
weapon.  Later,  as  information  came  out  about  the  effects  of 
the  bomb,  reactions  were  paradioxical.  Statistics  very 
clearly  showed  that  both  slaughter  and  destruction  resulted 
almost  entirely  from  the  blast  and  the  searing  heat.  These 
forces,  though  tremendous,  were  understandable.  It  was  the 
uncanny  factor  of  radio-activity  that  made  our  skins  creep. 
We  did  not  understand  and  so  we  were  afraid. 

Today  the  boogie  man  is  the  "Drug  Culture.”  Simple  vio- 
lence in  our  society  we  comprehend.  Muggings,  shootings, 
and  arson  can  be  dealt  with.  We  do  not  understand  why 
drugs  are  a problem.  We  do  not  comprehend  their  ramifica- 
tions. We  do  not  know  how  to  approach  them. 

We  can  not  even  define  the  problem.  Serious  discussions 
include  alcohol  and  tobacco  as  noxious  agents  but  we  are  so 
familiar  with  these  that  we  automatically  remove  them  from 
consideration.  What  remains  is  a heterogeneous  collection 
of  herbs  and  chemicals  that  we  feel  are  inimical  to  a stable 
society. 

Part  of  the  problem  is  the  enslavement  that  is  a factor  in 
some  drugs.  We  picture  fine  upstanding  young  people  habi- 


tuated by  villains  who  administer  the  poison  undetectably  in 
milk  or  root-beer.  Like  Mr.  Hyde,  the  innocent  victims 
become  devoid  of  virtue.  They  turn  into  thieves,  seducers, 
and  murderers. 

The  same  picture  used  to  be  painted  of  the  drunkard,  but 
he  is  now  an  alcoholic.  In  a land  where  the  non-drinker  is 
out  of  step,  perhaps  even  a little  un-American,  the  alcoholic 
almost  wears  a badge  of  honor.  Lying  filthy  and  semicoma- 
tose  in  a gutter  we  find  him  more  acceptable  than  the 
college  student  with  marihuana  in  his  car. 

The  drug  problem  is  the  bearded,  barefoot  hippie,  al- 
though such  a life  style  is  certainly  not  a prerequisite.  It  is 
every  thief  and  prostitute.  It  is  assummed  to  be  a factor  in 
every  bizaare  murder,  or  any  unusual  and  unexplained  situ- 
ation. The  problem  has  become  so  vast  and  nebulous  that  it 
interferes  with  much  of  society’s  necessary  activities.  It 
sorely  needs  to  be  broken  down  to  believable  proportions. 

The  opium  derivitives  need  much  research  on  the  true 
nature  of  addiction.  Once  a habit  is  established,  does  it  go 
on  forever?  How  is  it  productive,  in  the  long  term,  of  dam- 
age to  the  body?  What  is  the  difference  between  opium 
smoking  and  intravenous  heroin?  We  have  opinions  but 
very  few  facts. 

Marihuana  must  be  evaluated  soon.  If  it  is  less  harmful 
than  alcohol  it  needs  to  be  removed  from  the  overall 
problem.  As  long  as  it  is  illegal  and  obtained  from  the  same 
sources  as  more  dangerous  drugs,  it  certainly  will  be  related 
to  them.  If  a man  buys  Chevrolets  from  a Cadillac  dealer 
who  is  continually  boasting  about  the  bigger  car,  he  will  be 
tempted  to  try  the  bankroll  destroying  monster.  If  it  can  be 
proven  that  pot  is  a true  danger  to  mind  and  body,  we  need 
to  know.  Most  users  will  respect  scientific  proof. 

If  those  two  categories  can  be  disposed  of.  some  defini- 
tion of  other  psychotropic  medicaments  will  be  possible. 
Until  we  can  free  ourselves  of  superstitious  dread  of  the 
unknown  we  are  only  dancing  around  the  ritual  fire  of  the 
aborigines.  Man  has  not  come  very  far  out  of  the  cave. 
Another  Christopher  Columbus  is  needed  to  lead  us  over 
the  uncharted  ocean. 

George  A.  Rowland,  M.D. 

Millville 
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m.d.'s  in  the  news 


SPECIAL  RECOGNITION  was  given  to  Grover  A.  Meikle,  M.D.,  center,  Galeton, 
when  Robert  S.  Sanford,  M.D.,  right,  Pennsylvania  Medical  Society  trustee  for  the 
Seventh  Councilor  District,  presented  him  with  a fifty-year  Society  award.  James 
Georgetson,  M.D.,  left,  Galeton,  looks  on.  Dr.  Meikle  was  head  of  the  Child  Health 
Center  for  over  thirty  years. 


Richard  D.  Baltz,  MJ>.,  director  of 
pediatric  education  at  Harrisburg  Hos- 
pital; Charles  W.  Worrell,  D.O.,  Harris- 
burg, chairman  of  the  continuing  edu- 
cation committee  for  the  Pennsylvania 
Osteopathic  Association;  Raymond  C. 
Grandon,  MJ>.,  Harrisburg,  secretary 
of  the  Pennsylvania  Medical  Society; 
and  Graham  H.  Jeffries,  MJD., 
Hershey,  professor  and  chairman  of  the 
department  of  medicine  at  the  Hershey 
Medical  Center,  took  part  in  a three- 
day  medical  continuing  education  pro- 
gram recently  at  the  Milton  S.  Hershey 
Medical  Center  on  maternal  and  child 
health  and  intestinal  tract  disorders. 
The  programs  were  sponsored  by  PMS 
in  cooperation  with  the  Pennsylvania 
Osteopathic  Medical  Association  and 
the  Pennsylvania  Department  of 
Health. 

David  E.  Reed,  M.D.,  associate 
i director  of  medical  practice  and  evalua- 
tion at  Western  Pennsylvania  Regional 
Medical  Program,  is  serving  as  acting 
director  until  a successor  to  Robert  R. 
Carpenter,  M.D.,  can  be  found.  Dr. 
Carpenter  resigned  from  the  position  to 
accept  a position  with  the  School  of 
Medicine  and  the  Medical  Center  of  the 
University  of  Michigan. 

Anthony  Kales,  MJ).,  chairman  of 
psychiatry  at  the  Milton  S.  Hershey 
Medical  Center,  spoke  recently  at  the 


First  Canadian  International  Sleep 
Symposium  at  Montreal  General  Hos- 
pital on  insomnia  and  disturbed  sleep. 
He  also  participated  in  a symposium,  at 
Hahnemann  Medical  College  where  he 
co-chaired  a workshop  on  “Community 
Mental  Health  in  Rural  Areas.” 

Joseph  Sataloff,  MJ).,  professor  of 
otology  at  Jefferson  Medical  College,  is 
the  recipient  of  the  Industrial  Medical 
Association’s  Knudsen  Award  for  his 
many  contributions  in  the  field  of  noise 
and  hearing  control. 


Jonathan  E.  Rhoads,  M.D., 

chairman  of  the  department  of  surgery 
at  the  University  of  Pennsylvania 
School  of  Medicine,  has  been  honored 
for  twenty  years  of  service  on  the 
Board  of  Managers  of  Friends  Hospi- 
tal, Philadelphia.  Dr.  Rhoads  is  a 
member  of  the  executive  committee  of 
the  American  Cancer  Society  and 
1972  chairman  of  the  National  Cancer 
Advisory  Board. 

Albert  B.  Ferguson,  Jr.,  M.D.,  deliv- 
ered the  keynote  address  at  the  annual 
meeting  of  the  Japanese  Orthopedic  As- 
sociation in  Kanazawa  City,  Japan,  on 
median  adductor  approach  to  congeni- 
tal hip  dislocation,  a treatment  which 
he  developed.  He  is  professor  and 
chairman  of  the  department  of  ortho- 
pedic surgery  at  the  University  of  Pitts- 
burgh School  of  Medicine. 

J.  L.  McClenahan,  M.D.,  Philadel- 
phia, has  published  an  entertaining  ar- 
ticle in  a recent  special  issue  of  JAMA, 
April  3,  1972.  Dr.  McClenahan  has 
been  a contributor  to  Pennsylvania 
Medicine. 

Three  Hahnemann  physicians  and 
researchers  have  undertaken  two 
closely  related  research  projects  funded 
by  the  National  Institute  of  Health  on 
hypertension  in  kidney  disease  and  its 
relationship  to  the  sympathetic  nervous 
system.  They  are  Gaddo  Onesti,  MJ3., 
associate  professor  of  medicine,  Kwan 
E.  Kim,  MJ).,  assistant  professor  of 
medicine,  and  EvangelosT.  Angelakos, 


THREE  YORK  PHYSICIANS,  honored  by  the  York  County  Medical  Society  for  fifty 
years  of  service  to  their  community,  are,  left  to  right,  James  P.  Paul,  M.D.,  York; 
Alfred  L.  Chicote,  M.D.,  Manchester;  and  Richard  M.  Klussman,  M.D.,  York.  Dr. 
Paul  was  York  Hospital’s  first  resident. 
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JOSEPH  P.  BESSER,  M.D.,  Oak  Lane,  center,  was  honored  recently  with  the 
presentation  of  a resolution  in  recognition  of  his  more  than  forty  years  service  as 
a physician,  past  medical  director,  and  present  member  of  the  board  of 
Willowcrest-Bamberger  Extended  Care  Facility.  M.  Morton  Goldenberg,  left,  hon- 
orary president  and  Jeremy  A.  Rosenau,  Sr.,  right,  president,  are  making  the 
presentation.  A new  100-bed  facility  for  Willowcrest-Bamberger  is  under  con- 
struction on  the  Northern  Division  campus  of  Albert  Einstein  Medical  Center, 
Philadelphia. 


M J).,  Ph.D.,  professor  and  chairman 
of  the  department  of  physiology  and 
biophysics.  They  will  relate  their 
studies  on  rats  to  humans  with  different 
kidney  diseases  by  studying  Hah- 
nemann patients  in  the  hemodialysis 
program. 

A fifty-year  medical  service  award 
has  been  presented  to  Dwight  R.  Sipes, 
MD.,  Bedford,  at  a recent  meeting  of 
the  Bedford  County  Medical  Society. 

K.  Venkata  Murthy,  MX).,  Altoona, 
surgical  education  coordinator  at  Al- 
toona Hospital,  has  been  elected  a 
fellow  in  the  International  College  of 
Surgeons  and  in  the  American  Society 
of  Abdominal  Surgeons.  Dr.  Murthy  is 
a native  of  India. 

The  Grand  Scientific  Award  of  the 
Phi  Lambda  Kappa  medical  fraternity 
has  been  awarded  to  Baruch  S.  Blum- 
herg,  MJ>.,  Institute  of  Cancer 
Research,  Fox  Chase,  for  his  discovery 
of  Australia  antigen  and  its  relation  to 
hepatitis. 

Peter  J.  Janetta,  M.D.,  has  been  ap- 
pointed professor  of  neurological  sur- 
gery and  director  of  the  division  of 
neurosurgical  surgery  in  the  depart- 
ment of  surgery  at  the  University  of 
Pittsburgh  School  of  Medicine.  He  will 
head  a neurosurgery  team  in  the  Uni- 
versity Health  Center  of  Pittsburgh 
which  will  include  Maurice  S.  Alhin, 
MX).,  professor  of  anesthesiology;  Ab- 
bott J.  Krieger,  MX).,  assistant 
professor  and  chief  of  neurosurgery  at 
the  VA  Hospital;  Gene  H.  Samuelson, 
MX).,  associate  professor  and  chief  of 
pediatric  neurosurgery  at  Children’s 
Hospital  of  Pittsburgh;  Robert  G. 


Selker,  MX).,  professor  and  chief  of 
neurosurgery  at  Montefiore  Hospital; 
and  Sidney  K.  Wolfson,  M.D.,  as- 
sociate profesor  of  neurosurgery  and 
physiology  and  director  of  neuro- 
surgery, Surgery  Research  Labora- 
tories, at  Montefiore  Hospital. 

Alvin  P.  Shapiro,  M.D.,  professor  of 
medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine,  has  been  ap- 
pointed dean  for  academic  affairs. 

Klaus  M.  Bron,  M.D.,  has  been 
promoted  to  professor  of  radiology  at 


the  University  of  Pittsburgh  School  of 
Medicine. 

Wilbur  W.  Oaks,  MX>.,  has  been  ap- 
pointed acting  chairman  for  the  depart- 
ment of  medicine  at  Hahnemann  Medi- 
cal College.  He  was  formerly  director 
of  the  division  of  internal  medicine,  as- 
sociate director  of  postgraduate  educa- 
tion, and  teaching  coordinator  in  the 
department  of  medicine. 

J.  Scott  Hommer,  M.D.,  Altoona, 
has  been  installed  as  the  new  president 
of  the  Pennsylvania  Academy  of  Fami- 
ly Physicians.  He  is  a past  director  of 
the  department  of  family  practice  at  the 
Altoona  Hospital. 

Four  Pennsylvania  physicians  have 
been  honored  by  being  named  fellows 
of  the  American  College  of  Radiology. 
They  are  John  P.  Manges,  MX)., 
Chambersburg;  Allen  H.  Holt,  MJtt., 
Sharon;  Eva  S.  Carey,  M.D.,  Pitts- 
burgh; and  Sam  Poller,  M.D.,  Pitts- 
burgh. 

Frank  A.  Oski,  M.D.,  Philadelphia, 

director  of  the  Blood  Bank  at 
Children’s  Hospital,  has  been  named  by 
the  Southern  Christian  Leadership 
Conference  to  receive  one  of  the  first 
Rev.  Dr.  Martin  Luther  King,  Jr.  Medi- 
cal Achievement  Awards  for  his  work 
in  sickle  cell  anemia.  He  is  associate 
professor  of  pediatrics  at  the  University 
of  Pennsylvania  School  of  Medicine. 


A SUNDAY  MEDICAL  STAFF  MEETING  and  brunch  is  the  occasion  for  welcoming 
R.  Robert  Tyson,  M.D.  (light  sport  coat),  president  of  the  Phiiadelphia  County 
Medical  Society,  to  the  Albert  Einstein  Medical  Center  Northern  Division.  Left  to 
right  are:  Arthur  L.  Schneeberg,  M.D.,  Eikins  Park,  treasurer  and  president  of  the 
staff;  Erwin  A.  Cohen,  M.D.,  Cheitenham,  chairman  of  the  medical  staff  board  and 
president  of  the  staff;  and  Bertram  Zimmerman,  Northeast,  acting  general  director 
of  the  center. 
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new  members 

ALLEGHENY  COUNTY: 

Gerson  Weiss,  M.D.,  321  Long  Rd.,  Pittsburgh  15235. 

Felicien  M.  Steichen,  M.D.,  Montefiore  Hospital,  Pittsburgh 
15213. 

Eward  B.  Biau,  M.D.,  Children’s  Hospital,  Pittsburgh  15213. 

Don  M.  Benson,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 15213. 

Gregory  D.  Qrabiak,  M.D.,  Eye  and  Ear  Hospital,  Pittsburgh 
15213. 

Philip  Fireman,  M.D.,  Children's  Hospital,  Pittsburgh  1 521 3. 

Mark  W.  Steels,  M.D.,  Children’s  Hospital,  Pittsburgh  1 521 3. 

James  A.  Shaver,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 1521  3. 

Jerome  V.  Murphy,  M.D.,  Children’s  Hospital,  Pittsburgh  1 521 3. 

Elwyn  L.  Heller,  M.D.,  R.D.  3,  Rockwood  15557. 

BLAIR  COUNTY: 

H.  Virgil  Grumbling,  Jr.,  M.D.,  .501  Howard  Ave.,  Altoona  16601. 

Daniel  F.  Bevilacqua,  M.D.,  2049  Brandywine  Si,  Philadelphia 
19130. 

Venkata  K.  Murthy,  M.D.,  35D,  Sylvan  Dr.,  Hollidaysburg  16648. 

Charles  A.  Sutton,  M.D.,  R.D.  3,  Box  640,  Duncansville  16635. 

BUCKS  COUNTY: 

Ping-Chang  Chung,  M.D.,  145  Mill  Rd.,  Quakertown  18951. 

Oscar  R.  Kalmar,  M.D.,  3559  Hulmerville  Rd.,  Cornwell  Heights 
19020. 

Raymond  J.  Mullin,  M.D.,  155  Willow  Dr.,  Levittown  19054. 

Edmund  K.  Lindemuth,  M.D.,  Bucks  Co.  Dept  of  Health, 
Doylestown  1 8901 , 

CAMBRIA  COUNTY: 

Paul  M.  Straub,  M.D.,  300  Market  Si,  Johnstown  1 5901 . 

Ill  H.  Park,  M.D.,  Windber  Hospital,  Windber  1 5963. 

CHESTER  COUNTY: 

Rahim  Karjoo,  M.D.,  Coatesville  Hospital,  Coatesville  19320. 

Charles  R.  Wolf,  M.D.,  Chester  County  Medical  Bldg.,  West 
Chester  19380. 

Margot  C.  Sobey,  M.D.,  944  Clover  Hill  Rd.,  Wynnawood  1 9096. 

CLINTON  COUNTY: 

James  J.  Dolan  III,  M.D.,  Box  192,  McElhattan  17748. 

Santosh  K.  Mohanty,  M.D.,  72  E.  Church  Si,  Lock  Haven 
17745. 

CUMBERLAND  COUNTY: 

James  D.  Banmiller,  M.D.,  U.S.  Dunham  Army  Hospital,  Carlisle 
Barracks,  Carlisle  17013. 

Marjorie  C.  Allan,  M.D.,  1022  Drexe!  Hills  Blvd.,  New  Cum- 
berland 17070. 

DAUPHIN  COUNTY: 

Robert  W.  Brennan,  M.D.,  500  University  Dr.,  Hershey  17033. 

James  D.  Cahill,  M.D.,  263  E.  Crestwood  Dr.,  Camp  Hill  17011. 

Thomas  R.  Hobbs,  M.D.,  6148  Blue  Ridge  Ave.,  Linglestown 
17112. 

George  T.  Balsbaugh,  M.D.,  3507  Hillcrest  Rd.,  Harrisburg 
17109. 

Joseph  P.  Leaser,  M.D.,  126  Kokomo  Ave.,  Hummelstown 
17036. 

G.  Victor  Rohrer,  M.D.,  Hershey  Medical  Center,  Depi  of 
Radiology,  Hershey  17033. 

M.  Evans  Brown,  Jr.,  M.D.,  4950  Wilson  Lane,  Meehanicsburg 
17055. 

Shashikant  B.  Patel,  M.D.,  Harrisburg  Hospital,  Harrisburg 
17101. 

ERIE  COUNTY: 

Isaac  I.  Matta,  M.D.,  Hamot  Medical  Center,  Erie  16512. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands 


Prescribe 

the  discoverer’s  brand 

idiaclllln' 

(ampicillin  trihydrate) 

•capsuSes  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  ce.  ampicillin. 
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Beecham-Massengiil  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


100  Capsules 

Panmycin 

^ceehy’drothiorida) 

250  mg. 


1 law  prohibits 

dispehS'«« 


M-aft 

expiB®* 


Panmycin 

(tetracycline  HCl5Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY  JA72-2142-6 


new  nnembers 

( DELAWARE  COUNTY: 

i Anthony  L.  Centrone,  M.D.,  228  Church  Rd.,  Devon  19333. 

C Charles  D.  Hummer,  Jr.,  M.D.,  415  E.  22nd  St.,  Chester  19013. 

I;  Edward  J.  Miller,  M.D.,  241  Rhoads  Ave.,  Haddonfield,  N.J. 
08033. 

|;>  ELK-CAMERON  COUNTY; 

t:  Louis  A.  Persic,  Jr.,  M.D.,  R.D.  2,  Bucktail  Trail,  St.  Marys 
I 15857. 

ERIE  COUNTY: 

> Ronald  F.  Zieziula,  M.D.,  4 E.  Second  St.,  Erie  16507. 

: Chin  Y.  Chung,  M.D.,  926  W.  38th  St.,  Erie  16508. 

: Charles  R.  Bales,  M.D.,  210  W.  Sixth  St.,  Erie  16507. 

Gary  W.  Lyons,  M.D.,  225  W.  25th  St.,  Erie  16502. 

K.  Thomas  Mathew,  M.D.,  1552  W.  54th  St.,  Erie  16509. 

JEFFERSON  COUNTY: 

I R.B.  Haglund,  M.D.,  DuBois  Hospital,  DuBois  15801. 

1 LAv  KAWANNA  COUNTY: 

i James  J.  Mackrell,  M.D.,  Connell  Bldg.,  Scranton  18503. 

LANCASTER  COUNTY: 

1 Michael  D.  Lauria,  M.D.,  328  Broad  St.,  Terre  Hill  17581. 

LEBANON  COUNTY; 

Samuel  F.  Paterniti,  M.D.,  316  Cumberland  St.,  Lebanon  17042. 

, LEHIGH  COUNTY: 

Luke  C.  Yip,  M.D.,  17th  and  Liberty  Sts.,  Allentown  18104. 

^ Lee  S.  Zelley,  M.D.,  1206  Cumberland  St.,  Apt.  8,  Allentown 
18103. 

1 Joseph  A.  Nizolek,  Jr.,  M.D.,  421  Chew  St.,  Allentown  18102. 
i Ernest  Y.  Normington  II,  M.D.,  309  S.  18th  St,  Allentown  18104. 
Isadora  Mihalaskis,  M.D.,  Pathology  Dept,  Sacred  Heart  Hos- 
pital, Allentown  18102. 

i Joseph  E.  Vincent  M.D.,  4133  Kilmer  Ave.,  Allentown  18104. 

’ Joseph  J.  Prorok,  M.D.,  2833  Greenleaf  St,  Allentown  18104. 
Pratap  C.  Singhal,  M.D.,  754  E.  Tilghman  St,  Allentown  18103. 

: LUZERNE  COUNTY: 

Tomas  A.  Duran,  M.D.,  445  N.  Gates  Ave.,  Apt  2,  Kingston 
18704. 

I John  C.  Gaudio,  M.D.,  425  Tioga  Ave.,  Kingston  18704. 
i David  F.  Kennedy,  M.D.,  Luzerne  Wyoming  County  Mental 
, Health  Center,  Wilkes-Barre  18702. 

James  C.  Walsh,  M.D.,  29  E.  Dorrance  St,  Kingston  1 8704. 

I John  J.  Yankevitch,  Jr.,  M.D.,  Black  Creek  Health  Center, 
I Nuremberg  18241. 

I William  A.  Rustin,  M.D.,  352  Pierce  St,  Kingston  18704. 

I Leonard  R.  Harrison,  Jr.,  M.D.,  352  Pierce  St,  Kingston  18704. 

I LYCOMING  COUNTY: 

i Richard  C.H.  Shieh,  M.D.,  R.D.  3,  Williamsport  17701. 

Albert  6.  Liddell,  M.D.,  835  W.  Fourth  St,  Williamsport  17701. 
Don  Kent  Weaver,  M.D.,  777  Rural  Ave.,  Williamsport  17701. 

MONTGOMERY  COUNTY: 

P.F.  Engstrom,  M.D.,  Central  and  Shelmire,  Philadelphia 
j 19111. 

David  J.  Adams,  M.D.,  26  S.  Bryn  Mawr  Ave.,  Bryn  Mawr, 
19010. 

Jieh-Chyou  Yang,  M.D.,  534  N.  Broad  St,  Lansdale  19446. 

Marc  J.  Herman,  M.D.,  978  Sheffield  Lane,  Huntingdon  Valley 
19006. 

Sung  In  Song,  M.D.,  Montgomery  Hospital,  Powell  and  For- 
nance  Sts.,  Norristown  19401. 

i Irwin  H.  Forman,  M.D.,  1 71 2 Sterigere  St,  Norristown  1 9401 . 
j Urban  D.  DiPasquale,  M.D.,  11th  Ave  and  Fayette  St, 
I Conshohocken  19428. 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Baciociir 

(sodium  oxacillin) 

•capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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new  mennbers 

MONTOUR  COUNTY: 

Robert  J.  Evans,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 


Mar  Jeanne  Collins,  M.D.,  47th  and  Pine,  Garden  Court  Apt.  3, 
Philadelphia  191 43. 

Val  S.  Greenfield,  M.D.,  5001  Frankford  Ave.,  Philadelphia 
19124. 

William  C.  Sherwood,  M.D.,  1710  Spruce  St,  Philadelphia 
19102. 

David  L.  Paskin,  M.D.,  239  S.  Third  St,  Philadelphia  1 91 06. 


NORTHAMPTON  COUNTY: 

Sang  T.  Lee,  M.D.,  2100  Lehigh  St,  Easton  18042. 

George  A.  Streubert  M.D.,  1030  Linden  St,  Bethlehem  18018. 

PHILADELPHIA  COUNTY; 

Jerry  L.  Cates,  M.D.,  Episcopal  Hospital,  Philadelphia  1 91 25. 

Sharon  P.  Fischer,  M.D.,  Episcopal  Hospital,  Philadelphia 
19125. 

Michael  B.  Hanna,  M.D.,  1723  Woodburne  Ave.,  Levittown 
19057. 

Ignatius  S.  Hneleski,  Jr.,  M.D.,  2454  Eidon  Ave.,  Drexel  Hills 
19026. 

William  N.  Pinault  M.D.,  8 Hilltop  Court  Cherry  Hill,  N.J., 

08034. 

John  B.  Kostis,  M.D.,  1600  Garrett  Rd.,  Apt.  H-12,  Upper  Darby 
19082. 

G.  Harris  Lee,  M.D.,  1 01 7 Clinton  St,  Philadephia  1 91 07. 

Louise  Schnaufer,  M.D.,  1740  Bainbridge  St,  Philadelphia 
19146. 

Doris  G.  Bartuska,  M.D.,  3227  W.  Penn  St,  Philadelphia  1 91 29. 

Luke  M.  Thillainayagam,  M.D.,  Frankford  Hospital,  Philadel- 
phia 191 24. 

S.  Waldman,  M.D.,  455  S.  48th  St,  Philadelphia  19143. 

Ivan  A.  Donor,  D.O.,  852  Cedar  Court,  Cornwells  Heights 
19020. 

William  M.  Birtwell,  M.D.,  61 4 E.  Manoa  Rd.,  Havertown  1 9083. 

Richard  S.  Bornstein,  M.D.,  220  E.  Mermaid  Lane,  Philadelphia 
19118. 

William  A.  Weiss,  M.D.,  309  Edgehill  Dr.,  Havertown  19083. 

Sueha  O.  Asbell,  M.D.,  1002  Chelten  Ave.,  Philadelphia  19126. 


SCHUYLKILL  COUNTY: 

Richard  P.  Bindie,  M.D.,  No.  1 Parkway,  Schuylkill  Haven 
17972. 

RossW.  Rismiller,  M.D.,  214  W.  Market  St,  Pottsville  17901. 


SOMERSET  COUNTY: 

Leonardo  S.  Tensuan,  Jr.,  M.D.,  128  E.  Patriot  St,  Somerset 
1 5501 . 

Edward  N.  Pell  111,  M.D.,  R.D.  1,  Box  136,  Somerset  15501. 


I 


VENANGO  COUNTY: 

Benjamin  A.  Maldonado,  M.D.,  1416  Liberty  St,  Franklirt  16323. 
Iraj  Nakhjavan,  M.D.,  111  Skyview  Dr.,  Titusville  16354. 


WASHINGTON  COUNTY: 

James  E.  Richardson,  M.D.,  90  E.  Maiden  St,  Washington 
15301. 


WESTMORELAND  COUNTY: 

Leonardo  N.  Ventura,  M.D.,  206  Hollingsworths  Apt,  New 
Kensington  15068. 

Houshang  Vossoughi,  M.D.,  448  Ridge  Ave.,  New  Kensington 
15068. 

YORK  COUNTY: 

Donald  MacLean,  M.D.,  146  Oak  Ridge  Dr.,  York  17402. 
Nicholas  W.  DiCuccio,  M.D.,  1108  Valley  View  Rd.,  York  17403. 


DESCRIPTION:  Methylteitosterone  is  17/;-Hydfoxy-l7  MgthylandfOst-4  en 
3-0J1®. 

ACTIONS:  Mithyltestosterone  is  an  oil  soSubia  androgenic  hormone. 

IHDSCATIDHS:  tn  the  male:  1.  Eunuchoidism  and  euisuchism.  2.  Male; 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency; 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor- 
chidism with  evidence  of  hypoionadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m liver 
function  tests,  drug  shouid  be  discontinued. 

miCkmimS:  prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  m patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental/and  physical  activities  beyond  the  patient's 
cardiovascular  capacity. 

CDNTiAINDSCATSONS:  Contraindicated  in  persons  with  known  or  sus- ' 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast. 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Android  f 5 " 

Methyltestosterone  N.R-5  mg. 

Androkf 1 10 

Methyltestosterone  N.F.-10  mg. 

Androicfl  25 

Methyltestosterone  N.F.  -25  mg.| 


WARNIN6S:  If  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caut- 
iously in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens. 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastn 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  » Oligospermia  and  du 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  of 
bone  metastases.  « Sodium  and  water  retention.  » Priapism  * Vinii 
nation  in  female  patients  * Hypersensitivity  and  gynecomastia 

DOSACE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

iNBICATION  tSs 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg, 

Postpuberal  cryptorchism  30  mg. 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


Write  for  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 
2500  West  6!h  Street,  Los  Angeles.  California  90057 


meetings 

JUNE 


American  Medical  Association,  June  18-22,  Civic  Auditori- 
um, San  Francisco,  Cal 


JULY 

! International  College  of  Surgeons,  U.S.  Section,  July  S-10, 
Sagamore  Hotel,  Lake  George,  N.Y.  Contact:  William  R. 
Updegraff,  M.D.,  202  Hooker  Ave.,  Poughkeepsie,  N.Y. 
12603. 

I American  Association  for  Clinical  Immunology  and 
Allergy,  June  16-19,  Washington  Plaza  Hotel,  Seattle, 
i Wash.  Contact:  S.H.  Jaros,  M.D.,  9705  Louis  Dr., 
Omaha,  Neb.  681 14. 

I American  Medical  Technologists,  July  17-22,  Philadelphia. 

! International  Congress  on  Pharmacology,  July  23-28,  San 
Francisco,  Cal.  Contact:  Secretariat,  9650  Rockville 
I Pike,  Bethesda,  Md.  20014. 

! International  Conference  on  Extra-Corporeal  Technology, 

iluly  27-29,  Waldorf  Astoria  Hotel,  New  York  City.  Con- 
tact: Edward  C.  Berger,  executive  director,  287  E.  Sixth 
St,  St.  Paul,  Minn.  55101. 

AUGUST 

Symposium  on  Sports  Medicine,  August  10-11,  German- 
town Academy,  Fort  Washington  19034. 

INTERNATIONAL 

Internationa!  Congress  of  Gastroenterology,  July  5-12, 
Paris. 

I International  Congress  of  Psychology,  August  13-19, 
Tokyo. 

International  Congres  on  Drug  Abuse  and  Addiction,  Sep- 
tember 11-16,  Paris. 

International  Congress  on  Occupational  Health,  September 
I 17-23,  Buenos  Aires. 

j World  Medical  Association,  September  18-23,  The 
[ Netherlands. 
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Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen" 

(disodium  carbenicillin) 

"vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

CSlil 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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JOG  Tablets 


Uticillin^  VK 

/R  TRAOtMARtS 

'Potassium  Phenoxyoi®*^? 

Penicillin  Tablets,  U-S-r  ' 


(potassium  phenoxy methyl  penicillin, US.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Real  Estate 

INVESTORS  GUIDELINES 

Monthly  publication  with  TAX 
SAVING  ideas,  INVESTMENT 
ideas,  info  on  Realty  Trusts,  TAX 
SHELTER,  Realty  SYNDICATION, 
Partnerships,  items  everyone  in- 
terested in  R.E.  should  know. 
Including  its  effect  on  Stock 
Market. 

Free  CONSULTING  - REFERRAL 
SERVICE  w/  subscription. 

ONE  Year  subscription,  send  $15.00  to; 

Realty  Enterprises 

Union-76  Bldg.  2662  Hubbard 
Madison,  Ohio  44057 


HOME  IN  MALLORCA 
FOR  $15,000. 

FREE  OLIVES. 

500-year  old  olive  trees  will  grace  the 
terrace  of  your  new  home  in  Son  Coll, 
a delightful  international  community 
on  Mallorca’s  scenic  Northwest  coast. 
Private  beach,  swimming  pool,  tennis 
courts,  bar-restaurant  and  shops 
make  this  unique  resort  a great  place 
for  vacations  or  year  ’round  living. 
Financing  is  available.  Write  us  for 
information  about  Son  Coll,  and 
about  our  low-cost  inspection  tours. 
Travel  expenses  up  to  $300  refunded 
if  you  buy. 

Special  Places  for  Special  People 

PANORAMA 

International  Real  Estate 
810  18th  St.,  N.W.,  Dept.  36  CH 
Washington,  D.  C.  20006 
Phone;  (202)  783-3600 


pension  plan? 

Through  New  England  Life,  of  courser 

Why?  Because  New  England  Life  has  a wealth  of 
experience  in  setting  up  pension  and  profit- 
sharing  plans  that  allow  you  to  take  advantage  of 
the  liberal  tax  treatment  available  to  corpora- 
tions. In  fact,  we  administer  more  individual 
pension  and  profit-sharing  plans  than  the  next 
two  companies  combined.  And  when  it  comes  to 
planning  your  future,  there  is  no  substitute  for 
past  performance. 


For  more  information  at  no  obligation,  write  or 
call:  Pennsylvania  Pension  Planners,  Inc., 

1 51 1 North  Front  Street,  Harrisburg,  Pa.  17102 
Phone:  717-234-8069 


Name 

Address 


PRINT 


City- 


-State- 


-Zip. 


Telephone. 


New  England  Mutual  Life  Insurance  Company 
Subsidiary:  NEL  Equity  Services  Corporation. 
Affiliate:  Loomis,  Sayles  & Company.  Investment  Counselors 


toniraineicitions:  Anaroio  is  coniramdicatea  in  patients  witn  prostatic  carcinoma,  severe  caroiorenai 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Monteseno,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5.67,  1964.  3.  Titeff,  A.  $.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  1.,  Bradlow,  H.  L.,  ZumoH,  B.,  Fukushima,  0.  K.,  and  fialTagher,  T.  F. 
Thyroid-androeen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  1 Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  S.  E.  United  States  Dispensatory  (ed.  25).  Lippincotf,  Phila- 
delphia, 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


The  treatment  of 


\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
W JjyjrJl  as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patiehts  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fefitijrty  Society 


(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Snig. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
v4i;a(7a6/e: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Ext.  (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-M 

EXTRA  HIGH  POTENCY 
Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  ms. 
Thyroid  Ext.  (V4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pjrridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Write  tor  literature  and  samples:  the  brown  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  (215)  887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells,  S.  T.  Ingram  and  D.  C.  Hoffman,  Representatives 
1077  Greentree  Road,  Pittsburgh  15220  Telephone:  (412)  531-4226 
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PROFESSIONAL  LIABILITY  INSURANCE 

l6  a Li^k  maf'k  of  distmctlon 


Professional  Protection  Exclusively  since  1899 
; ••  ••  - T- 


NDC  9-103-2 


E.Mycin®  250  mg 


(erythfo 


rtiycio) 


0S3O 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


IJpjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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PENNSYLVANIA 

MEDICINE 


editorials 

Paramedical  Professionals 


In  this  issue  of  Pennsylvania  Medicine  two  articles,  on 
pages  47  and  51,  call  attention  to  the  role  of  allied  health 
professionals  and  the  training  programs  designed  to  educate 
these  important  dispensers  of  health  care. 

Continuous  changes  in  health  care  delivery  create  new 
manpower  requirements.  In  the  past  most  allied  health  pro- 
fessionals have  been  trained  by  those  who  had  need  for  their 
services.  In  other  words  they  had  on-the-job  training  ac- 
cording to  the  needs  of  the  physician  or  institution  to  per- 
form specific  services. 

With  the  passage  of  medicare  and  medicaid  legislation 
came  a marked  increase  in  the  demand  for  medical  care. 
The  idea  of  a 'physician’s  assistant  ” working  closely  with 
the  practicing  physician  was  developed  as  a popular  solu- 
tion to  the  problem  of  physician  shortage  and  maldistribu- 
tion. 

New  programs  have  been  instituted  by  a variety  of  medi- 
cal education  centers  to  train  these  new  paramedicals.  The 
curriculum  varies  from  one  institution  to  the  next,  which  is 
indicative  of  the  lack  of  agreement  as  to  what  the 
physician’s  assistant  needs  to  know  to  perform  his  duties. 
One  school  in  Pennsylvania  accepts  students  directly  out  of 
high  school.  The  curriculum  is  designed  to  train  students  to 
function  in  the  ambulatory  care  setting  under  the  close 
supervision  of  the  employing  physician. 

Other  schools  have  chosen  a more  intensive  and  in-depth 


educational  approach  and  propose  that  their  graduates 
function  under  minimal  physician  supervision  and  assume  a 
much  more  important  role  in  primary  care.  Graduates  of 
these  programs  apparently  are  considered  capable  of  func- 
tioning independently  of  the  physician — making  observa- 
tions, prescribing  medication  and  performing  minor  sur- 
gical procedures. 

In  a recent  issue  of  AM  A News,  there  appeared  a state- 
ment that  the  President’s  Manpower  Commission  message 
to  the  Congress  advised  that  by  1980  the  United  States  will 
have  440,000  physicians — "enough  to  eliminate  an  overall 
shortage.”  In  the  light  of  this  prediction  it  is  interesting  to 
consider  what  need  will  exist  for  physicians’  assistants. 

It  would  appear  to  me  that  allied  health  training  pro- 
grams must  address  themselves  to  planning  for  the  future  by 
insuring  that  each  student  has  a formal  basic  academic 
background  and  that  a system  be  structured  to  permit  ver- 
tical mobility  as  well  as  professional  recognition  for  their 
graduates.  I would  further  urge  that  duplication  of  effort  be 
minimized  and  that  the  various  training  centers  coordinate 
their  efforts  and  standardize  curricula.  Last  but  by  no 
means  least,  emphasis  must  be  placed  on  the  role  of  allied 
health  professionals  in  patient  education  and  guidance  ac- 
tivities. 

David  A.  Smith,  M.D. 

Medical  Editor 


Money  Talks 


The  pile-up  of  literally  "world-shaking”  events  kaleide- 
scopes  daily.  Even  the  most  intelligent,  best  educated,  most 
sincere  segments  of  society  find  themselves  feeling  numbed 
into  paralysis  as  our  world  hurtles  seemingly  uncontrollably 
toward — we  know  not  what. 

But  physicians  need  not  be  impotent  passengers.  America 
will  survive.  One  of  the  most  important  ingredients  required 
to  insure  that  survival  is  the  health  of  its  citizenry.  We — the 
professionals — should  write  the  ticket  for  providing  health 
care  and  its  delivery. 

Fear  that  government  will  swallow  up  practices  and  so- 
cialize medicine  may  be  a real  fear — but  fear  in  any  form  is 
negative.  Positive,  constructive  action  is  a necessity. 

Where  does  the  individual  physician  start?  Like  everyone 
else,  he  starts  with  what  exists.  Let’s  take  a close  look  at 
what  we  have.  We  may  decry  politics  but  it  is  one  tool  we 
already  have — and  the  only  one  that  can  mold  the  future 


structure  in  which  we  work.  I 

Our  State  Society,  through  the  activities  of  its  staff  and  j 
officers,  is  active  on  the  state  level  to  represent  the  interests  i 
of  the  medical  profession.  On  the  national  level  the  AMA  is  j 
similarly  active.  i 

Our  organizations  must  have  our  support  for  success.  All 
of  us  must  vote  for  the  right  candidates,  of  course.  But  right  i 
now  each  of  us  who  has  not  done  so  should  answer  the  call  : 
for  a minimum  contribution  of  $25.00  to  PaMPAC,  part  of  , 
which  goes  to  support  the  American  Medical  Political  Ac-  \ 
tion  Committee.  There  is  a saying  that  money  talks — let’s  j 
put  a little  of  ours  to  work  in  the  interest  of  our  profession.  i 

David  A.  Smith,  M.D.  ' 
Medical  Editor 

“A  copy  of  AMPAC-PaMPAC  reports  filed  with  the  appropriate  supervisory 
officer  is  (or  will  be)  available  for  purchase  from  the  Superintendent  of  Doc- 
uments, United  States  Government  Printing  Office,  Washington,  D.C. 
20402.” 


Training  Ambulance  Attendants 


Since  its  inception  in  1968,  the  Commission  on  Emer- 
gency Medical  Services  (EMS)  of  the  Pennsylvania  Medical 
Society  has  pointed  out  the  need  to  improve  the  quality  of 
emergency  care  prior  to  hospitalization.  The  commission’s 
publication,  “Emergency  Medical  and  Health  Services  in 
Pennsylvania,”  made  concrete  recommendations  as  to  how 


this  could  best  be  accomplished.  The  Pennsylvania  Depart- 
ment of  Health,  through  its  Task  Force  on  Emergency 
Health  Services,  also  supported  this  effort.  Governor  Milton 
J.  Shapp  followed  one  of  the  first  recommendations  and  ap- 
pointed a Health  Care  Task  Force  Subcommittee  on  EMS. 
Other  groups  such  as  the  Pennsylvania  Committee  on 
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Trauma  of  the  American  College  of  Surgeons  and  various 
ambulance  associations  have  strongly  urged  improvements. 
Nevertheless,  our  legislators  have  moved  slowly  despite  the 
clear  mandate  of  the  Highway  Safety  Act.  Finally,  the  Health 
Department  sent  an  ambulance  bill  to  Senator  Richard  C. 
Frame’s  Joint  State  Government  Commission  Task  Force  on 
Ambulance  Service.  This  was  not,  and  I stress  not,  a bill  that 
rectified  all  deficiencies,  but  it  was  on  the  whole  more  than 
satisfactory.  This  proposed  legislation  would  give  Pennsyl- 
vania the  best  ambulance  program  of  any  of  the  fifty  states. 
As  physicians  and  surgeons,  we  should  be  proud  of  this. 

As  soon  as  some  ambulance  groups  were  apprised  of  this 
proposed  legislation,  many  objected  vigorously  to  their 
legislators.  Incidentally,  only  six  physicians  wrote  letters  sup- 
porting this  bill  and  none  disapproved.  The  task  force  lis- 
tened to  the- ambulance  groups  and  then  reduced  training  to 
forty  hours  and  deleted  some  other  recommendations  for  im- 
provement. The  changes  do  have  some  practical  realism  from 
the  financial  and  legislative  standpoint. 

The  question  now  is  whether  or  not  to  support  this  legisla- 
tion which  will  not  provide  optimal  care  for  the  citizens  of 
this  Commonwealth.  The  commission  met  on  March  II, 
1972,  and  deliberated  this  point.  Three  actions  were 
approved:  1)  To  thank  Senator  Frame  and  the  task  force  for 
their  effort  and  expertise  in  modifying  the  original  proposal 
so  that  it  would  have  a fighting  chance  in  the  General  As- 
sembly; 2)  to  request  the  Pennsylvania  Medical  Society  to 
support  the  bill;  and  3)  to  prepare  an  editorial  to  reflect  the 
commission’s  position. 

With  the  publication  of  this  editorial  the  commission’s 
obligations  are  fulfilled.  We  urge  all  concerned  physicians, 
ambulance  organizations,  and  elected  government  officers  to 
support  this  bill  and  to  so  notify  their  legislators.  If  the  bill  is 
passed,  it  is  incumbent  upon  all  of  us  to  start  a vigorous  cam- 
paign to  improve  this  legislation.  This  will  take  a lot  of  time 
and  work. 

Compromise  legislation  seems  typical  of  these  times  as  far 
as  health  care  is  concerned,  but  the  ambulance  bill  is  much 
better  than  no  legislation  at  all.  Without  a change,  pre- 


hospital emergency  care  will  remain  haphazard  and  inade- 
quate. In  most  areas,  a look  at  the  quality  of  the  local 
ambulance  services  will  demonstrate  the  need  for  improve- 
ment! 

Write  to  your  legislator;  unless  they  and  Senator  Frame 
hear  from  us,  he  and  his  committee  will  have  no  choice  but  to 
listen  to  those  who  wish  to  keep  pre-hospital  emergency  care 
one  step  beyond  the  Cub  Scout  first  aid.  We  in  the  medical 
profession  must  make  this  bill  a stepping-stone  and  refuse  to 
let  it  be  a roadblock  to  improving  pre-hospital  emergency 
care. 

William  F.  Bouzarth,  M.D.,  Chairman 
Commission  on  Emergency  Medical  Services 


That  was  a great  opening  Steve...  but  I still  think  you 
should  have  led  with  spades. 
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Recommends  angiography 

To  the  Editor: 

I read  the  recent  article  by  Dr.  James  P.  Boland  on  "Leg 
Ischemia  in  the  Aged  and  Infirmed"  with  interest.  While  it 
is  perhaps  of  interest  to  emphasize  "clinical  pallor”  in  the 
diagnosis  of  ischemic  problems  of  the  foot,  1 would  strongly 
recommend  that  patients  with  problems  suggesting  circula- 
tory failure  in  the  lower  extremity  be  rapidly  evaluated  by 
the  use  of  angiography.  There  is  no  substitute  in  physical 
examination  techniques  for  an  adequate  arteriogram  of  the 
endangered  extremity.  One  must  be  aware  that  many  vessels 
with  critical  narrowing  can  still  transmit  distal  pulses.  On 
the  basis  of  physical  examination,  the  patient’s  proper  care 


may  be  delayed  until  the  onset  of  an  acute  episode  of 
blockage,  one  which  often  results  in  the  amputation  of  a 
leg.  Like  most  diseases,  those  of  the  vascular  system  are 
often  best  treated  early,  particularly  before  complete 
blockage  of  the  vessel  occurs,  rather  than  to  wait  for  a more 
advanced  process.  I cannot  agree  that  the  "so-called”  agres- 
sive  surgical  care  should  be  reserved  for  those  who  fail  a 
trial  of  conservative  therapy,  but  would  rather  suggest  that 
the  appropriate  care  of  most  vascular  disease  today  is  sur- 
gical and  that  only  when  this  is  unable  to  be  done  should 
one  consider  lesser  techniques  which  involve  the  use  of 
medications  and/or  operations  upon  the  nervous  innerva- 
tion of  these  vessels. 

Charles  Heisterkamp,  111.  M.D. 

Lancaster 


JUNE.  1972 
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Guidelines  established  for  corporate  names 

The  article  below  corttains  guidelines  covering  the  ethics  of  the  selection 
and  the  use  of  names  by  Society  members  interested  in  incorporating  their 
medical  practices  as  professional  associations  or  professional  corpora- 
tions. The  guidelines  were  prepared  by  the  PMS  Judicial  Council  and 
approved  by  the  Board  of  Trustees.  They  also  have  been  approved  by  the 
State  Board  of  Medical  Education  and  Licensure. 

In  approving  the  guidelines  the  State  Board  issued  several  clarifications  of 
its  Regulation  1 1 .3,  as  follows: 

State  Society  and  county  society  opinions  regarding  names  of  profes- 
sional corporations  are  advisory  only.  The  opinion  of  the  State  Board  is 
controlling. 

Should  either  the  State  Society  or  the  county  society  disapprove  a 
proposed  name,  the  State  Board  is  to  be  notified  by  the  State  Society 
and  given  the  reason  for  such  disapproval. 

The  State  Board  will  withhold  a final  decision  on  a proposed  name  until 
receiving  the  advice  of  the  State  Society  and  the  county  society. 

The  Commonwealth  is  now  developing  procedures  in  connection  with 
names  for  professional  associationsicorporations.  A requirement  of 
preclearance  of  corporate  and  association  names  is  being  prepared.  This 
means  that  attorneys  will  be  unable  to  file  articles  of  incorporation  unless 
they  have  a certificate  proving  that  the  name  has  the  approval  of  the  State 
Board. 


The  1971  House  of  Delegates  mandated  that  the  Judicial 
Council  and  the  Board  of  Trustees  turn  their  immediate  at- 
tention to  the  issuance  of  guidelines  to  assist  members  in 
choosing  and  utilizing  ethical  names  for  professional  associ- 
ations and  corporations.  This  has  become  a significant 
problem  because  of  the  large  numbers  of  members  who  are 
converting  their  practices  to  professional  corporations. 

Law  Requires  an  Ethical  Name 

When  establishing  an  association  or  corporation  a name 
must  be  chosen  for  legal  purposes.  Under  both  the  Profes- 
sional Association  Act  (Public  Law  941,  August  7,  1961) 
and  the  Professional  Corporation  Act  (Public  Law  461, 
July  9,  1970)  these  names  must  be  both  legal  and  ethical. 
The  attorney  general  has  ruled  that  the  Incorporators  or  As- 
sociates must  be  physicians  licensed  and  registered  to  prac- 
tice medicine  in  the  Commonwealth. 

For  medical  doctors,  the  arm  of  state  government  direct- 
ly concerned  with  the  ethics  of  the  name  is  the  State  Board 
of  Medical  Education  and  Licensure. 

State  Board  Promulgates  Regulation 

The  State  Board  of  Medical  Education  and  Licensure  has 
issued  a regulation  (No.  1 1)  in  four  parts  (11.1,  1 1.2,  1 1.3 
and  1 1 .4)  covering  professional  associations  and  corpora- 
tions. For  the  convenience  of  the  reader,  this  regulation 
follows: 

Section  1 1 — Professional  Associations  and  Corporations 


Professional  Corporation  Law  of  July  9,  1970,  P.L.  461  (15 
P.S.  2901  et  seq.) 

11.1  In  the  case  of  an  association,  the  Articles  of  Associ- 
ation described  in  Section  5,  above-quoted  Act,  shall  also 
be  filed  with  the  Board  in  complete  compliance  with  that 
section.  (Refers  to  prothonotary  of  the  County  Court). 

11.2  In  the  case  of  a corporation,  the  Articles  of  Cor- 
poration, as  described  in  Section  4(d)  (1),  (2),  (3),  (4),  (5) 
and  (6)  of  the  Professional  Corporation  Act  shall  be  filed 
with  this  Board  in  compliance  with  Section  13(c)  of  said 
act. 

1 1.3  The  name  of  a Professional  Association  or  the  Pro- 
fessional Corporation  must  be  acceptable  to  the  State 
Board,  State  Medical  Society,  and  the  County  Medical 
Society  in  which  its  major  office  is  situated. 

1 1.4  In  addition  to  the  periodic  reporting  of  changes  of 
personnel,  etc.  (Section  5 of  the  Professional  Association 
Act  and  Section  4(d)  (1),  (2),  (3),  (4),  (5)  and  (6)  of  the 
Professional  Corporation  Act)  a biennial  registration 
comprising  items  of  payment  of  a $50  fee  will  be 
required  from  each  professional  corporation  and  profes- 
sional association. 

Each  association/corporation  should  send  its  articles  of 
incorporation,  along  with  the  certified  check  directly  to  the 
State  Board  of  Medical  Education  and  Licensure  at  279 
Boas  Street,  Harrisburg,  Pennsylvania  17102.  Clearance  of 
the  name,  however,  requires  tri-partite  approval. 

Society  Establishes  Procedure 


The  Board  adopts  the  following  requirements  in  its  To  keep  correspondence  to  a minimum,  we  have  devel- 
implementation  of  the  Professional  Association  Act  of  oped  the  following  five-step  procedure  to  expedite  the  clear- 
August  7,  1961,  P.L.  941  (15  P.S.  12601  et  seq.)  and  the  ance  of  names'. 
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1.  The  incorporating  physician(s)  and/or  his  (their)  at- 
torney, after  choosing  a name,  submits  it  in  writing  to  the 
county  medical  society; 

2.  After  the  county  medical  society  considers  the  name,  it 
notifies  the  Secretary  of  the  State  Society  of  its  decision 
in  writing; 

3.  By  virtue  of  authority  granted  the  Secretary  by  the 
Board  of  Trustees,  he  reviews  the  proposed  name  and 
makes  the  State  Society’s  position  known; 

4.  He  transmits  in  writing  this  position  to  the  State  Board 
of  Medical  Education  and  Licensure  along  with  a copy  of 
the  county  society’s  position;  he  also  informs  all  interest- 
ed parties  of  his  action  through  carbon  copies; 

5.  The  State  Board  of  Medical  Education  and  Licensure 
is  then  in  a position  to  consider  the  proposed  name 
provided  a copy  of  the  Articles  of  Incorporation,  as  well 
as  a certified  check  or  money  order  in  the  amount  of 
$50  have  been  submitted. 

Names  Considered  Locally  First 

Historically  medical  ethics  have  ultimately  been  in- 
terpreted by  the  county  medical  society,  with  local  customs 
playing  an  important  part.  This  is  still  true.  In  addition, 
however.  Regulation  11.3  requires  that  the  State  Society 
and  the  State  Board  of  Medical  Education  and  Licensure  in- 
dependently express  their  opinions.  Under  the  procedure  es- 
tablished above,  however,  in  no  case  will  the  State  Society 
comment  on  a name  until  it  knows  the  position  of  the  ap- 
propriate county  society. 

Corporate  Name  Raises  Question  of  Solicitation 

Certainly  any  name  other  than  the  physician’s  own  raises 
a question  of  medical  ethics,  for  a trade  name  of  any  sort 
evokes  the  aura  of  advertising  and  solicitation.  This 
prohibition  is  covered  in  Section  5 of  the  Principles  of  Med- 
ical Ethics  of  the  American  Medical  Association: 

“A  physician  may  choose  whom  he  will  serve.  In  an 
emergency,  however,  he  should  render  service  to  the  best 
of  his  ability.  Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him;  and  unless  he  has  been  discharged 
he  may  discontinue  his  services  only  after  giving  ade- 
quate notice.  He  should  not  solicit  patients." 

AMA  Judicial  Council  Issues  Guideline 

Speaking  to  the  point  of  solicitation  or  advertising,  the 
AMA  Judicial  Council  has  said: 

".  . .it  is  the  opinion  of  the  Judicial  Council  that  the 
component  medical  society,  must,  in  the  final  analysis, 
determine  what  practice  is  in  accord  with  local  custom, 
but  that  in  so  doing,  it  should  exercise  great  caution  to 
insure  full  compliance  with  the  spirit  and  intent  of  the 
Principles.  The  practice  of  medicine  should  not  be  com- 
mercialized nor  treated  as  a commodity  in  trade.  . .” 

PMS  Judicial  Council  Issues  Guideline 

The  question  is,  "Does  the  proposed  name  constitute  so- 
licitation?” The  Council  believes  it  is  virtually  impossible  to 
make  blanket  rules  and  regulations  covering  the  possibilities 


of  ethical  infringement.  Any  name,  however,  may  be 
measured  against  the  following  guideline:  No  name  should 
make  an  assertion  which  would  seem  to  set  the  subject 
physician  or  group  of  physicians  forth  as  having  an  official 
or  quasi-official  or  superior  status. 

Corporations  Must  Observe  Ethics 

The  ethics  for  the  practice  of  medicine  under  association 
or  incorporation  are  exactly  the  same  as  for  the  solo  practi- 
tioner or  the  partner.  The  AMA  Judicial  Council  has  said: 

. .the  ethical  principles  for  the  medical  practice  con- 
ducted under  the  form  of  a professional  service  corpora- 
tion are  exactly  the  same  as  for  the  individual  physician. 
A professional  service  corporation  and  each  physician 
member  of  the  professional  service  corporation  must  ob- 
serve and  follow  all  the  principles  of  medical  ethics.” 

Local  Procedures  Vary 

Each  county  medical  society  should  establish  its  own  in- 
ternal procedure  for  reviewing  names  submitted  to  approval. 
It  should  be  remembered  that  Regulation  1 1 applies  to  all 
licensed  physicians  in  Pennsylvania  and  may,  therefore, 
require  the  county  and  state  society  to  examine  some 
proposed  names  from  non-members.  Such  occasions  may 
provide  convenient  opportunities  to  enroll  these  physicians. 

Use  of  Corporate  Name 

The  question  has  been  raised  about  the  use  of  the  cor- 
porate name,  in  telephone  directories,  office  signs,  notices, 
etc.  It  must  be  remembered  that  the  corporate  form  of  prac- 
tice is  permitted  for  the  convenience  of  the  physician,  not 
the  patient.  All  communications  with  the  public  should  con- 
tinue to  be  designed  to  bring  the  physician  and  his  patient 
closer  together.  Any  confusing  or  misleading  nomenclature 
is  in  neither  the  best  interests  of  the  public  nor  the  profes- 
sion. Governmental  acceptance  of  the  professional  medical 
corporation  has  been  established.  Such  corporations  should 
now  concentrate  on  their  raison  d’etre,  the  welfare  of  the 
patient. 

Guidelines  for  Corporate  Listings 

According  to  Mr.  Bert  L.  Agnew,  general  directory 
production  manager  of  the  Bell  Telephone  Company  of 
Pennsylvania,  his  company  will  observe  the  following  poli- 
cy regarding  the  listing  of  professional  corporations,  begin- 
ning January  1,  1972. 

".  . .that  they  (professional  corporations)  appear  under 
the  Physicians  & Surgeons-Medical  MD  heading  where 
the  general  public  is  accustomed  to  finding  them. 

. . .Professional  Corporations  wishing  to  remain  under 
the  Medical  Groups  heading  may  continue  to  do  so  and 
those  who  are  now  there  will  be  contacted  by  the  Tele- 
phone Company  to  make  them  aware  of  the  option.” 
(Such  a listing  under  Medical  Groups,  however,  would 
necessitate  purchasing  this  listing). 

This  telephone  directory  policy  of  the  Bell  Telephone 
Company  of  Pennsylvania  was  reviewed  by  the  PMS 
Judicial  Council  on  October  4,  1971  and  found  to  be  in 
keeping  with  the  Guidelines  of  the  AMA  Judicial  Council 
on  this  subject. 


JUNE,  1972 
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May  30,  1972  was  the  deadline  for  submission  of  applications 
for  the  1971  AMA  Physician’s  Recognition  Award.  Continuing 
medical  education  activities  in  which  you  participate  this  month 
should  be  recorded  in  your  file  for  future  reference  in  complet- 
ing your  1972,  1973  or  1975  PR  A application,  as  explained 
below: 


APPROXIMATE 
DATE  MAILED 

FORM  TO  USE  FROM  AMA 


1 973  PHYSICIAN’S  SEPT.  1 973 

RECOGNITION  AWARD 
APPLICATION  (PRA) 


INCLUDE  CONTINUING  MEDICAL 
EDUCATION  ACTIVITIES  FOR  THE 
FOLLOWING  PERIOD; 


JULY  1, 1970  - JUNE  30, 1973 


1974  PHYSICIAN’S  SEPT.  1974  JULY  1, 1971  - JUNE  30, 1974 

RECOGNITION  AWARD 

APPLICATION 


1975  PHYSICIAN’S  SEPT.  1975  JULY  1, 1972  - JUNE  30, 1975 

RECOGNITION  AWARD 

APPLICATION 


* Even  though  it  will  not  be  credited  toward  your  membership  requirements,  submis- 
sion of  the  1972  PRA  application  (which  you  will  receive  next  fall)  would  be  a good  way 

(1)  to  begin  reporting  your  continuing  medical  education  activities,  and 

(2)  to  establish  the  three-year  cycle  on  which  you  will  be  reporting  for  your  mem- 
bership credit  later. 


Council  on  Education  and  Science 
Pennsylvania  IVIedical  Society 
20  Erford  Road 

Lemoyne,  Pennsylvania  17043 
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WinGei 

aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  frorn  the 
boring  sameness  of  white  antacids, 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


Audb  News  Journal  Now 
Has  More  Scientific  News 

At  a New,  Low  Price 
of  $40P°  a Year. 


AMA’s  Audio  News  Journal  now  brings  you  more 
scientific  news  in  response  to  physician  requests. 

Coverage  of  scientific  news  on  treatments,  techniques 
and  drugs  has  been  increased.  Major  medical  magazines 
are  read  and  reviewed;  vital  information  is  passed  on 
to  you,  thus  saving  your  valuable  time. 

Interviews  with  leading  speakers  at  medical 
conventions  and  scientific  exhibitors  bring 
you  the  latest  research  findings,  techniques 
and  developments. 

Enter  your  subscription  to  Audio  News  Journal  for 
the  next  twelve  months.  It  costs  only 
$3.33  a month  for  60  minutes  of  information 
keeping  you  current  on  the  fast  changing  world 
of  medical  practice. 


AMERICAN  MEDICAL  ASSOCIATION 
535  NORTH  DEARBORN  STREET 
CHICAGO.  ILLINOIS  60610 

I would  like  to  order  a ONE  YEAR  subscription  to  AMA’s 
AUDIO  NEWS  JOURNAL  (12  monthly,  sixty  minute  tapes) 
for  $40.00. 

I prefer  my  tapes  to  be: 

□ Cassette 

□ 8-track  stereo  cartridge 


Name — — — — 

Address  — 

City  State — Zip — 

Payment  must  accompany  order.  Prices  valid  in  U.S., 
U.S.  Possessions,  Canada  and  Mexico. 


25-  and  50-mg  tablets 

HydKDIURIC 

(Hydrochlorothia  zide|  MSD) 
Therapy  to  Start  With 


Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  rnild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURlL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURlL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURlL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURlL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  o:  j 
treated  by  use  of  potassium  chloride  or  giving  foodi  j 
with  a high  potassium  content.  Similarly,  any  chloridf 
deficit  may  be  corrected  by  use  of  ammonium  chlorid<  ; 
(except  in  patients  with  hepatic  disease)  and  largely  ; | 
prevented  by  a near  normal  salt  intake.  Hypochloremi(  I 
alkalosis  occurs  infrequently  and  is  rarely  severe.  Ir  ^ 
severely  edematous  patients  with  congestive  failure  o]  i* 
renal  disease,  a low  salt  syndrome  may  occur  if  dietar)  * ji 
salt  is  unduly  restricted,  especially  during  hot  weather  |j 

Thiazides  may  increase  responsiveness  to  tubocu  ;! 
rarine.  The  antihypertensive  effect  of  the  drug  may  b^  ^ 
enhanced  in  the  postsympathectomy  patient.  Arteria  i* 
responsiveness  to  norepinephrine  is  decreased,  neces  !j 
sitating  care  in  surgical  patients.  Discontinue  drug  41  [ 
hours  before  elective  surgery.  Orthostatic  hypotensioi  .|  | 
may  occur  and  may  be  potentiated  by  alcohol,  barbit  1 1 
urates,  or  narcotics.  : 

Pathological  changes  in  the  parathyroid  glands  witl  ;j 
hypercalcemia  and  hypophosphatemia  have  been  seer  « 
in  a few  patients  on  prolonged  thiazide  therapy.  Th<  I 
effect  of  discontinuing  thiazide  therapy  on  serum  cal  : | 
cium  and  phosphorus  levels  may  be  helpful  in  assess'  If 
ing  the  need  for  parathyroid  surgery  in  such  patients 
Parathyroidectomy  has  elicited  subjective  clinical  im^  i 
provement  in  most  patients,  but  has  no  effect  or  | | 
hypertension.  Thiazide  therapy  may  be  resumed  afte:  j I 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patients 
gout  may  be  precipitated.  May  affect  insulin  require  j 
ments  in  diabetics;  may  induce  hyperglycemia  anc  i 
glycosuria  in  latent  diabetics.  j! 

ADVERSE  REACTIONS:  Rare  reactions  include 
thrombocytopenia,  leukopenia,  agranulocytosis,  aplas 
tic  anemia,  cholestasis,  and  pericholangiolitic  hepatitis 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pares 
thesias,  transient  blurred  vision,  sialadenitis,  purpura!  ' jl 
rash,  urticaria,  photosensitivity,  or  other  hypersensi-  | 
tivity  reactions  may  occur.  Cutaneous  vasculitis  pre-  f 
cipitated  by  thiazide  diuretics  has  been  reported  ir 
elderly  patients  on  repeated  and  continuing  exposure 
to  several  drugs.  Scattered  reports  have  linker  I 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throm-  ' 
bocytopenia,  and  neonatal  jaundice.  When  adverst  i 
reactions  are  moderate  or  severe,  the  dosage  o:  ! 
thiazides  should  be  reduced  or  therapy  withdrawn 

For  more  detailed  information,  consult  your  MSD  MSD  ; .1 
Representative  or  see  the  Direction  Circular.  Merck  merck  I " 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  Wesf  SHARPS  ' : 
Point,  Pa.  19486  DOHME  . 


140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 miUion 
Ufe  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 mUlion  life  insurance  policies. 
From  this  vast  survey —"The  Build 
and  Blood  Pressure  Study" 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 


• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension"^  and 
the  "Framingham  Study"  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


1.  Society  of  Actuaries,  The  Build  nnd  Blood  Pressure  Study,  1959. 

2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive  Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  273;1143-1152,  Aug.  17, 1970. 

3.  Kannel,  William  B.,  ct  uL:  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  214:301-310,  Oct.  12, 1970. 

4.  Kirkendall,  Walter  M.:  "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 


levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "VVTiat' s 
With  Hypertension  These 
Days?"^  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drag  Therapy  for  Hypertension. 
Although  opinion  varies  on  when 
to  start  drug  therapy  for  nuld  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURIL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 
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Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


W)uld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 
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The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs  h 
suggested  the  package  i 
sert  as  a possible  means 
communicating  informati' 
on  relative  efficacy  of  dru 
to  the  physician.  I find  tl 
objectionable,  since  I i 
not  believe  the  physicii 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pra 
tical  objection:  Since  f(i 
physicians  actually  di' 
pense  drugs,  they  seldo 
see  the  package  insert, 
any  event,  I would  mai 
tain  that  the  physicis 
should  know  what  drug  ! 
wants  and  why  without  c 
pending  on  the  governme 
or  the  manufacturer  to  t 
him. 

Undoubtedly,  physicia. 
are  swamped  by  excess! 
numbers  of  drugs  in  sor 
therapeutic  categories.  A; 
I am  well  aware  that  mai 
drugs  within  such  cat 
gories  could  be  eliminat’ 
without  any  loss,  or  p^ 
haps  even  some  profit,  ^ 
the  practice  of  medicir 
But,  in  my  opinion,  neith 
the  FDA  nor  any  oth 
single  group  has  the  expc 
tise  and  the  wisdom  nec( 
sary  to  determine  the  o 
“drug  of  choice”  in  i 
areas  of  medical  practice. 
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In  my  opinion,  it  is  not 
le  function  of  any  govern- 
lent  or  private  regulatory 
<ency  to  designate  a “drug 
choice.”  This  determina- 
on  should  be  made  by  the 
aysician  after  he  has  re- 
vived full  information  on 
'te  properties  of  a drug, 
id  then  it  will  be  based  on 
is  experience  with  this 
•ug  and  his  knowledge  of 
le  individual  patient  who 
1 seeking  treatment. 

If  an  evaluation  of  com- 
irative  efficacy  were  to  be 
ade,  particularly  by  gov- 
nment,  at  the  time  a new 
•ug  is  being  approved  for 
arketing,  it  would  be  a 
•eat  disservice  to  medi- 
ne  and  thus  to  the  patient 
the  consumer.  For  exam- 
e,  when  a new  therapeu- 
: agent  is  introduced,  on 
e basis  of  limited  knowl- 
ge,  it  may  be  considered 
be  more  potent,  more 
fective,  or  safer  than 
•oducts  already  on  the 
arket.  Conceivably,  at 
is  time  the  new  drug 
uld  be  labeled  “the  drug 
choice.”  But  as  addi- 
)nal  clinical  experience  is 
cumulated,  new  evidence 
ay  become  available, 
iter,  it  may  be  apparent 

-I 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regiilar 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  vwll 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  imder 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. Td  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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There  is  a greater  demand  for 
primary  medical  care  than  can  be 
met  by  the  present  supply  of  general 
practitioners  or  other  primary  care 
physicians  in  many  parts  of  the  United 
States.  It  is  expected  that  this  disparity 
will  increase  as  the  number  of  primary 
physicians  continues  to  decrease  and 
as  programs  are  initiated  which  pay 
for  medical  care  of  persons  not  now 
receiving  it.  Among  the  solutions 
proposed  for  the  shortage  of  primary 
physicians  is  the  use  of  non-physicians 
to  give  some  portion  of  primary  medi- 
cal care. 

National  studies,  in  terms  of  an- 
swers to  questionnaires,  have  indicated 
that  internists  and  pediatricians 
express  willingness  to  delegate  more  of 
their  office  functions  to  non- 
physicians than  they  do  presently.  The 
study  reported  here  was  of  primary 
care  providers  in  Western  Pennsyl- 
vania and  was  undertaken  to  deter- 
mine the  present  use  of  non-physicians 
in  office  practice  in  this  type  of 
physician  and  their  attitudes  about 
delegating  additional  tasks  to  such 
persons. 

The  study  was  modeled  after  the  na- 
tional survey  of  the  American 
Academy  of  Pediatrics'  which  had  as- 


certained present  use  of  allied  health 
workers  in  physicians’  offices  and  atti- 
tudes of  physicians  towards  delegating 
their  tasks  to  non-physicians.  The 
Western  Pennsylvania  study  differed 
from  that  of  the  Academy  of  Pediat- 
rics and  the  similar  study  of  the  Amer- 
ican Society  of  Internal  Medicine^  by 
having  primary  physicians  rather  than 
pediatricians  or  internists  as  its  focus 
and  by  inquiring  to  a greater  extent 
about  physician  reaction  to  indepen- 
dent management  of  patients  by  non- 
physicians. 


Methods 

A questionnaire  was  constructed 
which  asked  about  the  characteristics 
of  the  physician’s  practice  (general  or 
specialty,  number  of  office  visits  per 
week,  kinds  of  services  provided  in  of- 
fice), number  and  kinds  of  non- 
physician personnel  employed,  and 
their  tasks,  willingness  of  the  physician 
to  delegate  specific  tasks  to  non- 
physicians if  adequately  trained  per- 
sonnel were  available,  and  opinions  of 
the  physician  about  problems  or 
benefits  associated  with  use  of  non- 
physicians in  primary  practice. 

Physicians  were  selected  from 
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Figure  1 


CLASS  J 

TECHNICAL  PROCEDURES 


TASK 

Percentage 
Performed  In 
Primary  Care 
Office 

Take  EKG 

60 

Urinalysis 

98 

Height  and  Weight 

100 

Hematocrit 

68 

Pulse  and  Temperature 

99 

Administer  Medications 

• 

Vision  Test 

82 

Hearing  Test 

43 

Blood  Pressure 

97 

Venipuncture 

83 

Measure  EKG 

55 

Percentage  Now  Done  By  Non-Physicians  ■ 
Proportion  Who  Would  Delegate  Task  C 


10  20  30  40  50  60  70  80  90  100 


"183 


* Assumed  to  be  done  in  all  offices 


among  those  practicing  in  Allegheny 
County  (largely  urban)  and  adjacent 
Westmoreland  County  (rural,  small 
town,  or  small  cities).  Physicians  in 
these  counties  were  identified  as  gener- 
al or  family  practitioners  or  non- 
specializing internists  by  local  medical 
society  records,  AM  A directory 
listing,  and  telephone  book  or  hospital 
staff  roster.  (Pediatricians  were  not 
included  because  the  American  Aca- 
demy of  Pediatrics  survey  had  already 
described  this  group.)  All  (143)  such 


internists  and  general  practitioners  in 
Westmoreland  County  and  a random 
sample  of  100  taken  from  179  inter- 
nists and  100  taken  from  255  general 
practitioners  in  Allegheny  County 
were  selected  as  the  study  population. 

The  Allegheny  and  Westmoreland 
County  Medical  Societies  collaborated 
in  the  survey.  Their  presidents  sent 
personal  letters  to  physicians  urging 
their  participation.  Of  343  physicians 
queried,  90.3  percent  responded. 
Despite  the  attempt  to  include  only 


primary  physicians  in  the  sample, 
responses  indicated  that  some  did  not 
meet  study  criteria  for  primary 
physician  i.e.  in  active  private  prac- 
tice, not  a consultant  or  subspeciaiist, 
and  treating  more  than  50  office  pa- 
tients per  week.  After  eliminating 
these,  there  remained  217  primary 
physicians  in  the  study. 

Results 

Initial  analyses  were  made  sepa- 
rately for  physicians  by  practice,  by 
designation  as  general  practitioner  or 
internist,  and  by  solo  or  partnership 
practice.  There  was  no  evidence  that 
these  subgroups  differed  meaningfully, 
and  some  were  too  small  for  analysis. 
Therefore,  all  respondents  were 
grouped. 

Of  the  surveyed  physicians,  88  per- 
cent were  solo  practitioners.  Of  these, 

13  percent  reported  that  they  worked 
alone  with  no  other  professional  or 
non-professional  person  in  the  office. 
An  additional  46  percent  reported  one 
person  working  with  them.  Most  often 
this  was  a general  office  girl  or  a 
secretary-receptionist.  The  remainder 
had  two  or  more  helpers,  usually  an 
R.N.  together  with  a secretary-recep- 
tionist or  a general  office  girl.  Primary 
practitioners  in  group  or  partnership 
practice  all  had  one  or  more  aides 
working  with  them. 

Office  medical  care  tasks  were  clas- 
sified into  three  groups  according  to 
the  level  of  training  and  responsibility 
they  required.  The  first  class  included 
technical  procedures  such  as  height, 
weight,  pulse,  and  temperature  deter- 
mination. In  the  second  class  were 
tasks  associated  with  information 
collection  and  transmission  such  as 
explaining  instructions,  taking  limited 
history,  and  giving  telephone  advice. 
Tasks  in  the  third  class  involved 
varying  degrees  of  diagnosis  and  man- 
agement. Questionnaire  responses  are 
shown  in  figures  1,  2 and  3.  Class  I 
tasks  were  the  most  likely  to  be  dele- 
gated both  actually  and  theoretically; 
class  III  the  least;  and  class  II  interme- 
diate. In  all  classes,  physicians 
expressed  the  opinion  that  if  trained 
personnel  were  available,  they  would 
delegate  more  tasks  to  non-physicians 
than  they  were  doing  presently. 

When  queried  about  the  effect  . 
which  greater  use  of  non-physicians 'as 


Figure  2 


CLASS  M 
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Figure  3 

CLASS  III 

DIAGNOSIS  AND  MANAGEMENT 


might  have  on  quality  and  volume  of 
their  practice,  approximately  53  per- 
cent of  study  physicians  expressed  the 
belief  that  there  would  be  an  increase 
in  quality  or  volume.  Nearly  80  per- 
cent of  these  believed  this  increase 
would  be  without  a concomitant 


decrease  in  the  other  parameter  or  that 
both  quality  and  volume  would 
increase.  Twenty-one  percent  in- 
dicated belief  that  quality  and/or  vol- 
ume of  practice  would  decrease 
subsequent  to  wider  use  of  non- 
physicians. The  remaining  26  percent 


postulated  no  change  in  quality  or  vol- 
ume. 

Physicians  answered  the  question 
"What  do  you  regard  as  major  ob- 
stacles to  greater  use  of  non-physician 
personnel  in  medical  practice”  by 
selecting  one  or  more  of  eight  reasons 
listed.  The  responses  are  shown  in 
Table  1 . 


Discussion 

Non-physicians  can  work  in  pri- 
mary care  in  at  least  two  ways.  They 
can  perform  technical  tasks  for  pa- 
tients who  also  are  seen  by  the 
physician  on  every  visit,  or  they  can 
totally  manage  particular  kinds  of  pa- 
tient visits  (but  not  total  care  of  the  pa- 
tient). Many  of  the  evolving  programs 
for  nurse  practitioners  and  physician 
assistants  are  directed  towards  this 
latter  kind  of  independent  manage- 
ment under  physician  supervision. 
Such  independent  management  by 
non-physicians  would  appear  to  have 
greater  time-saving  potential  for  the 
physician  than  management  in  which 
the  physician  cares  for  each  patient  al- 
though assisted  in  some  tasks  by  the 
non-physicians. 

Classes  I and  II  of  the  tasks  sur- 
veyed in  the  Western  Pennsylvania 
study  reflected  the  non-physician  role 
as  a physician  aide  rather  than  in- 
dependent manager.  Class  III  tasks 
reflected  the  independent  management 
role  of  the  non-physician. 

The  Western  Pennsylvania  survey 
indicated  that  one-third  to  one-half  of 
the  responding  primary  physicians  al- 
ready delegated  class  I and  II  tasks 
when  they  were  performed  in  their  of- 
fices, and  half  again  as  many 
physicians  expressed  willingness  to  do 
so  if  appropriately  trained  aides  were 
available.  In  contrast,  primary  physi- 
cians presently  delegated  class  III  tasks 
infrequently.  However,  almost  a third 
of  the  primary  physicians  expressed 
willingness  to  delegate  responsibility 
for  medical  management  of  chronic 
diseases  such  as  diabetes  mellitus,  ar- 
thritis, and  hypertension  and  for 
episodic  and  primary  care  such  as  for 
mild  illness,  well  child  care,  antenatal 
care,  and  routine  school  and  work  ex- 
aminations. Although  the  number  of 
physicians  willing  to  delegate  class  III 
tasks  was  less  than  the  number  willing 


TABLE  I 


OBSTACLES  TO  GREATER  USE  OF  NON-PHYSICIAN  PERSONNEL 


Obstacle 

Percentage  of  Physicians 

Listing  Obstacle 

Legal  and  Insurance  Problems 

86 

'Patient  Non-Acceptance 

80 

'Impaired  Physician-Patient  Relationship 

71 

Shortage  of  Trained  Workers 

69 

Excess  Time  for  Supervision 

59 

Lack  of  Office  Space 

44 

High  Cost 

44 

High  Worker  Turnover 

41 

as  perceived  by  physician 
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to  delegate  classes  I and  II,  the  time- 
saving impact  on  the  physician’s  prac- 
tice likely  would  be  greater  since  the 
class  III  tasks  such  as  well  child,  an- 
tenatal, episodic  minor  illness,  and 
chronic  disease  maintenance  care 
comprise  the  bulk  of  primary  practice. 

The  findings  of  the  Western  Penn- 
sylvania study  of  primary  physicians 
were  similar  to  those  reported  for 
studies  of  internists  and  pediatri- 
cians— especially  in  r£lation  to  the  ap- 
parent willingness  of  physicians  to  del- 
egate more  professional  tasks  than 
they  are  doing  at  present. All  three 
studies  show  disparity  between  what 
physicians  indicate  they  would  do  and 
what  they  do.  A critical  question,  then, 
in  considering  the  feasibility  of  using 
non-physicians  is  why  pediatricians, 
internists,  and  general  practitioners  do 
not  now  delegate  tasks  they  say  non- 
physicians can  do. 

There  may  be  several  explanations 
for  this  difference.  One  of  these  is  a 
shortage  of  appropriately  trained 
health  workers  to  relieve  physicians  of 
their  tasks.  In  the  Yankauer  and 
Connelly  report  of  pediatricians,  this 
shortage  was  cited  as  the  prime  ob- 
stacle in  task  delegation.  Since  their 
data  collection,  done  in  1967,  a multi- 
tude of  training  programs  have  been 
developed  so  that  there  are  now  over 
fifty. 3, 4 Adequately  trained  personnel 
should  therefore  become  more  readily 
available  in  the  next  few  years. 

While  the  shortage  of  specially 
trained  workers  can  explain  why 
physicians  have  not  delegated  more 
class  III  tasks,  it  does  not  explain  the 
disparity  of  present  and  hypothetical 
delegation  of  classes  I and  II.  The 
tasks  in  these  two  categories  fall  into 
the  competence  of  presently  available 
professional  and  non-professional  of- 
fice workers. 

A second,  and  possibly  more  impor- 
tant reason  for  the  lack  of  delegation, 
is  the  required  change  in  physicians’ 
professional  life  style.  Physicians  may 
indicate  that  aides  are  competent  to 
perform  class  I and  II  tasks  but  actual- 
ly find  it  more  practical  for  themselves 
to  weigh  patients,  take  blood  pressure, 
give  advice  and  interpret  reports  as 
part  of  other  care  given.  It  may  also  be 
that  primary  practitioners  are  used  to 
practicing  a certain  way  and  are  reluc- 
tant to  change.  Nearly  two-thirds  of 
Western  Pennsylvania’s  primary  physi- 


cians practice  without  any  assistant  or 
with  only  one  non-technical,  non- 
professional assistant.  (The  two  na- 
tional surveys  report  this  pattern  to  be 
more  marked  in  the  Northeastern  part 
of  the  Country  than  elsewhere. Del- 
egation of  tasks  would  entail  hiring  ad- 
ditional personnel  and  might  require 
expansion  and  rearrangement  of  office 
space  and  certainly  would  change  the 
physician’s  pattern  of  practice. 

Delegation  of  class  III  tasks  would 
free  the  most  physician  time,  but  entail 
the  greatest  change  in  the  physician’s 
and  the  non-physician’s  professional 
life  style,  including  requiring  third 
party  payers  to  accept  and  be  willing 
to  pay  for  this  delegated  care. 

Physicians  would  have  to  be  con- 
vinced that  the  compensation  would  be 
worth  making  these  changes.  Several 
studies  of  delegation  of  physician  tasks 
have  shown  significant  gains  for  the 
physician  in  time  for  leisure,  educa- 
tion, and  patient  care  without  increase 
in  overall  cost. 5,6,7  Nevertheless,  no 
one  can  guarantee  the  individual 
physician  that  he  cannot  accomplish 
these  same  objectives  by  limiting  the 
number  of  patients  accepted  for  care. 
The  fact  that  limiting  practice  does  not 
answer  the  overall  needs  of  the  com- 
munity or  projected  needs  of  the  future 
is  not  sufficient  argument  to  convince 
most  practicing  physicians. 

A third  explanation  for  the  disparity 
between  present  practices  and  hypo- 
thetical ones  is  the  uncertain  status  of 
the  physician’s  legal  liability  if  he  dele- 
gates patient-care  tasks.  More  physi- 
cians in  the  study  chose  this  obstacle 
than  any  other  as  a possible  deterent  to 
the  use  of  non-physicians  in  practice. 

It  appears  that  factors  other  than  the 
ability  of  non-physicians  to  perform 
certain  physician  tasks  determine 
whether  or  not  these  tasks  are  delegat- 

Dr.  Merenstein  is  a clinical  in- 
structor in  community  medicine  at 
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of  Medicine.  He  is  a member  of  the 
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tice who  has  a private  family  prac- 
tice in  Pittsburgh.  Dr.  Rogers  is 
professor  and  chairman  of  the 
department  of  community  medicine 
at  the  University  of  Pittsburgh 
School  of  Medicine. 


ed.  Training  of  more  physician  assist- 
ants, nurse  practitioners,  or  similar 
primary  care  assistants  will  not  assure 
their  use.  Before  the  primary  medical 
care  resources  of  the  country  can  be 
expanded  by  wider  use  of  non- 
physicians, physicians  will  have  to 
have  financial  incentives  and  legal  pro- 
tections to  make  fundamental  changes 
in  their  practice  patterns. 

Conclusion 

Ninety  percent  of  a sample  of  343 
primary  care  physicians  in  Western 
Pennsylvania  answered  a questionnaire 
about  delegation  of  primary  medical 
care  tasks  to  non-physicians.  Three 
classes  of  tasks  were  identified  on  the 
basis  of  training  and  responsibility 
required — technical  procedures,  infor- 
mation collection  and  transmission, 
and  diagnosis  and  management. 
Physicians  generally  indicated  will- 
ingness to  delegate  tasks  in  all  catego- 
ries, more  so  with  lower  than  higher 
levels  of  training  and  responsibility. 
Approximately  one-third  were  willing 
to  delegate  certain  diagnostic  and 
management  tasks.  Only  one  in  five 
believed  quality  and/or  volume  of  pa- 
tient practice  would  decrease.  Despite 
apparent  willingness  to  delegate  tasks, 
most  physicians  did  not  do  so 
presently.  Reluctance  to  change  pro- 
fessional life  style  and  fear  of  legal  lia- 
bility are  two  explanations  for  this 
disparity  between  opinion  and  prac- 
tice. 
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Physician’s  Assistant  in  Peripheral  Vascular  Disease— 


This  pilot  study  on  a physi- 
cian’s assistant  in  the  field  of  pe- 
ripheral vascular  disease  (PVD)  had 
its  beginning,  in  a limited  sense,  in 
1967,  when,  as  a second  year  under- 
graduate, the  junior  author  became  a 
part-time  assistant  to  the  senior  author 
in  his  activities  as  chief  of  the  periph- 
eral vascular  section  at  the  Philadel- 
phia General  Hospital.  This  section 
rendered  not  only  the  routine  clinical 
services  of  this  large,  municipal  hospi- 
tal, but  was  also  involved  in  many  edu- 
cational and  research  projects,  ranging 
from  the  routine  care  of  clinic  patients 
to  the  organization  and  direction  of  an 
international  symposium  on  tissue  ox- 
ygen. 

This  experience  made  us  increas- 
ingly aware  of  the  need  for  a new  type 
of  personnel  to  assist  the  physician- 
specialist;  there  were  many  patients 
with  chronic  PVD,  only  one  staff 
I physician  practicing  in  this  field,  and 
1 uncertain  coverage  by  the  rotating 
, housestaff.  In  addition,  almost  none  of 
i the  patients  had  a family  physician  or 
i even  relatives  and  close  friends  from 
i whom  to  get  even  the  most  basic  kind 
[ of  help.  The  advanced  state  of  the 


disease  encountered  in  a municipal 
hospital  and  the  inherent  objectivity  of 
PVD  gave  us  further  stimulus  to  inves- 
tigate the  potential  value  of  a type  of 
paramedical  assistant. 

We  had  no  clear-cut  idea  of  how  to 
satisfy  this  need  until,  in  1969,  we 
became  aware  of  the  highly  developed 
physician’s  assistant  (PA)  program  at 
Duke  University’.  We  then  surveyed 
and  analyzed  all  such  programs.  This 
survey  provided  us  with  many 
guidelines,  but  showed  that  there  were 
no  programs  in  PVD  or,  in  fact,  of  any 
type  in  the  large,  municipal  ward  hospi- 
tal. 

Since  the  junior  author  was  now 
completing  her  undergraduate  educa- 
tion and  was  clearly  oriented  towards  a 
health  career,  she  was  able  to  take  a 
fulltime  fellowship  the  succeeding  year 
to  help  create  such  a PA  program  in 
PVD  in  our  hospital.  During  this  year 
our  objective  was  for  the  PA  to  partic- 
ipate to  a maximum  degree  in  all  activ- 
ities of  the  section  and  to  identify  and 
to  define  these  functions. 

Categories 

The  results  were  clear-cut.  We 
found  that  the  PA  could  participate  to 


a large  degree  in  each  activity  which 
fell  roughly  into  the  following  eight  ca- 
tegories: 

The  first  and  most  important  cate- 
gory is  taking  a standard  medical  his- 
tory and  doing  the  physical  examina- 
tion as  it  relates  to  vascular  disease. 
Table  I shows  the  PV  work-up  sheet.  It 
can  be  seen  that  the  history  and  physi- 
cal are  quite  amenable  to  grading  and 
tabulation,  emphasizing  the  inherent 
objectivity  of  PVD.  Of  special  impor- 
tance is  the  palpation  of  the  peripheral 
pulses,  which  can  be  readily  learned 
by,  and  easily  delegated  to,  the  PA. 

The  second  most  important  category 
is  the  supervision,  performance,  and 
interpretation  of  various  tests  of  the 
peripheral  circulation,  selection  of 
which  is  based  on  the  history  and 
physical  examination.  For  arterial 
disease  (Table  II)  there  are  oscillo- 
metries and  the  vasodilatation  test, 
which  measures  the  all-important 
degree  of  cutaneous  ischemia  in  the 
feet.  Other  methods  include  the 
Doppler  ultrasound  velocity  flowmeter 
used  to  locate  non-palpable  peripheral 
pulses  and  to  take  resting  and  post-exer- 
cise pressures  at  various  levels.  This  in- 
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Table  I 

History  Taking  and  Physical  Examination  Work  Sheet 


SUMMARY  OF  SYMPTOMS 


SCALE;  0 to 


Lower 

Extremity 


Pain  (at  rest) 
Fatigue 


SCALE:  Oto  f 


Pain  (on  walking) 

Swelling 


Lower 

Extremity 


Phlebitis 


Coldness 


Discoloration 


Varicose  Veins 
Other 


Numbness 


Physical  Examination 


Pallor.  Cyanosis 


Dermatophytosis 


Ulcers 


Coolness 


Tenderness 


Swelling 
Blanching  (on  elev.) 


Del'd.  Flushing  (depend.) 


Del’d.  Ven.  Fill,  (depend. j 


Rubor  (depend.) 


Radial 


Ulnar 


Femoral 


Popliteal 
D.  Pedis 


COLLENSD 
OTHER  □ 


Calves 


Ankles 


Other 


Homan's  Sign 

Edema 

Thrombosed  Veins 

Hyperpigmentation 

Varicose  Veins 

Trendelenburp  Tests 

Levels 

Other  Tests 

Other 

strument  has  been  used  to  locate  seg- 
mental arterial  occlusion,*  and  to  de- 
termine the  patency  of  arterial  runoff 
distal  to  the  popliteal  trifurcation.* 
Color  photography  and  surface  ther- 
mography by  cholesteric  crystals^  are 
two  other  methods  we  have  used. 

This  combination  of  studies  pro- 
vides a non-invasive  profile  of  arterial 
disease  and  falls  well  within  the  pur- 
view of  the  PA. 

In  the  study  of  venous  disease 
(Table  III)  the  measurement  of  the  cir- 
cumference of  the  extremities,  though 
simple  and  important,  is  commonly 
omitted  and  is  an  easy  task  for  the  PA 
to  perform  in  the  day-to-day  follow-up 
of  patients  with  phlebitis.  The  well- 


known  Trendelenberg  test  is  used  to 
determine  the  competency  of  the  ve- 
nous system  in  the  selection  of  patients 
for  surgery  of  varicose  veins.  Relating 
to  the  frequent  and  often  troublesome 
problem  of  diagnosing  deep  phlebitis 
of  the  legs,  we  have  come  to  rely  heav- 
ily on  the  use  of  the  Doppler.*. 

The  third  and  fourth  categories  of 
activities  are  communications  and 
coordination.  There  is  among  most  pa- 
tients in  a municipal  hospital  almost 
always  a lack  of  a referring  physician, 
in  contrast  to  most  private  patients 
who  are  referred  to  a specialist  by  the 
family  doctor.  This  leaves  a large  gap 
at  all  levels  of  patient  care.  The  gener- 
al medical  clinic  or  emergency  room 


thus  has  to  serve  as  a referral  center  to 
the  various  specialty  clinics  or  to  the 
wards.  Continuity  of  specialty  care 
from  the  clinic  to  the  ward  is  not  auto- 
matic, for  the  PV  specialist,  like 
others,  must  still  be  called  in  on  con- 
sultation even  for  those  patients  ad- 
mitted from  the  PV  Clinic.  Upon 
discharge  from  the  ward,  specialty  pa- 
tients are  usually  referred  back  to  the 
general  medical  clinic  for  follow-up 
and  not  to  the  PV  Clinic.  As  a result, 
there  exists  a vast  area  in  which  the 
PA  serves  to  improve  the  communi- 
cation system  and  to  lessen,  in  some 
measure,  the  gap  resulting  from  lack  of 
a referring  physician.  The  PA  may 
serve  as  a surrogate  member  of  the  pa- 
tient’s family,  initiate  consultations, _ 
gather  and  summarize  medical  records, 
initiate  preadmission  studies,  regulate 
out-patient  anticoagulants,  and  help 
staff  a clinic  to  treat  patients  with 
severely  ischemic  legs  on  an  ambula- 
tory basis. 

Also  relating  to  communication  and 
continuity  of  care  is  the  problem  of 
coordination  of  other  specialists  in- 
volved in  the  care  of  a given  patient.  A 
prime  example  is  the  amputee,  in 
whose  case  the  expertise  of  approxi- 
mately ten  different  types  of  members 
of  the  health  care  team  must  be  in- 
volved. The  PA  is  an  ideal  represent- 
ative of  the  PV  specialist  on  this  team. 

Another  area  in  which  the  vascular 
PA  coordinates  several  specialties  is  in 
the  screening  of  patients  for  selective 
surgery,  such  as  small  vessel  arterial 
surgery,®  omental  transposition,*  and 
the  Dotter  technique  for  arterial 
recanalization,®  as  well  as  for  routine 
surgery  for  occlusion  of  the  major  ar- 
teries.® The  flow  chart  in  Table  IV 
illustrates  the  steps  leading  to  the 
decision  for  routine  arterial  surgery. 
Here  the  prime  function  of  the  PA  is 


Table  II 
Procedures 
Arterial  Disease 

1.  Oscillometry 

2.  Reflex  vasodilatation  test 

3.  Doppler 

a.  location  of  non-palpable  pulses. 

b.  pressure  measurements  - resting 
and  post-exercise. 

c.  location  of  segmental  blocks. 

d.  determination  of  patency  of 
trifurcation  vessels. 

4.  Color  photography 

5.  Surface  thermography 


Table  III 


Procedures 
Venous  Disease 


1.  Measurement  of  circumference  of 
extremities  at  various  levels. 

2.  Trendelenberg  test  - selection  of 
patients  for  venous  stripping. 

3.  Doppler 

a.  location  of  incompetent  valves. 

b.  detection  of  deep  venous 
occlusion. 


Table  IV 

Patient  Selection  for 
Arterial  Surgery 

Screening,  routine  work-up  for 
arteriosclerosis  obliterans 

I 

Vasodilatation  test 

/ \ 

Poor  flow  Good  flow 

I 

Arteriogram 

/ \ 

Surgery  No  surgery 
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Table  V 

Categorical  Analysis  of  Peripheral  Vascular  Assistant’s  Activities 

1.  History-taking  and  physical  examination 

2.  Supervision  and  interpretation  of  tests  of  the  peripheral  circulation 

3.  Communications  with  patients,  their  families,  and  other  physicians 

< 4.  Coordination  of  other  specialists 

5.  Innovation  of  newer  diagnostic  and  therapeutic  procedures 


6.  Education  of  patients  and  staff 

7.  Clinical  research 

8.  Administration 


I to  gather  information,  again  bringing 
■ the  appropriate  specialists  together  at 
! each  step,  and  to  present  this  informa- 
tion  to  the  PV  specialist  so  that  the  ul- 
timate decision  regarding  surgery  can 
be  expedited.  Plans  are  underway  to 
conduct  much  of  this  work-up  on  an 
out-patient  basis  with  vast  savings  of 
physician  time,  and  often  the  avoid- 
ance of  unnecessary  hospitalization, 
j The  fifth  category  of  PA  activity  is 
i innovation'"  of  newer  diagnostic  and 
I therapeutic  procedures.  This  entails 
I meetings,  usually  with  industrial 
' , researchers  and  consulting  scientists, 
j the  acquisition  of  skill,  financing,  edu- 
cation of  staff,  selection  of  key  patients 
for  feasibility  studies,  and  confirma- 
. tion  of  the  technique  in  our  own 


Dr.  Penneys  is  associate  professor 
' and  head  of  the  peripheral  vascular 
section  of  the  department  of  medi- 
cine at  Hahnemann  Hospital  and 
J Medical  School.  He  is  chief  of  the 
peripheral  vascular  section  in  the 
i division  of  cardiology  at  Philadel- 
‘ phia  General  Hospital  and  chief  of 
the  vascular  clinic  at  St.  Agnes  Hos- 
pital. He  is  also  chairman  of  the  Ad 
Hoc  Committee  of  the  American 
Heart  Association  on  Standards  of 


hands.  An  example  of  a technique 
which  we  are  currently  innovating  is 
impedance  plethysmography  for  the 
detection  of  phlebitis,  as  described  by 
Mullick,  Wheeler,  and  Songster."  We 
are  now  ready  to  apply  this  test  to  rou- 
tine patient  use.  This  innovative  effort 
would  have  required  a vast  input  of 
time,  which  the  physician  could  not 
divert  from  his  other  responsibilities. 
However,  as  a result  of  the  PA’s  in- 
volvement, we  were  able  to  establish 
this  technique  and  now  have  another 
modern,  non-invasive  technique  for 
the  diagnosis  of  phlebitis  in  our  hospi- 
tal. 

The  next  category  in  which  the  PA 
has  assumed  responsibility  is  the  edu- 
cation of  patients,  of  their  families. 


Peripheral  Vascular  Clinics.  Mrs. 
Suzio  is  physician's  assistant  in  pe- 
ripheral vascular  disease.  The  au- 
thors wish  to  acknowledge  the  assi.s- 
tance  of  the  Federal  College  Work- 
Study  Program  and  Vascular 
Fellowship,  University  of  Pennsyl- 
vania; Dr.  Edward  Cooper  and  the 
Ad  Hoc  Committee  on  the 
Physician's  Assistant,  Philadelphia 
General  Hospital;  and  the  Founda- 
tion for  Cardiovascular  Research, 
Philadelphia. 


and  of  the  housestaff.  A well-in- 
structed patient  can  actively  partici- 
pate in  his  own  care,  especially  in  the 
very  important  preventative  foot  care 
of  the  ischemic  extremity.  The 
teaching  of  pulse  palpation  to  other 
health  personnel  for  the  detection  of 
arterial  disease  is  an  area  in  which  the 
PA  can  readily  act  as  an  instructor. 

The  last  two  categories,  clinical 
research  and  administration,  hold  al- 
most unlimited  opportunities  for  the 
PA.  There  has  been  no  restraint  what- 
ever on  initiating  research,  seeking 
support,  conducting  and  reporting 
both  applied  and  basic  investigations, 
nor  on  administration  of  the  section, 
which  consumes  an  increasing  propor- 
tion of  the  physician’s  time. 

Summary 

In  summary  (Table  V)  we  have 
listed  the  eight  categories  which  have 
just  been  described;  we  have  found 
that  the  PA  has  been  able  to  assume  a 
wide  variety  of  the  physician- 
specialist’s  activities.  One  index  of  the 
success  of  the  program  is  its  unani- 
mous acceptance  by  the  staff  of  our 
hospital.  Steps  are  being  taken  to  in- 
corporate the  PA  in  PVD  as  a perma- 
nent member  of  the  hospital  staff,  and 
other  specialty  areas  in  the  hospital  are 
planning  to  follow  our  lead.  □ 
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Fallopian  Tube  Malignancy 


BAHMAN  PAYMAN,  M.D. 
ROBERT  S.  BLOCKSTEIN,  M.D. 
Pittsburgh 


Primary  carcinoma  of  the  fallopian  tube,  although  a rare  tumor,  occurs 
frequently  enough  to  warrant  repeated  consideration.  This  report  sum- 
marizes previous  data  and  our  experience  with  ten  patients  from  1938  to  the 
end  of  1970.  As  in  ovarian  malignancy,  although  the  diagnosis  is  difficult, 
the  most  important  factor  in  early  recongition  is  to  bear  in  mind  the  possibil- 
ity of  tubal  cancer  when  dealing  with  patients  in  the  high-incidence  age 
group. 

A method  of  clinical  staging  similar  to  that  accepted  for  ovarian  car- 
cinoma is  proposed  by  several  authors."'  The  treatment  of  choice  is  total  ab- 
dominal hysterectomy  and  bilateral  salpingo-oophorectomy  followed  by 
radiotherapy.  Chemotherapy  should  be  considered  in  the  overall  plan  of 
management  but  requires  further  evaluation. 


TABLE  I 

Relative  Incidence  of  Female 
Genital  Tract  Malignancy 
(Mass.  Dept.  Public  Health)  1927-1961 


Percent 

Site 

No.  Patients 

of  Total 

Cervix 

2052 

64.0 

Endometrium 

596 

18.7 

Ovary 

310 

9.7 

Vulva 

170 

5.3 

Vagina 

70 

2.2 

Faiiopian  tube 

2 

0.1 

TOTAL 

3200 

100.0 

TABLE  11 

Female  Genital  Malignancy 

The  Western  Pennsylvania  Hospital 

Tumor  Registry  1938-1970 

Percent 

Site 

No.  Patients 

of  Total 

Cervix 

1,582 

59.8% 

Endometrium 

508 

19.5% 

Ovary 

415 

15.6% 

Vulva 

100 

3.5% 

Vagina 

29 

1.23% 

Faiiopian  tube 

10 

.37% 

TOTAL 

2,644 

100.0% 

ORTHMAN  first  described  pri- 
mary carcinoma  of  the  fallopian  I 
tube  in  1888.*-2  Primary  cancer  of  the  i 
fallopian  tube  is  less  common  than  sec- 
ondary and  includes:  (1)  Adeno- 

carcinoma arising  from  the  cylindrical 
mucosal  epithelium,  800  cases  re- 
ported; (2)  Choriocarcinoma,  30  cases; 

(3)  Primary  sarcomas  (fibrosarcoma  or 
leiomyosarcoma),  25-31  cases;  (4) 
Mixed  mesodermal  tumor,  4 percent 
of  all  mixed  mesodermal  tumors  of  the 
female  genital  tract;  and  (5)  Epi- 
dermoid carcinoma,  2 cases  (from  a 
focus  of  squamous  metaplasia). 

Secondary  tumors  are  from  endome- 
trium, ovary,  breast,  and  pancreas.^ 
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"FALLOPIAN  TUBE  MALIGNANCY" 

®f  10  Cas®s  aS  West  Pent?  Hospital  1©3S  ~ 1970 
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TABLE  IV 

incidence  of  Symptoms 

Symptom  or  Sign 

No.  of  pts. 

Percent 

Discharge 

8 

21.0 

Metrorrhagia 

14 

36.8 

Pain 

14 

36.8 

Abd.  Enlargement 

2 

5.3 

TOTAL 

38 

Relative  incidence  of  female  genital 
malignancy  is  listed  in  Table  I. 

Materials  and  Method 

Review  of  The  Western  Pennsyl- 
vania Hospital  Tumor  Registry  reveals 
that  2,644  female  genital  tract  malig- 
nancies were  recorded  from  1938  to 
1970.  (Table  II).  Ten  patients  with 
primary  carcinoma  of  the  fallopian 
tube  were  recorded  during  these  32 
years. 

Table  III  summarizes  the  character- 
istics of  the  ten  patients.  The  average 
age  is  49,  and  the  age  range  of  36  to  63 
agrees  with  other  reports'*  (Fig.  I ). 

Five  patients  were  of  low  parity. 
Nulliparity  has  been  reported  in  50 
percent  of  patients  with  tubal  car- 
cinoma.s-® 

The  symptoms  produced  by  this 
tumor  are  nonspecific.  Fogh'*  gives  the 
incidence  of  symptoms  as  shown  in 
Table  IV. 

Three  of  our  patients  had  vaginal 
discharge,  three  metrorrhagia,  three 
pain,  and  three  had  abdominal  en- 
largement. Cytology  was  done  only  in 
our  most  recent  case  and  was  Class  II. 
In  other  series,  it  has  been  reported  to 
be  positive  in  up  to  60  percent  of  pa- 
tients.^ 

Four  of  our  patients  lived  five  years 
after  the  initial  surgery,  two  were  lost  to 
follow-up,  one  lived  four  years  after 
surgery  and  died  with  metastasis  to.  the 
brain,  one  died  two  years  after  surgery 
with  carcinomatosis.  The  most  recent 
patient  is  living  and  well  at  the  present 


Dr.  Blockstein  is  an  associate  on  the 
staffs  of  the  Western  Pennsylvania 
Hospital  and  Saint  Margaret  Memo- 
rial Hospital,  Pittsburgh.  He  is  a 
fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists. 
Dr.  Pay  man  is  in  the  private  practice 
of  obstetrics  and  gynecology  in  G len 


time. 

Most  of  our  cases  had  unilateral  in- 
volvement. The  incidence  of  bila- 
terality is  from  5 to  26  percent.®-^ 
Some  authors  recommend  that  persis- 
tent bloody  or  dark  discharge  after 
dilatation  and  curettage  in  post 
menopausal  patients  without  any  ex- 
planation should  alert  the  diagnos- 


Dale,  West  Virginia.  Appreciation  is 
expressed  to  Leonard  E.  Laufe, 
M.D.,  chief  of  the  division  of  obste- 
trics and  gynecology  of  the  Western 
Pennsylvania  Hospital,  Pittsburgh; 
Mrs.  Martha  Haerr,  secretary  of  the 
tumor  registry;  and  Miss  Donna 
Jiansante  for  .secretarial  assistance. 


tician  to  the  possibility  of  a carcinoma 
of  the  tube  discharging  through  the 
uterus.® 


Summary 

Ten  cases  of  fallopian  tube  malig- 
nancy are  reported  and  compared  to 
previously  reported  cases.  The  dif- 
ficulty of  diagnosis  is  mentioned.  The 
most  important  factor  in  early  recogni- 
tion is  to  consider  the  possibility  of 
tubal  cancer  when  dealing  with  patients 
in  the  high-incidence  age  group.  □ 
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Aortic  Coronary  Bypass  during  Acute  Coronary  Occlusion 


GEORGE  J.  MAGOVERN,  M.D. 

P.  SADIGHI,  M.D. 

G.  LEIBLER,  M.D. 

F.  BEGG,  M.D. 

F.B.  MAIN,  M.D. 

Pittsburgh 

A case  of  a 50-year-old  white  male  is  presented  who  developed  acute  poste- 
rior myocardial  infarction  in  whom  an  emergency  aortic  saphenous  vein 
bypass  graft  restored  distal  coronary  perfusion  within  a seven  hour  period. 
Subsequent  angiograms  revealed  a patent  graft  and  a functioning  diaphrag- 
matic surface  indicative  of  restoring  or  preserving  myocardial  viability. 
While  it  is  clear  that  the  normal  heart  can  withstand  periods  of  total  anoxic 
arrest  for  one  to  two  hours,  the  reversibility  of  the  beating  heart  suffering  a 
myocardial  infarction  can  be  reduced  because  of  the  high  metabolic 
demands  of  contractility  of  anaerobic  glycolysis.  However,  there  are  many 
factors  which  determine  myocardial  viability.  The  ultimate  restoration  of 
blood  flow  is  the  most  essential  factor  and  the  degree  of  collateral  circula- 
tion in  the  human  atherosclerotic  state  makes  this  difficult  to  determine. 
While  an  ischemic  myocardium  may  still  be  viable  it  may  lose  its  con- 
tractility and  electrical  potential  and  because  of  the  contractility  of  the  sur- 
rounding heart  may,  indeed,  suffer  from  other  metabolic  damage  over  a 
prolonged  period  of  time.  Thus,  the  earlier  restoration  of  blood  supply  can 
be  established,  the  greater  is  the  likelihood  that  myocardial  damage  will  be 
decreased.  Because  of  this,  if  the  clinical  situation  and  the  logistics  are  sim- 
ilar to  those  which  we  have  described,  emergency  bypass  coronary  graft 
may  be  the  procedure  of  choice. 


Dr.  Magovern  is  clinical  associate 
professor  of  surgery  and  director  of 
the  thoracic  surgery  division  of  the 
Surgical  Research  Laboratory  at 
the  University  of  Pittsburgh  School 


The  growing  acceptance  of 
elective  bypass  grafting  for  ob- 
structive coronary  disease  has  natural- 
ly raised  the  possibility  of  this 
modality  for  the  treatment  of  acute 
myocardial  infarction;  and,  indeed, 
such  successful  therapy  has  been 
recently  reported.*  Ankeny, 2 in  a dis- 
cussion, also  makes  reference  to  emer- 
gency saphenous  vein  graft  during 
myocardial  infarction  but  stated  that 
the  post  operative  ventriculogram 
showed  a "sizeable  scar  involving  the 
diaphragmatic  surface  despite  a patent 
graft.”  The  above  papers  have 


of  Medicine.  He  is  director  of  the 
department  of  surgery  at  Allegheny 
General  Hospital  and  is  certified  by 
the  American  Board  of  Surgery  and 
the  Board  of  Thoracic  Surgery.  Drs. 


prompted  us  to  report  our  experience 
with  one  patient  in  whom  aortico- 
coronary  saphenous  vein  bypass  graft 
during  acute  myocardial  infarction  was 
performed  with  a successful  outcome 
and  in  whom  postoperative  ven- 
triculogram showed  no  residual  ven- 
tricular akinesis. 

Report 

F.R.,  a 50-year-old  white  male,  one 
pack  a day  cigarette  smoker,  had 
always  been  in  perfect  health  and  gen- 
eral condition.  On  June  15,  1970  for 
the  first  time  he  had  an  episode  of  left 


Sadighi  and  Leibler  are  residents  in 
thoracic  surgery.  Dr.  Begg  is  at- 
tending cardiologist,  and  Dr.  Main 
is  attending  surgeon  at  Allegheny 
General  Hospital. 


sided  chest  pain  which  lasted  only  a 
few  minutes.  On  June  18,  1970  the 
pain  recurred,  lasting  for  about  ten 
minutes,  radiating  to  the  left  arm  and 
associated  with  mild  shortness  of 
breath  and  marked  diaphoresis. 

He  was  admitted  to  a community 
hospital  for  evaluation.  Physical  exam- 
ination at  the  time  of  admission  was 
within  normal  limits.  Blood  pressure 
150/80,  pulse  80/minute  and  regular. 
Serial  electrocardiograms  were  re- 
ported as  normal.  SGOT  10  units. 
LDH  240  units.  CPK  25  units.  Hgb. 
14.2  gm%.  Hct.  45.  WBC  7690  with 
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moderate  lymphocytosis.  Upper  G.I. 
series  and  gall  bladder  series  were 
reported  as  normal.  On  July  2,  1970 
coronary  angiography  was  performed 
in  our  cardiac  laboratory  which 
showed  subtotal  occlusion  of  the  right 
coronary  artery  at  its  midportion  (Fig. 

1) .  He  was  discharged  to  return  for 
elective  surgery.  The  left  coronary 
showed  diffuse  atherosclerotic  changes 
but  no  significant  obstruction. 

On  July  9,  1970  the  patient  had 
another  short  episode  of  chest  pain 
with  dyspnea  and  was  transferred  to 
Allegheny  General  Hospital.  On  ad- 
mission the  patient  was  in  no  distress, 
and  had  no  complaints  of  chest  pain  or 
shortness  of  breath.  Physical  examina- 
tion was  essentially  normal.  Blood  pres- 
sure 130/80,  pulse  80/minute  and  regu- 
lar. Electrocardiogram  on  July  10, 
1970  was  interpreted  as  normal  (Fig. 

2) . 

Pertinent  laboratory  data  was  as 
follows:  Hbg.  15.1  gm%,  HCT 
47.1%,  WBC  7100  with  normal  dif- 
ferential. SGOT  13  units  (normal  8- 
40),  SGPT  14  units  (normal  5-35  u), 
SLDH  272  units  (normal  150-550 
units),  CPK  96  units  (normal  25-125 
u). 

On  July  13,  1970  at  3 A.M.  the  pa- 
tient had  another  episode  of  angina 
pectoris  which  lasted  a few  minutes. 
On  the  same  day  at  1:15  P.M.,  after 
the  patient  finished  his  lunch,  he 
started  to  complain  of  severe  retro- 
sternal chest  pain  and  diaphoresis.  On 
physical  examination  the  patient  was  in 


distress.  Blood  pressure  120/70;  pulse 
62/minute  regular  with  no  murmur  or 
gallop  and  the  lungs  were  clear.  Elec- 
trocardiogram showed  signs  of  inferior 
myocardial  injury  (Fig.  3).  SGOT  19  u 
(normal  8-40  u),  SGPT  24  u (norma!  5- 
35  units),  CPK  124  u (normal  25-125 
units).  The  patient  was  transferred  to 
the  coronary  care  unit  and  was  moni- 
tored continuously. 

By  5 P.M.  the  patient  was  still 
complaining  of  intractable  retrosternal 
pain.  Cardiac  monitoring  showed 
varying  types  of  arrhythmia:  A sinus 
bradycardia  (40  per  min.),  which  was 
corrected  by  atropine  and  followed  by 
frequent  premature  ventricular  con- 
tractions, transient  2:1  AV  block  and 
S-T  wave  changes  consistent  with  infe- 
rior myocardial  injury. 

Pertinent  laboratory  data  at  that 
time  was:  SGOT  43  u (normal  8-40  u), 
SGPT  95  u (normal  5-35  u),  CPK  904 
u (normal  25-125  u). 

At  6 P.M.  it  was  decided  that  emer- 
gency surgery  was  indicated  to  restore 
the  blood  flow  to  the  diaphragmatic 
surface  of  the  heart.  At  operation  there 
was  markedly  diminished  contraction 
of  the  diaphragmatic  surface  of  the 
heart,  and  distal  right  coronary  ar- 
teriotomy  confirmed  a very  minimal 
proximal  flow. 

An  aortico-right  coronary  artery 
saphenous  vein  bypass  graft  was 
carried  out.  The  procedure  was  done 
using  cardiopulmonary  bypass  and  the 
distal  right  coronary  artery  was  per- 
fused during  the  procedure.  After 
completion  of  the  anastomosis,  a defi- 


nite subjective  improvement  in  con- 
tractility of  the  diaphragmatic  surface 
appeared  to  be  present.  Postopera- 
tively,  the  patient  did  quite  well.  Atrial 
flutter  and  fibrillation  developed  on 
the  third  postoperative  day  and  disap- 
peared on  the  fourth  postoperative  day 
after  the  patient  was  digitalized. 

Sinus  rhythm  was  restored  by  the 
fourth  postoperative  day  but  non  spe- 
cific T-wave  changes  persisted  in  some 
of  the  leads.  (Fig.  4) 

On  the  third  postoperative  day  the 
enzymes  were  as  follows:  SGOT  19  u 
(normal  8-40),  SGPT  19  u (5-30  u). 

After  one  week  postoperative: 
SGOT  25  u,  SGPT  158  u,  SLDH  190 
u,CKP  44  u. 

On  August  7,  1 970  a coronary  ar- 
teriogram and  left  ventriculography 
showed  a patent  graft  to  the  right 
coronary  artery  (Fig.  5)  and  normal 
contractility  of  the  diaphragmatic  sur- 
face of  the  left  ventricle. 

The  patient  was  discharged  on 
August  9,  1970  in  good  general  condi- 
tion and  has  remained  well  without  an- 
gina for  the  past  10  months  returning 
to  full  activity  as  a steelworker. 

Discussion 

It  would  appear  that  the  major  con- 
sideration in  performing  saphenous 
vein  bypass  grafting  during  acute 
coronary  occlusion  would  rest  on  two 
considerations:  the  ability  to  obtain 
precise  information  as  to  the  location 
of  the  obstruction;  and  two,  the 
logistics  of  mobilizing  the  operative 
team  within  a critical  time  period.  The 


Figure  1 . Selective  right  coronary  arteriogram  of  the  patient  prior  to  his  myocardial 
infarction.  The  arrow  points  to  an  isolated  lesion  compromising  the  lumen  approxi- 
mately 90  percent. 


Figure  2.  Normal  electrocardiogram. 
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first  point  has  been  well  demonstrated 
by  Begg^  that  coronary  catheterization 
during  acute  myocardial  infarction  is  a 
safe  and  feasible  procedure  which  in 
most  instances  will  provide  the  infor- 
mation desired.  In  his  study,  fifty-six 
patients  were  visualized  from  ten 
hours  to  three  weeks  following  acute 
myocardial  infarction.  There  was  no 
mortality  and  based  on  their  findings, 
37  percent  of  the  patients  having  acute 
or  recent  myocardial  infarction 
showed  total  occlusion  of  a major 
coronary  vessel.  The  remaining  63  per- 
cent had  infarction  without  total 
occlusion.  These  findings  stress  the 
fact,  as  stated  in  the  literature,  that  a 
good  percentage  of  patients  with 
myocardial  infarctions  do  not  have  a 
total  occlusion  of  a major  coronary  ar- 
tery, and  at  present  might  be  difficult 
to  evaluate  for  operative  intervention. 
On  the  other  hand,  almost  40  percent 
of  Begg’s  series  did  have  an  obstruc- 
tion which  would  be  feasible  for  direct 
intervention  particularly  in  those  cases 
involving  the  right  coronary  artery  and 
in  whom  the  clinical  and  electrocar- 
diographic findings  were  well  corre- 
lated. 

Several  years  ago  we  observed  a 
case  similar  to  that  reported  by 
Ankeny  of  a patient  who  was  shown  to 
have  90  percent  occlusion  of  his  right 
coronary  artery  and  approximately 
twelve  hours  following  the  study  had 
evidence  of  an  acute  posterior  myocar- 
dial infarction.  Recatheterization  then 
revealed  a complete  right  coronary  ar- 
tery occlusion,  but  because  the  patient 
remained  clinically  stable,  operative 
intervention  was  not  carried  out.  It 


I Figure  3.  Electrocardiogram — inferior  myocardial  injury.  Leads  II,  III,  AVF — current 
injury,  elevation  of  S-T  segments. 


11 


Figure  4.  Electrocardiogram  showing  non-specific  T-Wave  changes. 


Figure  5.  Coronary  bypass  graft.  This  spot  film  demonstrates  opacification  of  the 
right  saphenous  vein  graft  three  weeks  following  surgery.  The  arrow  points  to  the 
proximal  right  coronary  artery  that  fills  in  a retrograde  fashion  via  the  saphenous 
vein  bypass  graft. 
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was  dramatic  to  compare  the  pre-  and 
post-infarction  ventriculograms  in 
subsequent  studies,  in  that  the 
subsequent  examination  revealed  a 
scarred  adynamic  area  of  the  diaphrag- 
matic surface  of  the  left  ventricle. 
Because  of  this  experience,  we  felt  that 
if  a similar  situation  should  arise,  it 
would  be  worthwhile  to  attempt 
coronary  bypass  graft  to  avoid  the  re- 
sidual scar  formation.  In  the  case 
reported  above,  at  the  time  of  surgery 
the  ventricular  diaphragmatic  surface 
was  poorly  contracting.  Postoperative 
angiograms  subsequently  have  shown  a 
normal  ventricular  action  with  good 
contraction  of  the  diaphragmatic  sur- 
face. This  would  indicate  that  the 
bypass  in  this  particular  instance  did 
restore  the  viability  of  the  left  ven- 
tricle. This,  however,  leads  us  to  the 
second  question:  what  is  the  time  in- 
terval of  occlusion  that  one  may  suffer 
and  still  maintain  or  restore  myocar- 
dial viability  with  an  aortico-coronary 
vein  graft?  It  is  very  difficult  under 
these  circumstances  to  transfer  the  in- 
formation obtained  in  the  experi- 
mental laboratory  to  the  clinical  state 
but  experience  with  human  cardiac 
transplant  has  demonstrated  that  total 
ischemia  of  the  heart  is  reversible  up 
to  a period  as  long  as  two  hours.  This 
is,  of  course,  a critical  question 
because  it  raises  interest  in  two  main 
topics:  (1)  What  is  the  feasibility  of 
coronary  artery  surgery  during  the 
acute  phase  of  myocardial  infarction? 
(2)  To  what  extent,  if  any,  are  the 
pathological  changes  of  myocardial  in- 
farction reversible? 

The  above  case  demonstrates  that 
surgery,  at  least  on  the  right  coronary 
artery,  is  possible  during  acute 
myocardial  infarction. 

The  second  question  is  more  dif- 
ficult to  assess  since  collateral  circula- 
tion which  may  develop  in  the  human 
with  chronic  myocardial  ischemia  can 
apparently  extend  the  viability  of  the 
heart  with  an  acute  occlusion. 

Brachfeld®  has  given  us  an  excellent 
review  of  the  maintenance  of  myocar- 
dial cell  viability  and  points  out  that 
contractility  demands  a high  level  of 
efficient  aerobic  metabolic  activity. 
Such  demands  made  upon  injured 
tissue  seriously  compromises  its  poten- 
tial for  recovery  and  thus  explains  the 
difference  between  the  rate  of  survival 
between  anoxic  arrest  induced  at  sur- 
gery and  that  caused  by  coronary  arte- 


ry disease.  Indeed,  continued  muscular 
contraction  may  seal  the  fate  of  bor- 
derline ischemic  cells  by  causing 
anaerobic  glycolysis  with  its  resultant 
increase  in  lactic  acid  and  intracellular 
acidosis  inducing  a fall  in  the  capacity 
of  the  intracellular  buffer  system  and 
release  of  myocardial  intracellular 
lysozome.  The  decrease  in  the  avail- 
able energy  permits  ionic  shifts  with 
loss  of  intracellular  potassium  and  dif- 
fusion into  the  cell  of  sodium  ions  and 
extracellular  fluid  and  the  osmotic 
pressure  within  the  cell  gradually 
increases  because  of  autolytic  break- 
down of  proteins,  accumulation  of  free 
molecules,  and  shifts  in  electrolyte  bal- 
ance. Mitochondrial  swelling  and 
changes  in  endoplasmic  reticulum  are 
then  visible  histologically,  and  cellular 
synthetic  processes  cease.  Abnormal 
deflections  in  the  electrocardiogram 
are  induced  by  changes  in  the 
membrance  potential  and  the  failing 
function  of  the  ionic  pump. 

Jennings,^  however,  has  stated  that 
the  survival  of  the  major  physiological 
and  biochemical  functions  of  the  heart 
need  not  necessarily  follow  its  appar- 
ent loss  of  contractility  since  the 
factors  that  determine  excitability  are 
most  vulnerable  to  anoxia,  but  energy 
production  and  ultilization  may  sur- 
vive for  longer  periods.  Thus,  the  seg- 
ment of  the  ischemic  myocardium  fol- 
lowing a coronary  occlusion  may  lose 
its  electrical  potential  and  contractile 
force,  but  the  essential  functions  of  the 
cell  may  be  viable  and  cell  injury  is 
still  potentially  reversible.  Jennings® 
also  stresses  the  fact  that  the  damaged 
cells  in  an  infarcted  area  or  in  an 
ischemic  area  do  not  necessarily  die  si- 
multaneously; and,  while  irreversible 
damage  does  begin  at  about  22 
minutes  in  a traumatized  ischemic 
zone,  60  percent  of  the  ceils  may  still 
be  viable  after  one  hour  of  total 
hypoxia.  The  ultimate  fate  of  the  cell  is 
determined  by  multiple  factors,  but  its 
viability  is  also  regulated  by  the  degree 
of  myocardial  work  and  the  rapidity 
with  which  adequate  blood  supply  to 
the  ischemic  area  can  be  rees- 
tablished. 

Conclusions 

In  most  instances,  if  there  is  consid- 
erable question  as  to  the  clinical  diag- 
nosis and  a significant  delay  before 
definitive  coronary  arteriography  can 
confirm  the  presence  of  an  operable 


lesion,  it  is  probably  at  the  present 
time  not  wise  to  undergo  operative  in- 
tervention. If,  on  the  other  hand,  the 
patient  is  in  the  hospital,  if  a definitive 
diagnosis  can  be  made  within  a six 
hour  period,  and  if  the  logistics  can  be 
overcome  to  provide  operative  inter- 
vention, then  it  would  be  justifiable 
from  our  experience  to  consider  emer- 
gency saphenous  vein  bypass  graft.  It 
may  well  be  that  in  the  future  this 
modality  would  even  be  more  strongly 
indicated  when  biochemical  and 
mechanical  means  are  developed  to 
prolong  maintenance  of  the  cellular 
viability.  Thus,  the  application  of 
mechanical  devices  such  as  the  intra- 
aortic balloon  pump  assist  may  reduce 
the  energy  demand  of  the  cell. 
Hypothermia  may  similarly  contribute 
to  stabilization  of  lysozomes,  decrease 
metabolic  demand,  support  of  the  in- 
tracellular pH,  and  retardation  of  pro- 
tein denaturation.  The  collateral 
circulation  of  the  myocardium  may 
then  provide  enough  viability  so  that 
emergency  operative  intervention 
would  be  more  feasible  and  predict- 
able. This  may  be  particularly  true  in 
those  patients  who  develop  car- 
diogenic shock  secondary  to  myocar- 
dial infarction  and  in  whom  we  know 
the  present  medical  therapy  alone 
carries  a considerably  mortality.  □ 
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Female  Genital  Tract  Carcinoma  and  Maternal  Stilbesterol 


Department  of  Medicine 

It  has  now  been  one  year  since 
Herbst  demonstrated  a high  correlation 
between  vaginal  adenocarcinoma  in 
young  women  and  previous  diethylstil- 
! besterol  (DES)  exposure  to  their 
mothers  during  gestation.  Their  obser- 
vations were  confirmed  by  Greenwald 
I who  found  five  additional  cases  in  New 
York  and  Pennsylvania.  Subsequently, 
Herbst  and  Scully  have  established  a 
national  registry  for  these  rare  tumors. 
As  of  March  1 , 1 972  their  registry  con- 
I tained  information  on  seventy  cases  of 
clear-cell  adenocarcinoma  of  the  geni- 
tal tract  in  young  women.  A maternal 

■ history  of  DES  or  other  synthetic  es- 
i trogen-like  compounds  has  been  con- 

■ firmed  in  most  of  these  cases.  Sufficient 
concern  over  this  epidemiological  phe- 

I nomena  was  generated  to  prompt  the 
' FDA  to  issue  a drug  bulletin  in 

• November  1971,  contraindicating  the 
I use  of  DES  or  closely  related  cogeners 
^ (dienestrol,  hexestrol,  benzestrol,  etc.) 

during  pregnancy.  Because  of  the  stun- 
ning nature  of  these  observations  and 
■,  the  implications  for  all  practicing 
! physicians,  further  comment  and  dis- 
cussion are  warranted. 

Although  previous  studies  have  dem- 
' onstrated  teratogenic  effects  in  human 
offspring  (congenital  rubella  syndrome, 
i phocomelia  after  thalidomide  inges- 

tion), this  is  the  first  reported  case  of 
j transplacental  carcinogenesis  in  man. 
i This  should  reinforce  to  the  practicing 
physician  the  critical  importance  of 
; reducing  maternal  drug  ingestion  to  the 
' barest  minimum.  At  present,  we  are  not 
in  a position  to  know  the  long-term 
, (twenty  or  more  years)  oncogenic  or 
I teratogenic  potential  of  many  of  the 
, newer  drugs  being  employed  in  current 
; practice.  Not  only  are  we  unfamiliar 
with  the  drugs  themselves,  but  also 
seemingly  so  innocuous  substances  as 
i,  the  dyes  and  other  derivatives  used  to 
^ bind  and  coat  these  drugs  may  be  po- 
tentially harmful.  We  have  a number  of 
i|  examples  of  carcinogenesis  after 
chronic  exposure  to  environmental  or 
, other  stimuli  (cigarette  smoking,  as- 

* bestos,  aniline  dye,  radiation).  This  is 
compounded  in  the  fetus  where  smaller 
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doses  of  carcinogens  appear  to  have  on- 
cogenic potential  due  to  the  extreme 
sensitivity  of  rapidly  multiplying  fetal 
tissues. 

A second  essential  factor  should  be 
emphasized  to  all  physicians  whose  pa- 
tients include  young  women.  Irregular 
menses  and  heavy  vaginal  bleeding  or 
discharge  in  a young  woman  should  not 
be  written  off  as  anovulatory  cycles 
without  the  performance  of  a careful 
vaginal  examination.  Definitive  thera- 
py in  many  of  the  original  cases  was 
delayed  many  months  because  only  a 
rectal  exam  was  performed.  The  pa- 
tients were  maintained  on  regulatory 
drug  therapy.  Only  in  the  light  of  con- 
tinued symptoms  was  a careful  vaginal 
exam  done,  often  revealing  the 
presence  of  adenosis  vaginae  in  con- 
junction with  the  tumor.  When  on 
pelvic  exam  adenosis  is  discovered,  this 
common  association  should  alert  the 
physician  to  the  possibility  that  his  pa- 
tient may  have  had  a DES  exposure  his- 
tory in  utero.  Perhaps  treatment  of  the 
adenosis,  whether  by  hormonal  sup- 
positories, linear  cauterization  or  sur- 
gical removal  would  decrease  the  possi- 
bility of  malignant  degeneration.  Al- 
though the  true  incidence  of  this  disease 
process  is  unknown,  it  has  been  es- 
timated that  many  thousands  of  child- 
bearing mothers  in  the  late  1940s  and 
early  50s  received  DES  during  one  or 
more  pregnancies.  Therefore,  vaginal 
adenocarcinoma  has  to  be  ruled  out  in 
any  young  woman  who  presents  with 
the  above  symptomatology  prior  to  the 
institution  of  cyclic  hormonal  therapy. 

A possible  new  source  of  fetal  DES 
exposure  is  the  use  of  post-ovulatory 
DES  to  prevent  implantation.  Although 
there  now  can  be  no  doubt  as  to  the  car- 
cinogenic effects  of  DES  on  the  fetus, 
the  employment  of  DES  as  a "morning- 
after  pill”  should  not  necessarily  be 
abandoned.  A number  of  factors 
governing  this  use  of  DES  should  be 
reviewed.  First,  the  failure  rate  with 
mid-cycle  DES  approaches  0. 1 percent. 
Therefore,  the  actual  number  of  fetuses 
involved  would  be  very  small. 
Secondly,  because  these  women  did  not 
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desire  the  pregnancy  initially  and 
because  of  the  increased  availability  of 
therapeutic  abortions,  no  woman  ex- 
posed to  DES  would  have  to  carry  a 
fetus  to  term.  Any  woman  seeking  post- 
ovulatory DES  for  contraceptive  pur- 
poses should  be  instructed  so  that  abor- 
tion would  be  a desirable  alternative  to 
full-term  gestation. 

Another  potentially  more  hazardous 
source  of  DES  is  in  the  American  diet. 
Three-quarters  of  all  beef  salughtered 
in  the  U.S.  annually  have  been  fattened 
with  DES.  Although  finding  DES  resi- 
dues in  salable  beef  is  rare,  according  to 
the  Department  of  Agriculture,  in  a 
beef-eating  populace  the  possibility  of 
significant  maternal  exposure  cannot 
be  ruled  out.  Effective  legislation,  as 
has  already  been  instituted  in  Sweden 
and  other  countries,  may  be  the  answer 
to  removing  this  source  of  DES  from 
our  environment. 

Finally,  we  must  recognize  that  al- 
though DES  has  to  date  been  associated 
only  with  vaginal  adenocarcinoma,  an 
apparent  increase  in  other  genital  tract 
cancers  in  young  people  of  both  sexes 
might  possibly  be  related  to  maternal 
ingestion  of  DES  or  some  other  hor- 
monally-active  substance.  A recent 
study  demonstrated  just  such  an 
increase  in  cancer  of  the  vagina,  corpus 
uteri,  prostate,  testis  and  bladder  (in 
males  only)  in  the  10-19  year  old  group 
and  increases  in  testicular  and  vulvar 
cancer  in  the  20-24  year  old  group.  At 
the  present  time  it  is  impossible  to  de- 
termine whether  these  relative  changes 
are  due  to  chance  fluctuations  in  the  in- 
cidence of  these  diseases  or  whether  an 
exogenous  carcinogen  is  present  in  the 
environment.  We  must  establish  na- 
tional cancer  surveillance  centers 
which  will  coordinate  epidemiologic 
data  on  a vastly  larger  scale  than  has 
been  available  in  the  past.  It  is  our  re- 
sponsibility as  practicing  physicians  to 
cooperate  fully  in  this  type  of  nation- 
wide communication  if  emerging 
disease  patterns  are  to  become  recog- 
nized before  they  become  national 
catastrophes. 

(List  of  referenc  es  available  on  request) 
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cardiovascular  brief 


Cardiovascular  Surgery 
Part  I 


Thomas  J.E.  O’Neill,  M.D.,  Clinical 
Associate  Professor  of  Surgery  (Cardio 
Thoracic),  Temple  University  School 
of  Medicine,  Philadelphia,  Pennsyl- 
vania, is  questioned  by  William  G. 
Leaman,  Jr.,  M.D. 

Realizing  that  the  specialty  of  heart  sur- 
gery has  been  with  us  for  nearly  one- 
quarter  of  a century,  what  have  been 
the  time-tested  certain  benefits  as  seen 
in  retrospect? 

It  is  now  possible  to  state  that  most 
gross  structural  deformities  of  the  heart 
can  be  favorably  altered  or  completely 
repaired  with  the  use  of  the  modern 
technics  of  cardiovascular  surgery. 
Indeed  the  majority  of  congenital  heart 
defects  can  be  completely  cured.  At  the 
same  time,  any,  or  all,  of  the  four  heart 
valves  can  be  repaired  or  excised  and 
replaced  with  prosthetic  valves,  thereby 
restoring  a high  degree  of  valvular  ef- 
ficiency. All  the  while,  it  is  pleasant  to 
note  the  progressive  decrease  in  mortal- 
ity and  morbidity  which  has  prompted 
earlier  referral  of  patients  for  surgery 
on  the  part  of  cardiologists  and  the 
more  ready  acceptance  by  the  general 
public. 

We  are  all  conscious  of  the  widespread 
surgical  activities  in  the  attack  on  the 
problem  of  ischemic  heart  disease.  To 
what  extent  can  the  surgeon  effect  a 
positive  influence  on  the  management 
of  this  vast  problem? 

Ischemic  heart  disease  is  analogous 
to  ischemic  leg  disease  or  ischemic  lung 
disease  in  that  the  blood  flow  to  these 
separate  regions  has  been  reduced  to  a 
point  where  impaired  cellular  health 
results  from  lack  of  nutrition  and  ox- 
ygen. This  reduced  blood  flow  is  mainly 
the  result  of  arteriosclerosis  associated 


with  atheromatous  plaques  which  im- 
pose a block  in  the  blood  stream. 
Through  angiographic  studies,  it  has 
been  found  that  most  of  these  plaques 
are  segmental  in  distribution  and  this 
has  led  to  surgical  treatment  by  endar- 
terectomy and  resection  with  replace- 
ment by  synthetic  vessels.  Since  the  re- 
habilitation of  aortic  and  femoral 
atherosclerotic  plaques  has  been  highly 
successful,  we  have  consequently 
directed  thought  toward  the  application 
of  these  principles  and  technics  to  the 
coronary  arteries. 

Presuming  that  the  situation  is  analo- 
gous in  principle,  aren’t  there  consider- 
ations of  technic  that  vary  consider- 
ably? 

Yes,  both  from  the  standpoint  of 
diagnosis  and  actual  operative  proce- 
dure. First,  in  order  to  plan  the  surgical 
approach,  a complete  mapping  of  the 
right  and  left  coronary  arteries  and 
their  branches  is  essential,  and  this 
should  include  a visualization  of  any 
possible  collaterals  present.  Further,  a 
left  ventricular  chamber  opacification 
is  necessary  to  localize  any  aneurysmal 
dilatations  and  to  estimate  left  ven- 
tricular efficiency.  Then  the  operative 
procedure  is  planned  on  the  basis  of 
findings  from  the  coronary  angiograms. 
In  other  words,  a road  map  is  of  prime 
importance.  At  present,  we  can  only  ef- 
fectively deal  with  the  three  main 
vessels  having  adequate  diameters, 
because  of  the  limitations  imposed  by 
suture  technics.  These  arteries  are:  the 
right  coronary  artery,  the  left  and  left 
anterior  descending  arteries,  and  the 
left  circumflex  coronary  artery.  The  ob- 
ject is  to  bridge  or  shunt  an  adequate 
blood  supply  past  the  obstructing 
plaque.  Largely,  this  bridging  is  done 


by  using  a free  saphenous  vein  graft 
with  one  end  anastomosed  to  the  root  of 
the  aorta  and  the  other  into  the  side  of 
the  coronary  artery  just  beyond  the 
block.  This  may  require  one  to  three 
grafts,  depending  on  the  vessels  in- 
volved. An  arterial  supply  less 
frequently  used  to  date  is  one  or  both  of 
the  internal  mammary  arteries. 

You  mentioned  the  desirability  of  dem- 
onstrating anastomotic  branches  be- 
tween the  three  main  coronary  arteries. 
What  is  the  significance  of  this  knowl- 
edge? 

These  branches  are  of  great  help  in 
indicating  both  the  caliber  and  "run- 
off’ of  the  blocked  vessel  distal  to  the 
block  in  instances  of  complete  obstruc- 
tion. "Run-off’  is  a term  used  to  signify 
the  relative  speed  of  blood  flow 
progressing  to  and  through  the  distal 
branches  of  the  coronary  artery  under 
study.  A good  "run-off’  offers  an  ex- 
cellent chance  for  a satisfactory 
revascularization,  whereas,  a poor 
"run-off’  would  contraindicate  a direct 
revascularization  procedure. 

Have  there  been  any  studies  made 
showing  the  results  of  direct  coronary 
artery  revascularization? 

Yes,  during  the  past  three  years, 
coronary  angiograms  showing  a res- 
tenosis rate  of  1 5 percent  during  the 
first  year,  then  dropping  to  9 percent 
per  year  in  each  succeeding  year  have 
been  reported.  Clinical  results  mirror 
the  angiogram  pictures. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.,  for  the  Com- 
mittee on  Science  and  Education,  in  co- 
operation with  the  Pennsylvania  Heart 
Association. 
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There’s  a soup 


for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it's  made  by  vCUtlp^il 


Bean  with  Bacon 

7.7 

Beef 

9.1 

Chicken  Broth 

8.4 

Chicken  ’N  Dumplings 

6.6 

Chili  Beef 

7.0 

Consomme 

5.6 

Green  Pea 

7.8 

Hot  Dog  Bean 

8.6 

Oyster  Stew 

6.0 

Pepper  Pot 

6.9 

Split  Pea  with  Ham 

11.6 

Vegetable  Beef 

5.7 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 

* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


PROTEIN  CONTENT/  1 Cup  Prepared  Soup* 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— -normal  body  build  and  breasts, 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide— balanced  “pink  and  blue”) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slight 
progestogen  dominance.  It  has  an  excellent  record 
of  patient  acceptance. 

Ovulen' 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


References:  1 . Editorial:  Oral  Contraceptives:  Which  Pill  for  Which  Patient?  Patient  Care  3:90-115 
(Feb ) 1969  and  4:135-145  (June  15)  1970. 2.  Greenblatt,  R.  B.:  Progestational  Agents  in  Clinical 
Practice,  Med,  Sci  15:37-49  (May)  1%7  3.  Kistner,  R.  W:  Gynecology:  Principles  and  Practice,  ed.  2, 
Chicago,  Year  Book  Medical  Publishers,  1971 4.  Kistner,  R.  W:  The  Pill:  Facts  and  Fallacies  About 
Today’s  Oral  Contraceptives,  New  York,  Delacorte  Press,  1968. 5.  Nelson,  J.  H.:  Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives.  J.  Reprod.  Med.  6:50-55  (Feb.)  1971 6.  (Orr,  G.  W:  Oral 
Progestational  Agents:  Therapy  and  Complications,  S.  Dakota  J,  Med  22(11-17  (Jan.)  1969. 


Each  white  tablet  contains;  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


SEARLE 


For  brief  summary  of  prescribing  information, 
see  following  page. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pil!  with  a moderate  estrogen 
overbalance. 

(■'Typical  clues—oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue’.’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early -cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid“E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


the  Demulen  phase 

Many  women*  who  secrete  more  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

(^Typical  clues—shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  “pink’.’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
• early  breakthrough  bleeding  is  often 

ulerr 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C  products 


Ovulen* 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen* 

Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./ethinyi  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  intheUnitedStates  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'-^  leading  to  this  conclusion,  and  one''  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates'  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
ien.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vagjnam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


thedrugdiscontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  V!l,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep-  |! 
tion  and  Thrombo-Embolic  Disease,  J . Coll.  Gen.  Pract,  13:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M,  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Invest!-  | 
gation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic  I 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 

P,  E.;  Masi,  A.  T;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 

J,  Epidem.  9(7365-380  (Nov.)  1969, 
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SEARLE 


Enovid-E 


norethynodrel  2.5  mg./mestranol  0.1  mg. 


Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of . 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both  j 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH).  ! 

Indication -Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse  jj 
/?eacl/dns  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and  ft 
should  be  observed  when  prescribing  Enovid-E.  j ■ 

Enovid-E®  | 

brand  of  norethynodrel  with  mestranol  jk 

Product  of  G.  D.  Searle  & Co,  I 

RO.  Box  5110,  Chicago,  Illinois  60680  I 

Where  "The  Pill"  Began  271 .1 


SEARLE 


He  ¥ron  t resist 


ling  better  with 
Myianta 

, ' Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


MYIANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 

I 

STUART  PHARMACEUTICALS  I Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  ( Pasadena,  Calif.  91109 


'though  Talwin®  can  be  compared 
'to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
/ for  prolonged  periods  face  fewer  of 
^ /the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chrordc-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of, significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Ihblets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  cHnical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patientsr:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

chronic 


Contraindications; Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than* 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 

Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 

A of  moderate  to  s 


severe  intensity 


of  Talwin  on  the  sphincter  of  ’ Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories),  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 


'Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 

50  mg.  Tablets 
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PMS  makes  audiotapes  available 


Duplication  of  audiotapes  is  a service  of  the  Bureau  of 
Instructional  Media  Services,  Pennsylvania  Department  of 
Education.  It  is  available  to  individual  physicians  through 
the  Pennsylvania  Medical  Society.  Mail  all  requests  and 
tapes  to; 

Medical  Education  Resource  Center 
Pennsylvania  Medical  Society 
20  Erford  Road 

I Lemoyne,  Pennsylvania  1 7043 

! For  best  mail  rate,  indicate  on  label  "Fourth  Class 
I Library  Material  and  First  Class  Letter  Enclosed”  (add  ad- 
ditional 8c)  to  get  special  rate  and  to  cover  cost  of  request 
I letter.  Follow  instructions  below; 

Agencies  or  physicians  can  get  audiotape  duplication 
services  by  sending  a good  quality  blank  reel  or  cassette 
tape  to  the  Pennsylvania  Medical  Society.  PDE  reel 
recording  equipment  will  duplicate  full  track  or  one  way 
only.  Cassette  tape  can  be  duplicated  on  both  sides.  Only 
C30,  C60,  and  C90  are  recommended  because  of  high  speed 

What  yo 

A1:  New  Role  for  DME  (Director  of  Medical  Education);  CME 
(Coordinator  in  Continuing  Medicai  Education) — PMS  Confer- 
ence on  Medical  Education  Administration,  March  1971.  40 
min. 

A2:  Medicine’s  View — Panei  Discussion  on  Compulsory  Health 
Insurance  in  1970s — Dauphin  County  Medical  Society,  Febru- 
ary 1971.  32  min. 

iA3:  Labor’s  View — Panel  Discussion  on  Compulsory  Health  In- 
isurance  in  1970s — Dauphin  County  Medical  Society,  February 
1971. 30  min. 

iA4:  The  Physician’s  Assistant  Program,  Duke  Universi- 
ty— Susquehanna  Valley  Regional  Medical  Program,  March 
1971 . 41  min. 

A5:  The  Pediatric  Nurse  Practitioner  Program,  University  of 
Colorado-— Susquehanna  Valley  Regional  Medical  Program, 
March  1971.  34  min. 

A6:  The  Medex  Experience;  The  Preceptor’s  View  of  Medex — 
Susquehanna  Valley  Regional  Medical  Program,  March  1971. 
45  min. 

A7:  Preliminary  Report;  SVRMP  Study  on  Physician’s  Assis- 
tants— Susquehanna  Valley  Regional  Medical  Program,  March 
1971.  14  min. 

A8:  Using  Medics  in  Hospital  Setting;  Brief  Description  of 
"MEDIHC” — Susquehanna  Valley  Regional  Medical  Program, 
March  1971.  30  min. 

A9:  Pennsylvania  Drug  Abuse  Documentary — PMS  Radio  Doc- 
umentary, April  1 970.  30  min. 

A10:  Endocrine  Problems  in  the  Newborn — PMS  Maternai  and 
jChild  Health  Institute,  April  1971. 45  min. 

All:  Advances  in  Neonatal  Surgery — -PMS  Maternal  and  Child 
Health  Institute,  Aprii  1971.  45  min. 

A12:  Cyanotic  Heart  Disease  in  the  Neonate — PMS  Maternal 
and  Child  Health  Institute,  April  1 971 . 45  min. 

A13:  Genetic  Counseling — PMS  Maternal  and  Child  Health  In- 
stitute, Aprii  1 971 . 45  min. 

A14:  Emergencies  Associated  with  Renal  and  Electrolyte 
Disorders — Differential  Diagnosis  of  Acute  Oiiguria — PMS  Sci- 
entific Assembly,  November  1971.  30  min. 
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duplication  problems;  C120’s  are  not  recommended.  There 
is  no  charge  for  this  duplication  service.  However,  the  PMS 
does  require  that  the  person  ordering  the  program  pay  post- 
age (include  postage  stamps)  both  ways  and  insurance 
charges. 

Requests  for  duplication  should  be  sent  at  least  30  days  in 
advance  of  the  date  of  need.  When  submitting  a request, 
please  include  in  the  cover  letter;  (or  use  coupon  below) 

1 . Your  name 

2.  Name  of  your  agency 

3.  Address  and  ZIP  Code 

4.  Telephone  number  where  you  can  be  reached 

5.  Indicate  the  speed  at  which  you  want  the  reel 
recording  made. 

— 3.75  I.P.S.  (inches  per  second)  or  7.5  I.P.S. 

— All  cassettes  are  recorded  at  1 .78  I.P.S. 

6.  Specify  exact  number  and  title  of  program  requested. 

7.  Be  sure  to  send  enough  tape  for  the  program 
requested — Check  catalog  for  program  running  time. 

can  get 

A15:  Emergencies  Associated  with  Renal  and  Electrolyte 
Disorders — Acute  Intoxications;  Medical  Management  and  the 
Role  of  Dialysis — PMS  Scientific  Assembly,  November  1971. 
35  min. 

A16:  Emergencies  Associated  with  Renal  and  Electrolyte 
Disorders — Management  of  Acute  Hyperkalemia,  Hypona- 
tremia, and  Acid-Base  Disorders — PMS  Scientific  Assembly, 
November  1971. 35  min. 

A17:  Care  of  the  Patient  with  Acute  Renal  Failure — PMS  Sci- 
entific Assembly,  November  1 971 . 20  min. 

A18:  Care  of  the  Patient  with  Acute  Renal  Failure — PMS  Sci- 
entific Assembly,  November  1971.  25  min. 

A19:  Care  of  the  Patient  with  Acute  Renal  Failure — PMS  Sci- 
entific Assembly,  November  1971.  35  min. 

A20:  Care  of  the  Patient  with  Acute  Renal  Failure — PMS  Sci- 
entific Assembly,  November  1971.  12  min. 

A21:  The  Unconscious  Patient — Medical  Aspects  of  Coma— 
PMS  Scientific  Assembly,  November  1 971 . 25  min. 

A22:  The  Unconscious  Patient — Surgical  Aspects  of  Coma — 
PMS  Scientific  Assembly,  November  1 971 . 25  min. 

A23:  Management  of  Patients  with  Severe  Neurologic  Disor- 
ders— The  Resident’s  Viewpoint — PMS  Scientific  Assembly, 
November  1 971 . 10  min. 

A24:  Management  of  Patients  with  Severe  Neurologic  Disor- 
ders-— The  Nurse’s  Viewpoint — PMS  Scientific  Assembly, 
November  1971.  25  min. 

A25:  Emergencies  due  to  Infections — Meningitis— PMS  Scien- 
tific Assembly,  November  1971. 35  min. 

A26:  Emergencies  due  to  Infections — Bacteremia  Caused  by 
Gram  Negative  Bacilli— PMS  Scientific  Assembly,  November 
1971.  25  min. 

A27:  Emergencies  due  to  Infections — Pneumonia— PMS  Sci- 
entific Assembly.  November  1 971 . 35  min. 

A28:  Emergencies  due  to  Infections — Peritonitis  and  Acute 
Pelvic  Inflammatory  Disease — PMS  Scientific  Assembly, 
November  1 971 . 30  min. 

A29:  Preparation  and  Transport  of  the  Injured — -Basic  Resusci- 
tation Prior  to  Patient  Transfer — PMS  Scientific  Assembly, 
November  1 971 . 1 5 min. 
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A30:  Preparation  and  Transport  of  the  Injured — Transportation 
of  the  Patient  with  Central  Nervous  System  Injury — PMS  Scien- 
tific Assembly,  November  1 971 . 1 5 min. 

A31:  Preparation  and  Transport  of  the  Injured — Management 
of  Winter  Sports  Injuries — PMS  Scientific  Assembly, 
November  1 971 . 35  min. 

A32:  Preparation  and  Transport  of  the  Injured- — Urgent  X-Rays 
in  the  Injured — PMS  Scientific  Assembly,  November  1971.  35 
min. 

A33:  Emergencies  due  to  Pulmonary  Problems — Crush  Injuries 
of  the  Thorax — PMS  Scientific  Assembly,  November  1971.  20 
min. 

A34:  Emergencies  due  to  Pulmonary  Problems — Penetrating 
Injuries  of  the  Thorax — PMS  Scientific  Assembly,  November 
1971.  30  min. 

A35:  Emergencies  due  to  Pulmonary  Problems — ^Ventilation 
and  Chest  Emergencies-— PMS  Scientific  Assembly,  November 
1 971 . 30  min. 

A36:  Emergencies  due  to  Pulmonary  Problems — Respiratory 
Problems  in  the  Newborn— PMS  Scientific  Assembly, 
November  1971. 35  min. 

A37:  Emergencies  due  to  Pulmonary  Problems — Coal  Workers' 
Pneumoconiosis — PMS  Scientific  Assembly,  November  1971. 
25  min. 

A38:  Quality  Medical  Care — Our  Mutual  Goal — PMS  Scientific 
Assembly,  November  1971.  30  min. 

A39:  The  Emergency  in  the  Delivery  of  Medical  Care — Family 
Practice,  America’s  Urgent  Need — ^PMS  Scientific  Assembly, 
November  1971. 35  min. 

A40:  The  Treatment  of  Allergic  Drug  Reactions — Every 
Doctor’s  Emergency — PMS  Scientific  Assembly,  November 
1971.  55  min. 

A41:  Air  Pollution  and  Health — PMS  Scientific  Assembly, 
November  1971. 20  min. 

A42:  Noise  and  Hearing  Loss— PMS  Scientific  Assembly, 
November  1971. 25  min. 

A43:  The  Status  of  Geriatrics  Revisited— PMS  Scientific  As- 


sembly, November  1 971 . 25  min. 

A44:  Parkinsonism  in  the  Aging — PMS  Scientific  Assembly,, 
November  1971. 22  min. 

A45:  Psychiatric  Problems  in  the  Aged—PMS  Scientific  As- 
sembly, November  1971.  20  min. 

A46:  Rehabilitation  Potential  of  the  Aging— -PMS  Scientific  As- 
sembly, November  1971.  25  min. 

A47:  L-Dopa — AMA  Special  Edition  1971.  1 hour.  | 

A48:  Cancer  Viruses — AMA  Special  Edition,  May  1971.  1 hour.  , 

A49:  Health  Maintenance  Organizations — ^AMA  Special  Edi-I 
tion,  November  1 971 . 30  min. 

A50;  Public  Speaking — What  to  Say  and  How  to  Say  it — PMS.: 
32  min. 

A51:  Trustees’  Role  in  Quality  Health  Care  Delivery  (Trustee’s: 
Point  of  View) — Susquehanna  Valley  Regional  Medical  Pro- 
gram Hospital  Trustee  Seminar,  March  1972. 17  min. 

A52:  Trustees’  Role  in  Quality  Health  Care  Delivery  (Medical 
Staff’s  Point  of  View) — Susquehanna  Valley  Regional  Medical i 
Program  Hospital  Trustee  Seminar,  March  1972.  33  min. 

A53:  Trustees’  Role  in  Quality  Health  Care  Delivery  (Corporate: 
Accountability) — Susquehanna  Valley  Regional  Medical  Pro- 
gram Hospital  Trustee  Seminar,  March  1972.  64  min. 

A54:  Trustees’  Role  in  Quality  Health  Care  Delivery  (HMO)— • 
Susquehanna  Valley  Regional  Medical  Program  Hospital  Trus- 
tee Seminar,  March  1972.  25  min. 

ASS:  Cancer  Chemotherapy — Lackawanna  County  Medical  So- 
ciety, January  1972.  70  min. 

A56:  The  Diagnosis  and  Management  of  Rheumatoid 
Arthritis — Lackawanna  County  Medical  Society,  February 
1972.  75  min. 

A57:  The  Management  of  the  Ambulatory  Patient  with  Hyper- 
tension-^— Lackawanna  County  Medical  Society,  December 
1971.  50  min. 

ASS:  Trustees’  Role  in  Quality  Health  Care  Delivery  (Hospital 
and  Community  Issues) — Susquehanna  Valley  Regional  Medi- 
cal Program  Hospital  Trustee  Seminar,  March  1972.  45  min. 
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PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


continuing  education 


< Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA's 
) Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


FAMILY  MEDICINE 

Hershey;  September  28,  1971 — June  27,  1972 
Newer  Aspects  of  Family  Medicine;  at  Hershey; 
1 hr.  per  day;  1 day  per  week;  40  weeks;  40  hrs. 
AAGP  credit  approved.  Contact  Thomas  L. 
Leaman,  M.D.,  Chrm.,  Dept,  of  Family  & Communi- 
ty Medicine,  M.S,  Hershey,  Hershey  17033. 


GENERAL  MEDICINE 

Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway.  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Carlisle  Hospital;  Friday  each  week  (September  - 
June  30) 

Continuing  Medical  Education  Program;  1 hr. 
ea.  Fri.;  36  weeks;  AAFP  credit  requested.  Contact 
Robert  J.  McConaghie,  M.D.,  Course  Dir.,  Carlisle 
Hosp.,  224  Paree  St.,  Carlisle,  Pa.  17013. 


DuBois:  January  - December,  1972 
Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


Easton  Hospital,  September  15,  1971  - June  21, 
1972 

AMA — What's  New  in  Basic  Concepts  of  Each 
Sub-Division  of  Medicine;  by  Hahnemann;  IVi  hrs. 
per  day;  third  Wed.  ea.  mo.;  12  hrs.  AAGP  credit 
approved.  Contact  Horace  Y.  Seidel,  M.D.  Dir., 
Dept,  of  Medicine,  Easton  Hosp.,  21st  & Lehigh 
Sts.,  Easton  18042. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr.  per  day:  1 day 
ea.  mo.  (except  July  and  Aug.);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D.,  Co- 
Chrm.  Educ.  Cmte..  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  Septembers,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E-  Cohn.  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Pittsburgh;  August  S.  1971  - June  22,  1972 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  first,  second  and 
third  Thurs.  ea.  mo.  except  July;  1 hr.  per  day; 
AAGP  credit  requested;  min.  enrollment  = 30;  tee 


CODE  KEY 

S — Designed  tor  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine' 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


= none.  Contact  Paul  W.  Dishart,  M.D.,  D.M.E., 
St.  Margaret  Memorial  Hosp.,  265  - 46th  St.,  Pitts- 
burgh 15201. 


Pittsburgh;  September  2,  1971  - June  15,  1972 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Memorial  Hosp.;  1 day  ea.  week;  2 hrs. 
ea.  day:  32  weeks:  min.  enrollment  6;  AAGP  credit 
requested;  fee  = $50  (or  ea.  10-week  series.  Con- 
tact Paul  W.  Dishart,  M.D.,  D.M.E..  St.  Margaret 
Memorial  Hosp.,  265  46th  St.,  Pittsburgh  15201. 


Pittsburgh;  July  14,  1971  - June  23,  1972 

Post  Graduate  Medical  Education  Lectures  — 
Family  Practice;  at  St.  Margaret  Memorial  Hosp.; 
every  Wed.;  1 hr.  ea.  day;  AAGP  credit  requested; 
min.  enrollment  = 20;  tee  = none.  Contact  Paul 
W.  Dishart,  M.D  , D.M.E..  St.  Margaret  Memorial 
Hosp.,  265  - 46th  St.,  Pittsburgh  15201. 


Pittsburgh,  April  20  - July  20,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hosp.;  Grand  Medical  Rounds; 
1 hr.  ea.  day;  third  Thurs.  ea.  mo.;  AAFP  credit 
requested.  Contact  Wiliam  C.  Cooper,  M.D.,  Dir. 
Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt:  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D..  Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 1 5767. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co  Med  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 

AAGP  credit  requested.  Contact  R.N.  Shoemaker. 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Sellersville;  September  22,  1971  - June  15,  1972 
AMA  — Continuing  Education  Program;  at 
Grand  View  Hosp.;  by  Hahnemann;  2 hrs.  per  day; 
1 day  per  mo  ; 9 months;  18  hrs.  AAGP  and  ACGP 
credit  requested.  Contact  Frederick  K.  Heath. 
M.D  . Oir.,  Cont.  Educ.,  Hahnemann,  230  N.' Broad 
St..  Philadelphia  19102. 


Somerset  Community  Hospital:  Fourth  Tuesday  of 
each  month 


A Program  of  Continuing  Medical  Education;  by 
Western  Pa.  RMP  and  the  Regional  PG  Medical 
Faculty  Project  of  Lee  Hospital,  Johnstown;  2 hrs. 
ea  day;  24  hrs  AAGP  credit  requested  ea  year. 
Contact  William  W.  Ayres,  M.D  . Pathologist, 
Somerset  Community  Hosp  , 225  S Center  Ave., 
Somerset  15501, 


Uniontown  Hospital;  September  22,  1971  - June 
21,  1972 

Current  Medical  and  Surgical  Concepts  (A 
Pennsylvania  Medical  Continuing  Education  Pro- 
gram): by  PMS.  Pitt  and  Western  Pa.  RMP;  every- 
other  Wed.  except  Dec.  and  Jan.;  24  hrs.  AAGP 
credit  requested:  fee  to  be  announced.  Contact 
William  M.  Cooper.  M.D.,  Dir.  of  Cont.  Educ.,  Pitt, 
Scaife  Hall.  Pittsburgh  15213. 


MALIGNANT  DISEASE 

Reading;  Fourth  Tuesday  ea.  month 

Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I Farber,  M D . Dir  . Tumor 
Clinic,  Community  Gen.  Hosp..  145  N.  Sixth  St  , 
Reading  19601 . 


OBSTETRICS  & GYNECOLOGY 
Pittsburgh;  (dates  by  arrangement) 

Workshops  in  Family  Planning;  by  Pitt:  at 
Magee-Womens  Hosp  ; SVz  hrs  per  day;  1 day  per 
week;  two  successive  Fridays:  7 hrs.  AAGP  credit 
requested;  (ee  = $50.  Contact  Marvin  C Rulin, 
M D . Magee-Womens  Hosp.,  3400  Forbes  St  . 
Pittsburgh  15213. 


PSYCHIATRY 

Abington  Memorial  Hospital;  September  27 
1971-^une  12.  1972 

S-Seminar  in  Psychiatry;  IVj  hrs.  per  day;  2nd 
and  4th  Mon.  ea.  mo.,  10  mos.;  max.  enroll- 
ment=  30;  (ee  = none  Contact  William  H Mahood, 
M.D  . Dir.  of  Post-Graduate  Education,  Abington 
Memorial  Hosp  , 1200  York  Rd..  Abington  19001. 


Easton  Hospital;  September  27.  1971  - June  26 
1972 

AMA  — Psychiatry  in  Medical  Practice;  by  Hah- 
nemann; IVz  hrs.  per  day;  1 day  per  mo  ; 9 mos  ; 
l3Vs  hrs  AAGP  credit  requested:  (ee  = none.  Con- 
tact Paul  Jay  Fink,  M.D..  Dir.  of  Educ.  & Training, 
Dept,  of  Mental  Health  Sciences.  Hahnemann,  230 
N.  Broad  St  , Philadelphia  19102. 


Norristown;  (dates  to  be  announced) 

AMA — Drug  Abuse  and  Alcoholism;  at  Mont- 
gomery Co  Mental  Health  Clinics:  by  The  Institute 
of  Pa  Hosp  . PMS  and  PAGP;  2 hrs  per  day;  1 day 
per  week;  12  weeks;  24  hrs  AAGP  credit 
requested:  (ee  = $25.  Contact  Sydney  E Pulver. 
MD  . Dir  , The  Institute  of  the  Pa  Hosp  111  N 
49th  St..  Philadelphia  19139. 


Warren  Slate  Hospital;  February  25  - June  24,  1972 
Visiting  Lecturer  Series  in  Psychiatry;  Friday  af- 
ternoon and  Saturday  morning  (two  or  three  limes 
a month);  6 credit  hours  each  session;  AAFP  cred- 
it requested.  Contact  A Y.  Hoshino,  M D.,  Asst. 
Supl..  Warren  Stale  Gosp.,  Box  249,  Warren  16365 


SURGERY 

Easton  Hospital;  March  17  - November  3,  1972. 

0/S — Visiting  Professor  in  Surgery:  1 day  a mo.; 
(Mar.,  June,  Sept,  and  Nov  );  no  tee;  creditable 
hours.  Contact  Lee  S.  Serfas,  M.D  , Dir.  of  Surg  , 
Easton  Hosp.,  21st  & Lehigh  Sts  . Easton  18042 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineesliip 
M — Multiple  Sites  (Circuit) 


JUNE,  1972 
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ARTHRITIS  & RHEUMATISM 
Continuous:  Philadelphia 

PG/AMA  — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks;  fee  = $150.  Contact  Frederick  K.  Heath, 
M.D.,  Dir.,  Cont.  Educ,,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 

Continuous  (2  or  3 weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Fluid  and 
Electrolyte  Metabolism;  Hypertension  (Clinical  & 
Laboratory);  Dialysis;  Cardio-Hemodynamics;  Car- 
diac Care  Unit;  Electrophysiology:  Vector-Elec- 
trocardiography and  Cardiovascular  Phar- 
macology; Atherosclerosis  and  Lipid  Metabolism; 
Phono-Echo;  Clinical  Cardiology  and  Car- 
diovascular Surgery;  at  Hahnemann;  6,  7.  8,  or  9 
hrs.  per  day;  10  or  15  days:  fee  = $300  ea.  sub- 
section. Contact  Frederick  K.  Heath.  M D . Dir., 
Cont.  Educ.,  Hahnemann.  230  N.  Broad  St., 
Philadelphia  19102. 


July  6-7,  1972,  Pittsburgh 

C — Cardiopulmonary  Resuscitation  Instructors' 
Training  Course;  at  Pitt;  by  Pa.  Heart  Assoc,  and 
\A/estern  Pa.  Heart  Assoc.;  7 hrs.  per  day;  2 days; 
fee=$40.  Contact  Div.  of  Cont.  Educ.,  Pitt,  1022-H 
Scaife  Hall.  Pittsburgh  15213. 


July  17-19,  1971;  Philadelphia 

C/AMA — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann  and  PMS;  at  Holiday  Inn  Penn 
Center;  6 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee — $150.  Contact  Mrs.  Sage  Cordell, 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (4  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA  — Tutorial  Courses:  Clinical  Pulmo- 
nary Disease;  Inhalation  Therapy;  Pulmonary 
Physiology;  Respiratory  Intensive  Care;  at  Hah- 
nemann: 7,  8.  or  9 hrs.  per  day;  20  days;  fee 
= $350.  Contact  Frederick  K.  Heath,  M.D.,  Dir., 
Cont.  Educ..  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


October  9-20,  1972;  Philadelphia  (repeat  February 
5-16,  1973) 

PG — Broncho-Esophagology;  at  Temple; 
planned  for  chest  physicians,  thoracic  surgeons, 
anesthesiologists  and  gastroenterologists.  Con- 
tact Chevalier  Jackson  Clinic.  Temple,  3401  N. 
Broad  St.,  Philadelphia  19140. 


DERMATOLOGY 

July  31,  August  4,  1972;  Philadelphia 
C — Medical  Mycology;  by  Temple;  at  Dept,  of 
Dermatology;  7 hrs.  per  day;  35  hr.  total; 
fee — $100;  designed  for  physicians  and  microbi- 
ologists. Contact  F.  Blank,  M.D.  Skin  & Cancer 
Hosp.,  3322  N.  Broad  St.,  Philadelphia  19140. 


EMERGENCY  MEDICINE 

June  12-30,  1972;  Pittsburgh 

PG/AMA — Retraining  for  a Second  Career  in 
Emergency  Medicine;  at  Pitt;  by  Pitt  and  PMS;  10 
hrs.  per  day;  5 days  per  week;  45  hrs.  didactic  and 
105  hrs.  clinical  material;  fee — $600.  Contact  Sec- 
ond Career,  PMS,  20  Erford  Rd.,  Lemoyne,  17043. 


September  7-9,  1972:  Hershey 

C/AMA — Continuing  Education  for  Hospital 
Emergency  Department  Physicians  and  Nurses;  by 
Committee  on  Trauma  of  the  Amer.  Coll,  of  Sur- 
geons and  Dept,  of  Surg.  at  M.S.  Hershey.  Fee  = 
$100  AAFP  credit  requested  Contact  W.  E 
DeMuth,  M.D.,  Dept,  of  Sur.,  M.S.  Hershey, 
Hershey  1 7033. 


GASTROENTEROLOGY 

June  28-30,  1972:  Pittsburgh 

C/AMA — Common  Problems  of  the  Upper  G.l. 
Tract:  at  Pitt;  20  hrs.  AAFP  credit  approved;  fee  = 
$100  ($50  for  residents).  Contact  W/illiam  M.  Coo- 
per, M.D..  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H 
Scaife  Hall,  Pittsburgh  15213. 


GENERAL  MEDICINE 
Continuous;  Philadelphia 

PG/AMA  — Tutorial  Courses:  Basic  General 
Medicine  (7-8  hrs.  per  day;  60  days:  fee=$700); 
Critical  Care  Medicine  (8-9  hrs.  per  day;  10  days; 
fee=$300)  at  Hahnemann.  Contact  Frederick  K. 
Heath,  M.D.,  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C  P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  @ $200-$300,  2 weeks  (gj  $250,  3 
weeks  @ $375  or  1 month  (»  $500;  programs 
available  m int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery,  Contact  Gerald  H, 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac- 
tivities, M.C.P.,  3300  Henry  Ave.,  Philadelphia 
19129. 


Third  Wed.  ea.  mo.;  Aliquippa-Rochester  Hospi- 
tals (rotation) 

Fourth  Thurs.  ea.  mo.;  Altoona  Hospital 
First  Tues.  ea.  mo.;  Greensburg  (Westmoreland 
Hosp.) 

First  Thurs.  ea.  mo.;  Johnstown  (Conemaugh 
Valley  Mem.  Hosp.) 

Second  Tues.  ea.  mo.;  Natrona  Heights  (Allegheny 
Valley  Hosp.) 

Last  Mon.  ea.  mo.;  Uniontown  Hospital 
First  Wed.  ea.  mo.;  Washington  Hospital 

M — Diagnosis  and  Management  of  Hyperten- 
sion; by  Western  Pa.  Regional  Medical  Program 
and  Pitt;  AAGP  credit  applied  for.  Contact  Alvin  P. 
Shapiro,  M.D.,  Project  Dir.,  501  Flannery  Bldg., 
3530  Forbes  Ave.,  Pittsburgh  15213. 


NEUROLOGY 

Continuous  (12  weeks  in  each  sub-section); 
Philadelphia 

PG/AMA — Tutorial  Courses:  Clinical  Neuro- 
physiology (2  hrs.  per  day;  1 day  per  week; 
fee=$250);  Neuropathology:  Adult  Neurology;  Pe- 
diatric Neurology  (5-6  hrs.  per  day;  60  days; 
fee  = $1,000);  at  Hahnemann.  Contact  Frederick  K. 
Heath.  M.D..  Dir.,  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 

August  7 - 11.  1972;  Pittsburgh 

C/S/AMA — The  Management  of  Retinal  Detach- 
ment; by  Eye  and  Ear  Hosp.  and  Pitt;  max,  regis. 
= 12:  fee  = $325.  Contact  William  M.  Cooper, 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh,  15213 


November  5 - 11,  1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitt;  max.  regis.  = 13:  fee  = $500.  Contact 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.,  1022-H  Scaife  Hall.  Pittsburgh  15213. 


PHYSIOLOGY 

August  28  - September  1.  1972;  University  Park 
C — Physiology;  (annual  meeting  of  Amer.  Physi- 
ological Soc.);  at  Keller  Conference  Center;  6 hrs. 
per  day;  24  hrs.  AAFP  credit  requested;  fee — $15. 
Contact  E.  R.  Buskirk,  103  Human  Performance 
Bldg.,  Penn  State,  University  Park  16802. 


J ^ 

PMS  Scientific 
Assembly 


Host  Farm 
Resort  Motel 

Lancaster 

October  9-12, 
1972 


RADIOLOGY  & RADIOISOTOPES 
Continuous;  Philadelphia 

PG/AMA  — Cardiac  Radiology:  at  Hahnemann; 
8 hrs  per  day;  5 days  per  week;  3 weeks;  fee  = 
$300.  Contact  Frederick  K Heath.  M.D  , Dir..  Cont. 
Educ  . Hahnemann.  230  N Broad  St.,  Philadelphia 
19102 


SPORTS  MEDICINE 
June  14,  1972;  University  Park 

O — Practical  Application  of  Physiology  to 
Sports  Medicine;  by  Penn  State  and  PMS:  at  Penn 
Stale;  AAFP  credit  requested;  fee  = $20.  Contact 
Dept,  of  Continuing  Education,  Penn  State,  501 
J.  O.  Keller  Bldg.,  University  Park.  16802. 
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Physicians  Wanted:  Male  and  Female. 

Licensed,  for  children’s  camps,  July- 
August.  Good  salary;  free  placement, 
350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West 
42  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Emergency  Room  Physician — Full 

time  position,  available  May  15,  1972; 

' Accredited  325  bed  general  hospital; 
i active  approved  internship  and  resi- 
’ dency  programs;  excellent  benefits. 

, Submit  resume  to:  Administrator, 

I Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

Radiologist — Board  certified  or  eligi- 
ble for  100-bed  comparatively  new  gen- 
eral hospital  in  south-central  Pennsyl- 
vania community  of  25,000  population. 
Write:  Raymond  Baldwin,  Adminis- 
trator, Waynesboro  Hospital,  Waynes- 
boro, Pa.  17268. 

House  Physicians — Openings  for 
House  Physicians  available.  Salary 
$18,000  per  year.  274  bed  accredited 
general  hospital.  Must  be  eligible  for  or 
have  licensure  in  Pennsylvania.  Write: 
Office  of  Administrator,  Lower  Bucks 
Hospital,  Bristol,  Pennsylvania. 

Psychiatrist — to  be  Assistant  Superin- 
tendent of  Dixmont  State  Hospital 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500  bed  hospi- 
I tal.  Requires  Pennsylvania  license. 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 

Coatesville,  Pa. — Physician  needed  for 
full-time  Officer-of-the-Day  duties  five 
(5)  week  nights  in  accredited  psychia- 
tric VA  Hospital,  38  miles  west  of 
Philadelphia.  Affiliated  with  Jefferson 
! Medical  College  of  the  Thomas  Jef- 
ferson University.  License  any  state. 

‘ Salary  range,  $18,737  through 
$28,548 — commensurate  with  training 
and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 


Hospital,  Coatesville,  Pa.  19320. 
NONDISCRIMINATION  IN  EM- 
PLOYMENT. 

Full-time  Accident  Ward  Physician 
Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  Administrator.  Lans- 
downe  and  Keystone  Avenues,  Drexel 
Hill,  Pa.  Telephone:  (215)  259-3800. 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Psychiatric  Staff — Requirements  of  3 
year  residency  training  to  Board  Cer- 
tified. $26,000  to  $36,300  depending 
on  qualifications  and  experience.  Ex- 
cellent Michigan  Civil  Service  fringe 
benefits.  Smog  free,  peaceful,  cultural, 
summer-winter  vacationland  commu- 
nity. College  town.  Near  Interlochen 
National  Music  Camp.  1400  bed 
progressive  psychiatric  hospital.  JCAH 
approved.  3 year  psychiatric  residency 
program.  Contact  M.  Duane  Som- 
merness,  M.D.,  Room  330,  Traverse 
City  State  Hospital,  Traverse  City, 
Michigan  49684.  An  equal  opportuni- 
ty employer. 

Office  and  Equipment  available  imme- 
diately due  to  recent  death  of  M.D. 


practicing  family  medicine,  including 
cardiology.  Contact  Mrs.  Edith 
Krohn,  1330  Oak  Street,  Lebanon 
17042.  Telephone:  (717)  272-5294. 

To  head  Child  Psychiatric  Services  in 
progressive  expanding  comprehensive 
Mental  Health  Center  in  the  city  of 
Philadelphia.  Dynamic,  creative,  imag- 
inative and  daring  individual  wanted. 
Familiarity  with  the  work  of  compre- 
hensive mental  health  centers  desirable 
but  not  mandatory.  Fringe  benefits. 
Northeast  Community  Mental  Health 
Center,  Roosevelt  Blvd.  & Adams 
Ave.,  Telephone:  (215)  743-1600,  Per- 
sonnel Department. 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 

Coatesville,  Pa.  General  Practitioner 

to  work  in  accredited  Psychiatric  Vet- 
erans Administration  Hospital,  38 
miles  west  of  Philadelphia.  Affiliated 
with  Jefferson  Medical  College,  Thom- 
as Jefferson  University.  License  any 
state.  Salary  range,  $22,000  to 
$28,000.  Commensurate  with  training 
and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 
Hospital,  Coatesville,  Pa.  19320.  Non- 
discrimination in  employment. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS— Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one.  and  "Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Doctors  needed  desperately  in  Penn 
Hills  community  of  75,000  and  fast 
growing.  Office  space  available  in 
Penn  Hills  Medical  Center — will  help 
start.  Reply  to  Gene  Swanson,  9915 
Frankstown  Road,  Pittsburgh,  Pa.  or 
call  collect  (412)731-7112. 

Wanted — Full  or  part  time  physician 
for  work  in  Sub-Specialty  office  in 
suburban  Philadelphia.  Hours  can  be 
arranged.  Willing  to  train.  Excellent 
salary  and  benefits.  Write  Dept.  607, 
Pennsylvania  Medicine,  20  Erford 
Rd.,  Lemoyne  17043. 

Wanted — Female  physician.  Excellent 
opportunity  for  full  or  part  time 
employment  in  Private  Practice — Sub- 
Specialty  office  in  Philadelphia  sub- 
urb. Willing  to  train.  Excellent  salary 
and  benefits.  Write  Dept.  608,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne  17043. 


To  plan,  program  and  evaluate  a state-wide  school 
health  program. 

Requires  four  years  experience  in  Pediatrics,  Pro- 
gram Administration  and  Pennsylvania  Medical 
Licensure  or  eligibility. 

$25,115  to  $27,695  plus  an  excellent  fringe  benefit 
package.  Civil  Service  Coverage. 

For  more  information,  write  or  call  Gordon  W.  Allan, 
M.D.,  Director,  Division  of  Maternal  , and  Child 
Health,  P.O.  Box  90,  Harrisburg,  Pennsylvania, 
17120.  Area  Code  (717)  787-7076. 


Pre-Sate  ® 

(chlorphentermine  HCI) 

CAUTION;  Federal  law  prohibits  dispensing  without 
prescription. 

Indications;  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (/.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications;  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings;  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence;  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  iong-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  in  Pregnancy;  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children;  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions;  In  patients  with  diabetes  meilitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  meilitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions;  Central  Nervous  System;  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine;  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration;  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 
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the  trend  is 
toward  our  kind 
of  anorectic 


Not  a controiled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Controi  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenm’etrazine 

Effective  anorectic  adjunct  to  your  program 
of  caioric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmctrazine,  superior  to  placebo 

• convenient  one*a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


PENNSYLVANIA 

MEDICINE 


obituaries 


O Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O Fred  B.  Thompson,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1943;  age  57;  died  March  7, 
1972.  He  is  survived  by  his  wife,  a 
daughter,  a son,  a sister,  two  brothers, 
and  his  mother. 

O Glenn  F.  Ulansey,  Philadelphia; 
California  College  of  Medicine,  1962; 
age  57;  died  February  26,  1972.  No  in- 
formation is  available  regarding  sur- 
vivors. 

O Charles  R.  Walmer,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1938;  age  60;  died  February 
26,  1 972.  Dr.  Walmer  was  senior  fellow 
and  administrative  fellow  to  the  Mellon 
Institute.  He  was  a lecturer  on  industri- 
al medicine  at  the  University  of  Pitts- 
burgh and  the  Graduate  School  of 
Public  Health,  and  he  was  on  the  staff 
of  Braddock  General,  Magee-Womens, 
and  Presbyterian  University  Hospitals. 

O Paul  R.  Wentz,  New  Holland;  Jef- 
ferson Medical  College,  1907;  age  88; 
died  March  6,  1972.  He  is  survived  by 
his  wife,  one  daughter,  three  sons,  and  a 
brother. 

Theresa  Melcher,  Pottstown; 
Women’s  Medical  College,  1963;  age 
45;  died  March  5,  1972.  Survivors 
include  her  father,  six  sisters,  and  two 
brothers. 

Joseph  D.  Moylan,  Scranton; 
Georgetown  Medical  School,  1933; 
age  64;  died  February  8,  1972.  He  is 
survived  by  two  daughters,  two  sisters, 
and  a brother. 

O Benjamin  Bowman,  Philadelphia; 
Temple  University  School  of  Medicine, 
1916;  age  82;  died  March  15,  1972.  In- 
formation regarding  survivors  is  una- 
vailable. 

O Thomas  P.  Cawley,  Lansdowne; 
Jefferson  Medical  College,  1953;  age 
50;  died  March  25,  1972.  He  is  sur- 
vived by  his  wife,  two  daughters,  one 
son,  his  mother,  one  sister,  and  one 
brother. 

O Thomas  T.  Kochenderfer,  Ply- 
mouth Meeting;  Jefferson  Medical 
College,  1935;  age  62;  died  March  29, 
1972.  He  was  chief  of  pediatrics  at 
Montgomery  Hospital  and  at  Sacred 
Heart  Hospital  in  Norristown  and  was  a 
member  of  the  executive  board  of  the 
Philadelphia  Pediatrics  Society  and  the 
Philadelphia  Allerg)'  Society. 

O Harold  A.  Krohn,  Lebanon;  Hah- 


nemann Medical  College,  1 939;  age  58; 
died  April  15,  1972.  He  was  president 
of  the  staff  of  Good  Samaritan  Hospi- 
tal, a member  of  the  staff  of  Lebanon 
Valley  General  Hospital,  and  a past 
president  of  the  Lebanon  County  Medi- 
cal Association  and  of  the  Lebanon 
County  Heart  Association.  He  is  sur- 
vived by  his  wife,  two  daughters,  a son, 
and  his  father. 

O Irwin  C.  Krueger,  Erie;  University 
of  Pennsylvania  School  of  Medicine, 
1924;  age  73;  died  March  14,  1972.  He 
is  survived  by  his  wife  and  two  sons, 
one  of  whom  is  Charles  S.  Krueger, 
M.D.,  Moorestown,  N.J. 

O Thomas  G.  MacGregor,  Ligonier; 
University  of  Pittsburgh  School  of 
Medicine,  1932;  age  66;  died  March 
16,  1972.  He  is  survived  by  his  wife, 
two  sons,  six  daughters,  a brother,  and 
two  sisters. 

O Charles  E.  Piper,  Oakmont;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1924;  age  75;  died  April  9,  1972. 
He  is  survived  by  his  wife  and  a son, 
Charles  E.  Piper,  Jr.,  M.D.,  Santa  Bar- 
bara, Cal. 

O John  S.  Purnell,  Mifflinburg;  Jef- 
ferson Medical  College,  1927;  age  70; 
died  March  22, 1972.  He  was  a member 
of  the  staff  of  the  Evangelical  Commu- 
nity Hospital  and  served  on  its  board  of 
directors  for  several  terms.  He  is  sur- 
vived by  his  wife;  a daughter;  three 
sons,  one  of  whom  is  John  S.  Purnell, 
Jr.,  M.D.,  Cherry  Hill,  N.J.;  and  a 
brother. 

O Robert  G.  Ravdin,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1945;  age  49;  died  March 
28,  1972.  Dr.  Ravdin  was  chief  of 
cancer  chemotherapy  at  the  Hospital  of 
the  University  of  Pennsylvania.  He  was 
also  a professor  of  surgery  at  the  univer- 
sity medical  school  and  chief  of  the 
solid  tumor  program  in  the  surgery 
department  of  the  University  of  Penn- 
sylvania Hospital.  He  was  a fellow  of 
the  American  College  of  Surgeons,  a 
member  of  the  Philadelphia  Academy 
of  Surgery  and  the  American  Surgical 
Association.  He  is  survived  by  his  wife, 
three  daughters,  two  sons,  a brother,  a 
sister,  and  both  parents.  His  father  is 
I.S.  Ravdin,  M.D.,  and  his  mother  is  E. 
Glenn  Ravdin,  M.D.,  both  of 
Philadelphia. 


O Charles  L.  Reed,  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1914;  age  83;  died  March  22, 
1972.  He  was  a past  president  of  the 
Pittsburgh  Ophthalmological  Society 
and  a member  of  the  American  Acade- 
my of  Ophthalmology  and  Otolaryngo- 
logy. He  is  survived  by  his  wife  and  one 
son. 

O Bruce  N.  Wolff,  Gettysburg;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1932;  age  65;  died  March  18, 
1972.  He  was  chief  of  the  surgical  staff 
at  the  Warner  Hospital.  His  wife,  two 
daughters,  one  son,  two  brothers,  and  a 
sister  survive  him. 

O William  J.  Hitschler,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1933;  age  67;  died 
March  23, 1972.  Information  regarding 
survivors  is  unavailable. 

Harrison  B.  Kern,  Slatington; 
Maryland  Medical  College,  1911;  age 
83;  died  April  5,  1972.  He  is  survived 
by  his  wife,  three  sons,  and  a sister. 

Clarence  M,  Sonne,  Titusville;  Jef- 
ferson Medical  College,  1920;  age  75; 
died  March  30,  1972.  He  was  president 
of  the  medical  staff  at  Titusville  Hospi- 
tal. He  is  survived  by  three  sons,  one  of 
whom  is  John  C.  Sonne,  M.D.,  Moores- 
town, N.J.,  and  a brother. 

Mary  Yankosky,  St.  Clair;  Women’s 
Medical  College  of  Philadelphia,  1959; 
age  49;  died  March  1 1,  1972.  She  was 
chief  radiologist  at  the  Lebanon  Gener- 
al Hospital.  She  was  a member  of  the 
Board  of  the  American  College  of 
Radiologists.  Two  sisters  survive  her. 

Genevieve  Neil-Klase,  Harrisburg; 
Women’s  Medical  College,  1905;  age 
92;  died  March  3,  1972.  She  is  survived 
by  three  daughters  and  a son. 

Andrew  J.  O’Neill,  Glenside;  Hah- 
nemann Medical  College,  1931;  age  65; 
died  February  19,  1972.  He  is  survived 
by  his  wife,  three  daughters,  two  sisters, 
and  a brother. 

J.  Earle  Brackbill,  M.D.,  Bangor, 
was  presented  with  a plaque  by  the 
Lions  Club  at  a special  appreciation 
dinner  in  his  honor.  Among  the  atten- 
dants were  his  two  sons,  David  Brack- 
bill,  M.D.,  Georgetown,  Mass.,  and 
James  Brackbill,  M.D.,  Portland, 
Maine. 
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Whysendhim 
to  the  islets 
of  Langeriians? 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
■why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCl 
Capsules  of  SO  and  100  mg. 

Indicalions:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoglycemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including 
dosage,  please  see  full  prescribing 

information. 
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’ PMS  STUDENT  MEMBERSHIP  UP  FOR  VOTE  A proposed  change  in  the  So- 
I ciety's  Constitution  would 

provide  direct  PMS  membership  to  students  enrolled  full-time  in 
Pennsylvania's  schools  of  medicine  and  osteopathic  medicine.  The 
proposal,  outlined  in  full  in  the  Official  Call  to  the  Annual  Session 
of  the  House  of  Delegates  (page  37  of  this  issue),  will  be  on  the 
agenda  of  the  1972  Annual  Session  which  convenes  in  Lancaster  Octo- 
ber 24.  Student  members  would  pay  10  percent  of  the  annual  assess- 
ment. Each  school  with  PMS  members  would  be  entitled  to  one  dele- 
gate in  the  House  per  100  PMS  members  or  fraction  thereof.  This 
’ would  be  in  addition  to  the  present  Student  American  Medical  Asso- 
ciation representation  in  the  House.  The  proposal  is  an  expansion 
of  the  recommendation  of  President  George  P.  Rosemond,  M.D.,  who, 
in  his  address  to  the  1971  House  of  Delegates,  proposed  Society  mem- 
bership for  third  and  fourth  year  medical  students. 


: NEW  OFFICE  OF  VICE-PRESIDENT  PROPOSED  A major  constitutional 

change  facing  the  1972 

House  of  Delegates  would  create  a new  office  of  vice-president  to 
add  to  the  succession  to  the  presidency.  It  is  described  in  the 
Official  Call  starting  on  Page  37  of  this  issue.  The  proposed 
change  was  prompted  by  the  deaths  of  two  presidents -elect  in  the 
past  three  years.  The  proposal  would  have  the  change  become  effec- 
tive with  the  1972  House  session.  The  House  will  elect  a president- 
elect to  succeed  the  late  Park  M.  Horton,  M.D.,  and  that  person  will 
be  elevated  to  the  presidency  at  the  same  session.  The  House  also 
will  elect  a president-elect  who  will  succeed  to  the  presidency  a 
year  later.  Then,  if  the  constitutional  changes  are  approved,  the 
House  also  would  choose  a vice-president  who  would  become  president- 
elect at  the  1973  session.  In  addition  to  the  vice-presidential 
office  of  succession,  the  change  would  establish  four  offices  of 
assistant  vice-president  which  would  be  similar  to  the  current 
offices  of  vice-president. 

STATE  SOCIETY  OFFICIALS  TO  TESTIFY  PMS  representatives  are  pre- 
i paring  testimony  to  be  pre- 

! sented  at  public  hearings  on  the  Blue  Shield  rate  Increase  request, 

I which  was  denied  last  month  by  Insurance  Commissioner  Herbert  S. 

! Denenberg.  Dr.  Denenberg  ordered  the  hearings,  saying  it  was  time 
[ for  a thorough  review  of  Blue  Shield  and  "its  mode  of  operation, 
the  adequacy  or  inadequacy  of  its  reimbursement  schedule,  and  its 
ties  with  the  medical  profession."  Dr.  Denenberg' s attacks  on  the 
' medical  profession  initiated  responses  from  a number  of  sources. 

I PMS  Board  of  Trustees  Chaiman  David  S.  Masland,  M.D.,  said  in  part: 

‘ "If  the  Insurance  Commissioner  has  an  ax  to  grind  with  physicians, 

I let  him  grind  away  as  long  as  he  does  not  trample  the  best  interests 
! of  the  public  as  he  pursues  personal  vendettas."  (See  June  1972 
i Medigram  for  text  of  letter. ) The  Philadelphia  County  Medical  So- 
ciety called  for  an  impartial  judge  to  conduct  the  July  hearings . 

R.  Robert  Tyson,  M.D.,  president  of  the  Philadelphia  County  Medical 


July,  1972 


3 


Society^  in  a letter  to  Governor  Milton  J.  Shapp^  urged  the  replace- 
ment of  the  insurance  commissioner  as  hearing  officer  in  the  Blue 
Shield  matter.  Dr.  Tyson  said:  "¥e  agree  that  public  hearings  should 
be  held  on  rate  Increases  requested  by  Blue  Shield.  These  hearings 5 
however^  cannot  be  held  on  an  Impartial  basis  by  a person  who  has  al- 
ready made  up  his  own  mind^  and  who  by  his  own  admission  had  decided 
what  should  be  done  even  before  the  evidence  has  been  presented."  The 
Delaware  Valley  Chapter  of  the  Council  of  Medical  Staffs  called  on 
the  insurance  commissioner  in  a letter  made  available  to  the  news  me- 
dia to  verify  allegations  regarding  the  medical  profession  made  by 
Dr.  Denenberg  in  an  Interview  in  the  Philadelphia  Inquirer.  Blue 
Shield  President  Robert  E.  Rinehimer  said  the  firm  expects  to  be  $33 
million  in  the  red  by  the  end  of  the  year  if  the  rate  increase^  which 
was  to  have  become  effective  July  1^  19725  is  denied. 


Af 


REVISED  LABELS  FOR  ORAL  HYPOGLYCEMICS  ISSUED  The  FDA  has  is sued ^ 

after  a two-year  de- 

lay^  its  final  revised  labeling  recommendations  for  oral  hypoglycemic 
The  labeling  directs  physicians  to  use  sulfonylureas  and  bigulnides  1j 
the  treatment  of  adult-onset^  nonketotic  diabetes  only  when  the  dis- 
ease cannot  be  controlled  by  diet  or  weight  reduction  alone  and  when 
insulin  cannot  be  employed.  A key  feature  of  the  new  labeling  is  a 
boxed  "special  warning"  based  on  the  findings  of  the  University  Group 
Diabetic  Program.  The  warning  stresses  the  "apparent  increased  card! 
ovascular  hazard  associated  with  oral  hypoglycemic  agents"  and  outlin* 
the  circumstances  under  which^  in  the  Judgment  of  the  physician,  oral 
therapy  may  be  used. 


ABORTION  ISSUE  DEBATED  The  House  of  Representatives  grappled  late 

in  June  with  the  problem  of  abortion,  amid 
demonstrations  in  the  House  Gallery  and  on  the  grounds  of  the  Capitol 
Two  diametrically  opposed  bills — one  placing  all  abortions  outside 
the  law  and  making  intent  to  terminate  pregnancy  other  than  by  live 
birth  a felony,  and  the  other  to  permit  abortion  if  the  woman  makes 
request  for  such  by  the  sixteenth  week  of  pregnancy--  were  iinder  con- 
sideration. The  abortion  on  demand  bill  was  defeated  in  the  House  by 
a vote  of  185  to  l4.  But  the  debate  raged  on.  The  State  Society 
issued  a memorandum  to  representatives  outlining  the  PMS  position  as 
adopted  by  the  1970  House  of  Delegates.  The  position  is  based  on 
medical  criteria  and  sanctions  abortion  when:  "There  is  documented 
evidence  that  continuance  of  the  pregnancy  may  threaten  the  health 
or  life  of  the  mother;  there  is  documented  medical  evidence  that  the 
infant  may  be  born  with  incapacitating  physical  deformity  or  mental 
deficiency;  there  is  documented  medical  evidence  that  continuance  of 
a pregnancy,  resulting  from  legally  established  statutory  or  forcible 
rape  or  incest,  may  constitute  a thheat  to  the  mental  or  physical 
health  of  a patient;  two  other  physicians  chosen  because  of  their 
recognized  professional  competence  have  examined  the  patient  and  have 
concurred  in  writing;  and  the  procedure  is  performed  in  a hospital 
accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals." 


HEALTH  DEPARTMENT  ISSUES  REVISED  VD  TREATMENT  SCHEDULE  The  Depart- 
ment of 

Health  has  issued  a revised  schedule  for  treatment  of  gonorrhea,  j 

bringing  its  recommendations  into  compliance  with  new  schedules  j 

Issued  by  the  VD  Section,  Center  for  Disease  Control  of  the  Departmeni 
of  Health,  Education,  and  Welfare.  The  August  issue  of  PENNSYLVANIA  ’j 
MEDICINE  will  carry  the  full  recommendation.  j 
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INSURANCE 
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(Sponsor) 

ARGONAUT  tNSURANCE 

PARKER  & COMPANY  INC. 

COMPANY 

OF  PENNSYLVANIA 

(Underwriter) 

(Administrator) 

A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  iike  having  your  own  insurance  company...  oniy  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


J Name  

I Office  Address  

I City  

I Telephone  

I Medical  Specialty  

I Date  your  professional  liability 
I insurance  expires  


T3T>ical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 
Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HCl. 

The  positive  power  of 

Libritabs 

(chlordiazepoxide) 

5-mg,  10-mg,25-mg  tablets 

t.i.d/q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
congestivelieart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  {e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEC  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  S mg,  10  mg  or  25  mg  chlordiazepoxide. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principaily  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormai 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  Juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  Indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticida!  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase.  ’ 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to, neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  persona!  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  arsd  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential  ) 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


loday  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
probably  had  quite  a bit  of  clinical  experience 
with  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bit  about  it. 

On  the  one  hand,  you  know  that  diet 
and  weight  control  are  the  initial  and  essential 
foundations  for  the  management  of  adult- 
onset,  non-ketotic  diabetes.  When  these 
measures  prove  satisfactory,  no  additional 
therapy  is  indicated.  On  the  other  hand,  you 
know  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase" 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician.  In  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin.  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia,  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia:  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/efs— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the  Sixteenth  Annual  Postgraduate  Course,  “Recent  Advances  in  Medicine,” 
on  eight  consecutive  Wednesdays  from  October  13  to  December  6, 1972,  from  11  a.m. 
to  4 p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures, 
Luncheon  with  the  Experts,  all  with  audience  participation. 


Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments  of 
Temple  University  Health  Sciences  Center 


Guest  Faculty: 


Grant  Liddle.  M.D. 

Professor  and  Chairman,  Department  of  Medicine 
Vanderbilt  University  School  of  Medicine 
Nashville.  Tenn. 

Henry  D.  McIntosh,  M.D. 


Frank  A.  Finnerty,  Jr.,  M.D. 

Professor  of  Medicine 

Georgetown  University  Medical  Center 

Washington,  D.C. 


James  L.  Quinn, 


, M.D. 


Professor  and  Chairman,  Department  of  Medicine  _ ^ _ Professor  of  Radiology 


Baylor  University  School  of  Medicine 
Houston,  Texas 


Northwestern  University  Medical  School 
Chicago,  III. 


A.A.F.P.  Credit  Requested 


For  further  information  and  curriculum: 

Department  of  Medicine 
Temple  University  Health  Sciences  Center 
4301  North  Broad  Street 
Philadelphia,  Pennsylvania  19140 


Sol  Sherry,  M.D. 

Chairman,  Department  of  Medicine 

Albert  J.  Finestone,  M.D. 

Director  of  Course 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


WcaO 

ip  stud'' yi 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T,  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
Arhifican  Fertility  Society 
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A. 


Android 

(thyroid-androgen)  tablets 


/ 


Choice  of  4 strengths: 

Android  Android-HP  Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5ntg. 
Thyroid  Ext.  {1/6  gr.)  ..lOmg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vx  gr.)  . . .30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Tes'tosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. {V4  gr.)  ...15  mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  2S  mg 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  .5  mg 

Dose:  2 tablets  dally. 
Available:  Bottles  of  60.  500. 


Double-Bfind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaticuli  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montessno,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  seftual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin.  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  8.,  Fuftushima,  D.  K.,  and  GalTagfier,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:663,  1958.  6.  Osol,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wersbub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


|In  the  glaucoma  patient 
[on  cerebral  or  peripheral 
ivasodilator  therapy 

|no  treatmen 
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EHC 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure 

• conflicts  have  not  been  reported  with  miotics, 
corticosteroids,  antihypertensives,  hypoglycemics  or 
diuretics 

In  fact,  there  are  no  known  contraindications  in 
recommended  oral  doses  other  than  it  should  not  be  given 
in  the  presence  of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several  investigators^'*  have  reported  favorably  on  the  effects 
of  isoxsuprine.  Effects  have  been  demonstrated  both  by  objective  measurement^'*  and  observations  of  clinical  improvement}'^ 

Composition:  Vasodilan  tablets,  isoxsuprine  HCl,  10  mg.  and  20  mg.  Indications:  In  cerebral  vascular  disorders  for  relief  of  symptoms  due  to  vas- 
cular insufficiency  associated  with  various  conditions  such  as  arteriosclerosis  and  hypertension.  In  peripheral  vascular  disorders  for  relief  of  symp- 
toms such  as  interrnittent  claudication,  coldness,  numbness,  pain  and  cramping  of  the  extremities— in  the  management  of  arteriosclerosis  obliterans, 
diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic  conditions,  acroparesthesia,  frostbite 
syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and  cerebral  vascular  dis- 
orders—10  to  20  mg.  three  or  four  times  daily.  Contraindications  and  Cautions : There  are  no  known  contraindications  to  oral  use  when  administered 
m recommended  doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial  bleeding.  Adverse  Reactions:  On  rare  occasions, 
oral  administration  of  the  drug  has  been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug  should  be  discontinued. 
Occasional  overdosage  effects  such  as  transient  palpitation  or  dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg.— bottles 
of  100, 1000,  SOOO  and  Unit  Dose;  20  mg.— bottles  of  100,  SOO  and  Unit  Dose.  References:  (1)  Clarkson,  I.  S.,  and  LePere, 

D.  M.:  Angiology  i/:  190-192  (June)  1960.  (2)  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  M iTTTJTiTn 

(3)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.;  Curr.  Then  Res.  4: 124-128  (April)  1962.  (4)  Whittier,  J.  R.:  Angiology  75:82-87  IWIDOUjil  I M dJJ  1 1 
(Feb.)  1964. 
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^ Pennsylvania  Podiatry  Association  Does  it  Again!  \ 

“A  Bilateral  Approach  to  Foot  Surgery”  by  recognized  authorities  in  orthopedic  and 
podiatric  surgery: 


Henri  L.  DuVries,  M.D. 
H.  Kelikian,  M.D. 

New  Methods 


Roger  A.  Mann,  M.D. 
Fritz  A.  Moeller,  D.P.M. 

New  Approaches 


Tilden  Sokoloff,  D.P.M. 
Raymond  J.  Suppan,  D.P.M. 


New  Techniques 


*Biomechanics  in  Relation  to 
Surgical  procedures 

*Traumatology 

*Burns 

*latrogenic  and  General  Complications 
*Skin  Grafting 


Seminar  Highiights 

*Hallux  Valgus  Surgical  Variations 


*Surgical  Variations  for  IPK 
*Plan  Metatarsal  Resection 
*Post-Operative  Complications 
*Rheumatoid  Arthritis:  Surgical  Variations 


*New  Approach  for  Excision  of  Neuroma  *Calcalneal  Osteotomies 

Panel  Discussions 


Seminar  Registration 

November  17,  18,  19,  1972,  Holiday  Inn  Town,  Second  and  Chestnut  Sts.,  Harrisburg,  Pa.- — 1 p.m.  Friday, 
November  17  to  2 p.m.,  Sunday,  November  19. 

PPA  Members — Advance  Registration:  $100  (at  door:  $125) 

AMA  and  AOA  Members — Advance  Registration:  $100  (at  door:  $125) 

APA  Members — Advance  Registration:  $150  (at  door:  $175) 

Non-APA  Members — Advance  Registration:  $200  (at  door:  $225) 

Podiatry,  medical,  and  osteopathic  students,  interns  and  residents:  Advance  Registration:  $50  (at  door:  $75) 

Advance  Registration  Closes  October  31, 1972 


Room  and  meal  package  available,  including  room  for  Friday  and  Saturday  nights,  two  gourmet 
dinners,  cocktail  party,  luncheon  and  two  breakfasts:  $72  per  person  single  occupancy,  $59  per 
person  double  occupancy.  Give  names  and  addresses  of  both  occupants  and  send  check  to  cover 
both.  In  double  occupancy  requests,  if  there  is  no  indication  of  second  name,  a room-mate  will  be 
assigned.  Only  a limited  number  of  package  plans  are  available — deadline  for  package  plan  is  Oc- 
tober 31,  1972. 


Make  checks  payable  to:  PENNSYLVANIA  PODIATRY  ASSOCIATION 
Mail  immediately  to:  Surgical  Seminar,  Pennsylvania  Podiatry  Association 
1103  North  Front  St.,  Harrisburg,  Pa.  17102 


Registration 
Single  Occupancy 
Double  Occupancy 

TOTAL 


My  check  for  $_ 


Name 


Address 
Name  _ 
Address 


State 


State 


is  enclosed 


-Zip 

-Zip 


Registrations  Limited  Don’t  Delay! 


State  Society  mourns  loss  of  President-Elect 


r 

Park  M.  Horton,  M.D.,  of  New  Milford,  president- 
elect of  the  Pennsylvania  Medical  Society,  died 
May  24,  1972  following  an  illness  of  several 
months.  He  was  64. 

He  had  practiced  in  New  Milford  for  thirty-nine 
years  as  a family  physician,  and  was  one  of  the 
few  who  continued  to  make  house  calls  to  his  pa- 
tients in  Susquehanna  County.  So  high  was  the  es- 
teem of  his  patients,  friends,  and  the  residents  of 
New  Milford  that  flags  along  the  main  street  of  the 
town  were  flown  at  half  mast  in  his  memory  at  the 
time  of  his  death. 

Dr.  Horton  has  served  the  Susquehanna  County 
and  Pennsylvania  Medical  Societies  in  a number 
of  capacities.  He  became  Twelfth  District  Trustee 
and  Councilor  in  1963,  and  was  elected  chairman 
of  the  Board  of  Trustees  in  1969.  He  ivas  a Penn- 
sylvania delegate  to  the  AM  A and  served  as 
chairman  of  the  delegation.  In  the  county  medical 
society  Dr.  Horton  held  many  posts,  including 
those  of  secretary  and  president. 


> 

Dr.  Horton  ivas  a member  of  the  World  Medical 
Association  and  the  American  and  Pennsylvania 
Academies  of  Famiiy  Physicians.  He  served  on  the 
staffs  of  Barnes  Memorial  Hospital,  Susquehanna; 
Medical  Arts  Hospital,  Montrose;  and  Binghamton 
General  and  Lourdes  Hospital,  Binghamton,  N.Y. 
Despite  his  busy  practice  and  the  demands  of  his 
offices  in  medicai  associations,  Dr.  Horton  found 
time  to  provide  leadership  for  community  projects. 
He  was  particuiariy  interested  in  hospitai  commu- 
nity planning  and  in  education.  He  served  on  the 
Blue  Ridge  High  Schooi  Board  for  twenty  years. 

His  knowiedge  of  the  subject  matter,  the  logic  of 
his  thinking  process  and  his  quiet  but  ever-present 
controi  made  Dr.  Horton  a master  at  chairing 
meetings.  His  gentle  wit  and  courtly  manner  made 
being  in  his  company  one  of  life’s  joys. 

The  State  Society  extends  its  deepest  sympathy 
to  Mrs.  Horton,  and  to  his  sister,  four  brothers,  and 
children.  Memorial  contributions  are  being  ac- 
cepted by  the  PMS  Educationai  and  Scientific 
Trust. 
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SOME  OF  THE  175  physicians  who  participated  in  the  Berks  County  Medical  So- 
ciety's travel  medical  seminar  are  shown  at  a session  in  Paris,  France.  An  88  per- 
cent attendance  record  marked  the  medical  meetings  of  the  Paris-London  pro- 
gram. John  H.  Harris,  M.D.,  Harrisburg,  former  president  of  the  Pennsylvania 
Medical  Society,  participated  in  the  programs.  All  french  sessions  were  in- 
terpreted by  a special  medical  interpreter. 


Appointments  to  councils,  committee  approved 


The  Pennsylvania  Medical  Society 
Board  of  Trustees  and  Councilors  has 
approved  appointments  to  the  four  So- 
ciety Administrative  Councils  and  to 
the  Interspecialty  Committee  for  1972- 
73  terms  as  they  had  been  submitted  by 
Park  M.  Horton.  M.D.,  late  president- 
elect of  the  State  Society. 

The  appointments  of  the  following 
physicians  were  confirmed: 

Council  on  Education  and  Science 

Drs.  James  A.  Collins,  Jr., 
chairman,  Montour  County;  Jerome 
Chamovitz,  vice-chairman,  Allegheny; 
J.  Reed  Babcock,  Centre;  William  F. 
Bouzarth.  Philadelphia;  Frederick  B. 
Glaser,  Philadelphia;  William  C. 
Grasley,  Centre;  John  H.  Killough, 
Philadelphia;  Roland  A.  Loeb,  Lan- 
caster; Frank  M.  Mateer,  Allegheny; 
David  G.  Moyer,  Montgomery;  John 
H.  Moyer,  HI,  Philadelphia;  Paul  J. 
Poinsard,  Philadelphia;  James  A. 
Raub,  Blair;  Joseph  J.  Schwerha, 
Allegheny;  Bernard  Sigel,  Philadel- 
phia; Nathan  Sussman,  Dauphin; 
Theodore  L.  Yarboro,  Mercer;  and 
Samuel  G.  Watterson,  Somerset. 

Council  on  Governmental 
Relations 

Drs.  Edgar  W.  Meiser,  chairman, 
Lancaster  County;  Charles  J.H.  Kraft, 
vice-chairman,  Wyoming;  Leonard 
Bachman,  Philadelphia;  Robert  J. 
Beitel,  Lehigb;  Robert  J.  Carroll, 
Allegheny;  John  C.  Cavender,  Susque- 
hanna; Anthony  J.  Cummings,  Lacka- 
wanna; Donald  E.  Harrop,  Chester;  J. 
Preston  Hoyle,  Union;  Philip  E.  In- 
gaglio,  Philadelphia;  Edgar  W.  Kline, 
Montgomery;  Michael  P.  Levis, 
Allegheny;  and  Ered  J.  Phillips,  Bucks. 

Council  on  Medical  Service 

Drs.  D.  Ernest  Witt,  chairman, 
Columbia  County;  John  Helwig,  Jr., 
vice-chairman,  Philadelphia;  Henry 
H.  Eetterman,  Lehigh;  Allen  H.  Holt, 
Mercer;  J.  Scott  Hommer,  Blair;  John 
D.  Lane,  Bucks;  Matthew  Marshall," 
Jr.,  Allegheny;  George  R.  Moffitt,  Jr., 
Dauphin;  William  G.  Ridgway,  Lan- 
caster; Robert  A.  Schein,  Allegheny; 
Daniel  S.  Snow,  Erie;  John  L.  Steiger- 


walt,  Montgomery;  and  R.  Robert 
Tyson,  Philadelphia. 

Council  on  Public  Service 
Drs.  Robert  N.  Moyers,  chairman, 
Crawford  County;  Ulysses  E.  Watson, 
vice-chairman,  Montgomery;  William 
F.  Beyer,  Chester;  Stanley  N.  Cohen, 
Philadelphia;  John  C.  Cwik,  Cambria, 
H.  Robert  Davis,  Cumberland;  Leo  C. 
Eddinger,  Lehigh;  Lawrence  D.  Ellis, 
Allegheny;  Conrad  A.  Etzel,  Dela- 


ware; Earle  L.  Keeter,  Schuylkill;  Paul 
H.  Ripple,  Lancaster;  G.  Winfield 

Yarnall,  Dauphin;  and  Charles  K. 
Zug,  III,  Northampton. 

PMS  Interspecialty  Committee 

Anesthesiology:  Louis  J.  Hampton, 
York  County,  delegate;  Richard  S. 
Wagner,  Lancaster,  alternate;  Colon 
and  Rectal  Surgery:  Guy  L.  Kratzer, 
Lehigh,  delegate;  Henry  C.  Schneider, 


(Continued  on  page  15j 


LONDON,  ENGLAND,  was  the  scene  of  medical  seminars  sponsored  by  the  Berks 
County  Medical  Society  last  spring.  The  session  above  shows,  left  to  right,  Sher- 
wood C.  Young,  executive  director  of  the  society,  who  had  charge  of  planning  and 
arrangements  for  the  trip;  Drs.  Wilbur  E.  Flannery,  New  Castle,  former  president 
of  the  Pennsylvania  Medical  Society;  Denis  R.  Cook,  secretary  of  the  Inner 
London  Local  Medical  Committee;  James  H.  Weir,  executive  vice-president  and 
treasurer  of  the  Royal  Society  of  Health,  London;  A.B.  Stewart,  medical  advisor  to 
the  Greater  London  Council,  London;  and  Leroy  A.  Gehris,  Reading,  trustee  for 
the  second  councilor  district  of  the  Pennsylvania  Medical  Society. 
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I Philadelphia,  alternate;  Dermatology: 
1 Robert  F.  Dickey,  Montour,  delegate; 
Herbert  M.  Parnes,  Dauphin,  alter- 
nate; Family  Physicians:  Thomas  L. 
Leaman,  Dauphin,  delegate;  John  J. 
Hanlon,  Cumberland,  alternate;  In- 
ternal Medicine:  Robert  S.  Pressman, 
Philadelphia,  delegate;  Alexander  M. 
Minno,  Allegheny,  alternate;  Neuro- 
surgery: Axel  K.  Olson,  Philadelphia, 
delegate;  George  M.  Markley,  Dau- 
phin, alternate;  Obstetrics  and  Gyne- 
cology: Russell  deAlvarez,  Philadel- 
phia, delegate;  Rupert  H.  Friday, 
Allegheny,  alternate;  Ophthalmology: 
H.  Ford  Clark,  Huntingdon,  delegate; 
William  K.  Grove,  York,  alternate; 
Otolaryngology:  David  A.  Cope, 
f Berks,  delegate;  Eugene  B.  Rex,  Mont- 


gomery, alternate;  Orthopaedics:  Rob- 
ert H.  Cram,  Philadelphia,  delegate; 
Willard  H.  Love,  Jr.,  Dauphin,  alter- 
nate. Clinical  Pathology:  Robert  C. 
Lyons,  Allegheny,  delegate;  John  W. 
Eiman,  Philadelphia,  alternate;  Pediat- 
rics: David  M.  Besselman,  Dauphin, 
delegate;  James  E.  Jones,  Dauphin,  al- 
ternate; Physical  Medicine  and  Reha- 
bilitation: John  S.  Tennant,  Dauphin, 
delegate;  Carl  S.  Miller,  Dauphin,  al- 
ternate; Psychiatry:  Frederick  L. 
Weniger,  Allegheny,  delegate;  Rex  A. 
Pittenger,  Allegheny,  alternate;  Radio- 
logy: Theodore  A.  Tristan,  Dauphin, 
delegate;  C.  Jules  Rominger,  Philadel- 
phia, alternate;  Surgery:  Leonard  F. 
Bush,  Montour,  delegate,  Brooke  Rob- 
erts, Philadelphia,  alternate;  Thoracic 


Surgery:  Joseph  C.  Donnelly,  Jr., 
Philadelphia,  delegate,  Moreye  Nus- 
baum,  Philadelphia,  alternate;  Urol- 
ogy: Robert  H.  Clymer,  Berks,  dele- 
gate; and  Russell  E.  Allyn,  Dauphin, 
alternate. 

Dr.  Sturgis  to  serve 

Katherine  B.  Sturgis,  M.D.,  Wynne- 
wood,  president-elect  of  the  Philadel- 
phia College  of  Physicians,  has  been 
named  a member  of  the  National  Advi- 
sory Environmental  Health  Sciences 
Council  of  the  National  Institute  of 
Health  according  to  an  announcement 
from  Elliott  L.  Richardson,  secretary  of 
Health,  Education,  and  Welfare. 

Dr.  Sturgis  is  a member  of  the  board 
of  directors  and  executive  committee  of 
the  Delaware  Valley  Citizens'  Council 
for  Clean  Air. 


i WHEN  THE  STATE  SOCIETY’S  Council  on  Medical  Service 
meets,  the  agenda  covers  the  entire  field  of  economic  af- 
fairs affecting  physicians  and  their  State  Society.  A recent 
council  meeting  heard  reports  and  took  action  on  the 
various  insurance  programs  it  administers  for  members, 
i including  disability  income  protection,  major  hospital  ex- 
• pense  insurance,  excess  major  medical  plan,  professional 
overhead  expense  plan,  and  accidental  death  and  dismem- 
' berment  plan.  The  Council  recommended  to  the  Board  of 
Trustees  that  the  PMS  Specialty  Advisory  Committees  be 
established  as  the  highest  level  of  review  and  the  final  level 
of  appeal  in  cases  referred  for  adjudication  to  the  Society. 

' The  Board  endorsed  the  recommendation.  The  council  met 
I with  representatives  of  the  Department  of  Public  Welfare  to 
; discuss  the  medical  assistance  program.  Shown  right, 

1 seated,  are  D.  Ernest  Witt,  M.D.,  council  chairman,  and 
■ William  M.  McLaughlin,  DPW  deputy  secretary  for  social 
and  medical  programs.  Standing  are  Matthew  Marshall,  Jr., 
M.D.  and  Charles  A..Cubbler,  commissioner,  DPW  medical 
programs.  Shown  below  are  council  members  preparing  to 
begin  their  deliberations. 
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Erie’s  Russell  B.  Roth,  M.D.,  AMA  president-elect 


Russell  B.  Roth,  M.D.,  of  Erie,  was  elected 
president-elect  of  the  American  Medical  Associa- 
tion at  the  121st  Annual  Convention  in  San  Fran- 
cisco in  June.  He  will  succeed  Carl  A.  Hoffman, 


M.D.,  Huntingdon,  W.  Va.,  who  was  installed  June 
21  as  the  127th  AMA  president. 

Dr.  Roth,  a Pennsylvania  delegate  to  the  AMA 
for  many  years,  has  served  the  organization  in  a 
number  of  capacities,  including  chairman  of  the 
Council  on  Medical  Service,  vice  speaker,  and 
speaker  of  the  House  of  Delegates,  a post  to  which 
he  was  elected  in  1969.  He  has  held  a number  of 
posts  in  the  Erie  County  and  Pennsylvania  Medical 
Societies,  including  those  of  county  society  presi- 
dent and  chairman  of  the  State  Society  Board  of 
Trustees  and  Councilors.  Dr.  Roth  currently  is  a 
member  of  the  PMS  Judicial  Council. 

A graduate  of  Johns  Hopkins  University  School 
of  Medicine,  Baltimore,  Md.,  the  58-year  old 
urologist  practices  as  part  of  a urology  group  in 
Erie. 

His  philosophy  regarding  his  chosen  profession 
and  organized  medicine  appeared  in  the  May  1972 
issue  of  Pennsylvania  Medicine  as  a guest  editori- 
al, the  final  paragraph  of  which  may  be  interpreted 
as  a summation  of  his  thought.  Dr.  Roth  said: 

“The  greatest  threat  to  American  medicine 
today  is  not  outside  our  profession,  but  within  it.  If 
there  are  things  which  are  not  clearly  right  in  the 
policies  of  our  major  medical  organization,  the 
work  of  those  who  disagree  can  set  them  right. 
The  need  is  for  cooperative,  constructive 
strengthening  of  the  position  of  a great  profession. 
With  that  strength  we  need  not  fear  external  as- 
saults.” 


THE  SIXTH  COUNCILOR  DISTRICT  recently  held  a dinner  meeting  honoring 
members  of  the  Pennsylvania  State  University  and  Juniata  College  Classes  of 
1975  who  have  been  accepted  into  medical  schools.  H.  Thompson  Dale,  M.D., 
trustee,  chaired  the  meeting.  He  is  shown  here  chatting  with  PMS  President 
George  P.  Rosamond,  M.D.,  left,  who  addressed  the  meeting.  Alex  H.  Stewart,  ex- 
ecutive director  of  the  PMS  Educational  and  Scientific  Trust,  also  spoke  at  the 
meeting.  Shown  below  are  Sixth  District  physicians  and  the  student  guests  at  the 
dinner. 
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rotogravure 


: 

' 

I 

MRS.  LORETTA  WHIPSKEY,  president  of  the  Mary  Derr  Rockefeller  Auxiliary  of 
Sunbury  Community  Hospital,  accepts  the  County  Benjamin  Rush  Award  from 
Francis  P.  Sayres,  M.D.,  president  of  the  Northumberland  County  Medical  Society. 
The  award  was  presented  to  the  auxiliary  in  recognition  of  their  substantial  con- 
tributions of  equipment  and  furnishings  to  the  hospital. 


A WALTER  J.  DONALDSON  Award  is 
presented  to  Jill  Porter  of  the  Norris- 
town Times  Herald  by  Dane  Wert, 
director  of  communications  of  the 
Pennsylvania  Medical  Society  at  the 
Pennsylvania  Press  Conference  in 
Harrisburg.  The  award  was  given  in 
recognition  of  the  excellence  of  her 
six-part  series  on  venereal  disease 
entered  in  the  under  49,000  circula- 
tion category. 


EDWARD  B.  POLIN,  M.D.,  Elkins  Parks,  (second  from  left)  newly  installed  1972-73 
president  of  the  Pennsylvania  Society  of  Internal  Medicine,  receives  congratu- 
lations from  David  H.  Feinberg,  M.D.,  Easton  (second  from  right),  immediate  past 
president,  while  Raymond  C.  Grandon,  M.D.,  Harrisburg,  {left)  PSIM  and  PMS  sec- 
retary, and  James  A.  Collins,  M.D.,  Danville,  (right)  past  PSIM  president  and 
chairman  of  the  PMS  Council  on  Education  and  Science,  look  on.  The  installation 
ceremony  took  place  at  the  Society’s  Tenth  Annual  Meeting  in  Lancaster.  Other 
officers  elected  were  Drs.  Peter  L.  Saras,  Hazleton,  president-elect,  and  James  R. 
Regan,  Bethlehem,  treasurer. 


TALKING  TOGETHER  before  the  dinner  at  the  Twenty-Sixth 
Annual  Conference  of  the  Woman’s  Auxiliary  to  the  Penn- 
sylvania Medical  Society  are,  from  left,  J.  Thomas 
Millington,  M.D.,  Harrisburg,  chairman  of  the  advisory  com- 
mittee to  the  auxiliary;  Mrs.  John  H.  Eves,  state  president- 
elect; Mrs.  Hiram  E.  Armstrong,  conference  vice  chairman; 
and  Milton  Viorst,  syndicated  Washington  correspondent 
who  spoke  on  the  Washington  scene. 


ATTENDING  THE  DINNER  in  connection  with  the  Twenty- 
Sixth  Annual  Conference  of  the  Woman’s  Auxiliary  to  the 
Pennsylvania  Medical  Society  (PMS)  are,  from  left,  George 
P.  Rosemond,  M.D.,  president  of  PMS;  Mrs.  Ralph  S. 
Blasiole,  state  auxiliary  president;  Mrs.  Hugh  M.  Crumay, 
president  of  the  Dauphin  County  Auxiliary  and  conference 
chairman;  and  Mrs.  Robert  F.  Beckley,  president-elect  of 
the  Woman’s  Auxiliary  to  the  American  Medical  Association. 
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Practice  M anagement 


The  Pennsylvania  Corporation  Law — 

Two  Years  Later 


Leif  C.  Beck,  LL.B. 
Bala  Cynwyd 


This  is  the  first  part  of  a two-part  presentation  by  Mr.  Beck  on 
professional  corporations  in  Pennsylvania.  Next  month  the  au- 
thor will  update  tax  law  developments  and  practical  aspects  of 
incorporation. 


Pennsylvania’s  Professional  Corporation  Law  (the  PCL)  is 
now  about  two  years  old,  having  become  effective  on  August 
8,  1970.  Prior  to  its  adoption,  medical  practices  could  have 
sought  the  tax  advantages  of  corporate  status  by  organizing 
under  one  of  the  previously  existing  professional  “associa- 
tion” laws,  but  few  practices  actually  took  those  early  oppor- 
tunities. Thus,  the  great  majority  of  Pennsylvania  profes- 
sional corporations  are  still  in  their  infancy,  particularly 
compared  to  some  other  states  in  which  corporate  practices 
are  now  as  much  as  ten  to  twelve  years  old. 

Time  enough  has  passed,  however,  for  a realistic  assess- 
ment of  the  Pennsylvania  law  and  how  weH  it  has  suited  the 
corporate  practice  of  medicine.  This  review  is  based  on  my 
experience  with  numerous  Pennsylvania  corporations,  as 
well  as  discussion  with  professional  corporation  advisors 
throughout  the  country. 

The  Pennsylvania  Law 

In  my  view,  the  PCL  is  one  of  the  best  professional  cor- 
poration statutes  in  the  country.  While  containing  necessary 
provisions  limiting  actual  conduct  of  the  profession  to 
members  of  that  profession,  for  instance,  the  PCL  still 
permits  nonprofessionals  to  serve  as  directors  and  officers. 
This  is  not  true  in  all  other  states,  and  it  has  caused  consid- 
erable dissatisfaction  in  some  of  them.  New  York  is  the 
most  recent  example,  for  its  new  statute  leaves  legal  ad- 
visors uncertain  whether  one-man  corporations  will  be  able 
to  withstand  IRS  attack. 

The  PCL  obviously  contains  a provision  limiting  owner- 
ship of  a professional  corporation's  stock  to  licensed 

Mr.  Beck  is  President  of  Management  Consulting  for  Pro- 
fessionals, Inc.  of  Bala  Cynwyd,  Pennsylvania. 


members  of  the  profession  involved.  As  the  only  exception 
to  this  essential  requirement,  the  estate  of  a deceased  share- 
holder may  hold  the  stock  for  a “reasonable  period  of  ad- 
ministration of  the  estate.”  This  is  thereafter  defined  as 
being  thirteen  months,  a period  considerably  longer  than  in 
many  other  states’  statutes.  The  extended  period  gives  added 
flexibility  in  cases  where  the  physician-shareholder’s  death 
involves  real  complications  in  winding  up  his  interest  in  the 
practice. 

Similarly,  the  PCL  gives  ninety  days  to  dispose  of  the 
stock  of  a shareholder  who  becomes  disqualified  from  prac- 
ticing his  profession,  thus  preventing  the  possibility  of  “im- 
mediate” corporate  disqualification  if  its  shareholder  should 
lose  his  license.  In  some  other  states  there  is  a real  concern 
over  this  problem. 

The  PCL  also  has  excellent  provisions  regarding  the  ren- 
dition of  para-professional  services.  After  limiting  profes- 
sional services  to  duly  licensed  members  of  the  profession, 
the  law  continues  with  the  following  excellent  modification: 

“This  section  shall  not  be  interpreted  to  preclude  the 
use  of  clerks,  secretaries,  nurses,  administrators,  book- 
keepers, technicians,  and  other  assistants  who  are  not 
usually  and  ordinarily  considered  by  law,  custom  and 
practice  to  be  rendering  the  professional  service  or  serv- 
ices for  which  the  professional  corporation  was  incorpo- 
rated, nor  to  preclude  the  use  of  any  other  person  who 
performs  all  his  employment  under  the  direct  supervision 
and  control  of  a licensed  person,  but  no  person  shall, 
under  the  guise  of  employment,  render  professional  serv- 
ices unless  duly  licensed  or  admitted  to  practice  as 
required  by  law.”* 

This  makes  efficient  use  of  lay  personnel  a matter  outside 
the  corporation  law,  where  it  belongs.  Some  states  lack  such  a 
clear  statement,  leaving  to  argument  whether  extended 


18 


PENNSYLVANIA  MEDICINE 


;■  paramedical  work  might  encounter  still  another  legal  restric- 
.1  tion. 

Pennsylvania’s  PCL  draftsmen  were  forward-looking  in 
t another  respect  as  well.  They  inserted  a provision  permitting 
out-of-state  professional  corporations  to  practice  in  Pennsyl- 
vania upon  simple  registration  in  the  same  manner  as  regular 
business  corporations  may  register  and  do  business  in  other 
states.  As  a result,  an  incorporated  medical  practice  in  a bor- 
dering state  may  also  continue  that  part  of  its  practice  which 
is  in  Pennsylvania,  provided  the  person(s)  rendering  the 
Pennsylvania  services  is  properly  licensed  here. 

While  the  other  states  do  not  presently  have  the  same 
provision  (making  it  difficult  for  a Pennsylvania  professional 
corporation  to  cross  over  to  the  other  state),  Pennsylvania’s 
example  is  a good  one.  More  and  more  state  legislatures  are 
adding  reciprocity  provisions  to  their  own  statutes,  taking 
Pennsylvania’s  lead,  thus  speeding  the  day  when  inter-state 
practice  will  not  be  limited  by  professional  corporation  laws. 

State  Board  Licensing 

The  PCL  properly  provides  for  continuing  regulation  by 
the  state  board  or  commission  involved — the  State  Board  of 
Medical  Education  and  Licensure  in  the  case  of  medical 
practices.  While  other  regulatory  bodies  have  taken  little  or 
no  action,  the  medical  board  has  specific  requirements  with 
respect  to  corporate  names  and  separate  licensing. 

The  State  Board  regulations  provide  that  a medical  cor- 
poration shall  practice  under  a license  in  its  own  name,  sep- 
arate from  the  license  granted  by  each  of  the  corporation’s 
physician-employees.  This  is  desirable  from  a tax  stand- 
point, for  it  establishes  the  idea  that  the  corporation  is 
"practicing  medicine”  as  an  entity — justifying  the  tax  prop- 
osition that  the  corporation  (not  its  doctors)  is  earning  the 
income.  Several  of  the  famous  court  decisions  on  profes- 
sional corporations  were  decided  on  the  issue  of  who  (the 
corporation  or  its  individual  members)  earned  the  income. 

The  State  Board  has  turned  to  the  county  and  state  medi- 
cal societies  for  assistance  in  approving  professional  cor- 
porations’ names.  While  emphasizing  that  the  final  decision 
rests  on  the  board,  its  regulations  require  prior  approval  of 
a corporation’s  name  first  by  the  corporation’s  county  soci- 
ety and  then  by  the  Pennsylvania  Medical  Society.  These 
societies  play  a vital  role  in  considering  whether  a selected 
name  is  ethical  within  local  custom  and  state  principles, 
thus  keeping  medical  practices  out  of  improper  opportuni- 
ties to  solicit  and  advertise  by  incorporating  under  mislead- 
ing or  overly  "catchy”  names. 

State  Board  licensing  until  now  has  been  a matter  which 
could  be  handled  even  after  the  professional  corporation 
was  created  and  commenced  operations.  The  Department  of 
State  (which  must  approve  and  file  articles  of  incorporation 
giving  initial  legal  status  to  a corporation)  is,  however,  con- 
sidering changing  the  procedure  rather  drastically.  Under 
the  proposed  new  rules,  a corporation’s  articles  could  not  be 
filed  with  the  Department  of  State  until  its  name  has  been 
pre-cleared  by  the  State  Board  (t+ie  medical  board).  The 
practical  effect  may  well  be  a delay  of  several  months  or 
more  from  the  time  a physician  decides  to  incorporate  his 
practice  until  his  corporation  comes  into  actual  legal  exist- 
; ence. 

The  delay  would  result  from  the  required  steps  of  (1) 


name  approval  by  the  county  society’s  committee,  (2)  refer- 
ence to  and  approval  by  the  Pennsylvania  Medical  Society, 
(3)  reference  to  and  approval  by  the  State  Board,  and  only 
then  (4)  submission  to  the  Department  of  State  of  both  the 
articles  of  incorporation  and  the  State  Board’s  certification. 
If  this  new  Department  of  State  procedure  is  adopted  it  is 
hoped  that  means  will  be  developed  for  streamlining  the 
procedure  without  sacrificing  ethical  review. 

Corporate  Liability  and  Insurance 

While  recognizing  that  a corporation  is  a separate  entity 
which  shields  its  shareholders  from  liability  for  claims 
against  the  corporation,  our  PCL  has  the  usual  important 
professional  exception.  The  person  actually  performing  the 
professional  services  will  "remain  personally  and  fully  liable 
and  accountable  for  any  negligent  or  wrongful  acts  or  mis- 
conduct committed  by  him  or  by  any  person  under  his 
direct  supervision  and  control.”* 

The  corporate  attribute  of  "limited  liability”  has  all  too 
often  been  misrepresented,  although  the  quoted  sentence 
should  make  clear  that  an  incorporated  physician  continues 
to  be  liable  for  his  own  work.  It  should  be  equally  clear  that 
his  personal  liability  extends  to  work  done  under  his  direc- 
tion, even  if  he  did  not  directly  contribute  to  the  alleged 
error.  As  a result  my  standard  answer  to  inquiries  is  that  a 
solo  physician  should  disregard  the  supposed  feature  of 
limited  liability  when  considering  whether  to  incorporate 
his  practice.  Virtually  any  work  charged  by  his  corporation 
will  be  attributed  to  him  for  liability  purposes. 

The  statue  does,  however,  give  an  element  of  limited  lia- 
bility protection  to  a two-or-more-man  partnership  upon  its 
incorporation.  This  is  simply  because  one  physician  would 
be  free  of  personal  liability  for  his  partner’s  malpractice  (as- 
suming the  first  physician  did  not  personally  participate  or 
supervise  in  the  case)  if  they  were  practicing  in  corporate 
form.""  The  malpractice  claim  would  lie  against  the  wrong- 
doing partner  and  the  corporation  itself,  but  not  against  the 
innocent  partner-shareholder.  While  this  corporate  protec- 
tion is  desirable,  it  should  not  be  over-exaggerated  because 
a very  large  claim  against  the  physicians’  corporation  would 
seriously  disrupt  their  continuing  capacity  to  produce  in- 
come. 

Although  the  PCL’s  liability  features  do  not  reduce  a solo 
physician’s  personal  liability  for  malpractice,  they  certainly 
do  not  add  to  his  liability.  Unfortunately,  however,  the  mal- 
practice insurance  carriers  find  incorporation  a reason  to 
increase  by  as  much  as  20  percent  the  premium  charged  to  a 
one-man  practice,  despite  the  fact  that  essentially  the  same 
practice  is  conducted  after  incorporation  as  before — with  the 
same  risks.  Reasons  given  usually  refer  to  insurance  organi- 
zation rate  manuals  which  do  not  answer  the  question 
whether  the  add-on  has  any  logical  Justification. 

Efforts  to  find  a solution  to  this  dilemma  are  being  pursued 
with  representatives  of  the  underwriter  and  the  administrator 
of  the  State  Society's  professional  liability  insurance  program 
and  of  the  Pennsylvania  Department  of  Insurance. 

* PCL,  Section  13(b) 

**  On  the  contrary,  in  a partnership  each  partner  can  be 
held  personally  liable  for  any  claim  against  the  part- 
nership - whether  or  not  that  partner  was  in  any  way 
responsible. 
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Drug  information  to  contain  NAC  study  results 


New  information  based  on  an  effectiveness  review  by  the  National  Acade- 
my of  Sciences  (NAC)  recently  became  part  of  prescribing  information 
included  in  advertising  and  labeling  of  prescription  drugs.  The  Food  and 
Drug  Administration  (FDA),  which  called  on  the  NAC  for  assistance  in  the 
evaluation,  formalized  the  requirement  to  include  the  new  information  by 
regulations  published  in  The  Federal  Register.  These  became  effective  May 
15, 1971.  See  related  article  page  61. 


The  Amendments  of  1962  to  the  Federal  Food,  Drug,  and 
Cosmetic  Act,  authorized  the  FDA  to  review  available  evi- 
dence of  effectiveness  on  many  drugs  marketed  between 
1938  and  1962.  Specifically,  the  amendments  provided  that 
after  a two-year  grace  period,  the  effectiveness  of  such  drugs 
should  be  supported  by  adequate  and  well-controlled  clinical 
investigations.  Until  1962,  evidence  on  effectiveness  had 
been  considered  in  evaluating  new  drug  applications  only 
when  it  related  to  patient  safety.  Long  before  1962,  the  FDA 
had  authority  to  remove  any  drug  product  from  the  market 
when  it  could  prove  that  it  would  not  perform  as  claimed  or 
was  deemed  dangerous  to  health  when  used  as  directed. 

In  1966,  the  FDA  asked  the  National  Academy  of 
Sciences  for  assistance  in  assessing  the  evidence  supporting 
the  effectiveness  of  pre-1962  drugs.  Consequently  the 
NAS/NRC  appointed  30  six-man  panels  to  review  these 
drugs  and  frame  recommendations  to  the  FDA.  Only  evi- 
dence available  through  1966  was  considered.  The  panels 
conducted  no  research. 

Panels  rated  each  drug  or  drug  claim  as  "effective”,  "prob- 
ably effective”,  "possibly  effective”,  "ineffective”,  "effective, 
but”,  or  "ineffective  as  a fixed  combination”.  These  recom- 
mendations were  transmitted  to  FDA  by  the  NAS/NRC. 
Many  drug  products  received  mixed  or  indecisive  evalua- 
tions. For  example,  some  drugs  were  reviewed  by  more  than 
one  panel  and  received  different  recommendations  from 
each.  Drugs  with  several  claims  frequently  received  varied 
ratings.  The  consensus  of  a panel  was  not  a recommendation 
of  the  NAS/NRC  and,  of  course,  had  no  legal  effect. 

FDA  then  considered  the  panel  recommendations  along 
with  any  other  information  at  its  disposal,  and  began  regula- 
tory action  which  has  taken  the  form  of:  ( 1 ) a notice  of  effec- 
tiveness; (2)  a request  for  change  in  labeling  claims;  (3)  a 
request  for  more  evidence,  including  clinical  trials;  (4)  a 
request  that  the  drug  be  reformulated;  (5)  or  a proposal  to 
remove  the  drug  from  the  market.  It  should  be  emphasized 
that  an  initial  notice  in  the  Federal  Register  on  implementa- 
tion comprises  only  a first  step  in  the  process  provided  for  in 
the  act  for  deciding  a drug’s  effectiveness.  Thus,  much  like  a 
court  case,  there  can  be  no  presumption  of  a product’s  lack  of 
effectiveness  until  all  evidence  is  mustered. 

FDA  has  now  ordered  that  prescription  drug  labeling  and 
advertising  contain  NAS/NRC  panel  findings  other  than  "ef- 
fective”. This  order  becomes  applicable  only  when  an  FDA 
implementation  notice  appears  in  the  Federal  Register.  In 
those  instances  in  which  FDA  disagrees  with  the  NAS/NRC 
findings,  the  FDA  findings  will  supersede.  Thus,  even  before 


the  issue  of  effectiveness  is  finally  resolved,  physicians  will  be 
informed  of  the  FDA  determination. 

FDA  classifications  of  "less  than  effective”  apply  only  to 
particular  indications,  not  to  products  per  se,  and  will  so  ap- 
pear in  labeling  and  advertising. 

The  following  statement  delineating  what  the  panels  con- 
sidered the  classifications  ^o  mean  are  derived  from  the 
guidelines  for  the  review  published  by  the  National  Academy 
of  Sciences,  Division  of  Medical  Sciences,  and  from  the  final 
report  of  the  study  published  by  the  same  group. 

Mainly  the  findings  relate  to  the  availability  (or  lack  of 
availability)  of  certain  types  of  evidence  rather  than  to  the 
actual  effectiveness  of  the  drugs. 

‘‘Effective" — For  the  presented  indication,  the  drug  is  ef- 
fective on  the  basis  stated. 

‘‘Probably  Effective" — Effectiveness  for  the  particular 
indication  is  probable  but  additional  evidence  is  required 
before  the  drug  can  be  finally  assigned  to  the  "effective” 
category.  Modification  of  claims  may  be  all  that  is  needed. 
In  some  cases,  the  panels  believe  drugs  in  this  category  are 
effective  on  the  basis  of  clinical  experience  but  lack  ade- 
quate and  well-controlled  studies. 

"Possibly  Effective" — There  is  insufficient  evidence  of 
effectiveness  under  the  criteria  listed  for  the  study.  Howev- 
er, in  some  cases  here,  as  well  as  in  the  "probably  effective” 
category,  the  panels  believed  the  drugs  to  be  effective  on  the 
basis  of  clinical  experience.  The  panels  were  not  always 
consistent  with  each  other  in  the  use  of  this  and  the  "proba- 
bly effective”  rating. 

"Effective,  But" — Panels  applied  this  rating  to  drugs  for 
which  there  was  substantial  evidence  of  effectiveness,  but 
which  they  considered  inferior  to  other  drugs.  This  category 
is  surprising  since  the  Food  and  Drug  Act  does  not  permit 
the  FDA  to  consider  relative  effectiveness  in  exercising  its 
authority  over  drugs.  It  also  was  used  to  draw  attention  to 
so-called  vaguely  worded  or  misleading  claims. 

"Ineffective  as  a Fixed  Combination" — This  category 
does  not  involve  effectiveness  in  its  usual  sense  but  rather 
reflects  basic  philosophical  attitudes  toward  fixed  combina- 
tion products.  Thus,  the  final  report  states  that  multiple 
therapy  using  fixed  dose  ratios,  determined  by  the  manufac- 
turer and  not  by  the  physician,  is  in  general,  poor  practice. 
The  findings  "effective,  but”  and  "ineffective  as  a fixed 
combination”  are  usually  changed  by  FDA  prior  to  publica- 
tion to  one  of  the  other  findings  listed  herein. 

"Ineffective" — There  is  no  acceptable  evidence  as  to  ef- 
fectiveness. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


W)uld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians : 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  1| 
determined. 

The  Bureau  of  Drugs  h; 
suggested  the  package  ill 
sert  as  a possible  means  (, 
communicating  informa  tic 
on  relative  efficacy  of  dru{ 
to  the  physician.  I find  t' 
objectionable,  since  I c 
not  believe  the  physicia 
should  have  to  rely  on  th| 
source  for  final  scientif] 
truth.  There  is  also  a prai 
tical  objection:  Since  fei 
physicians  actually  di 
pense  drugs,  they  seldoi 
see  the  package  insert.  I 
any  event,  I would  mai: 
tain  that  the  physicia| 
should  know  what  drug 
wants  and  why  without  d' 
pending  on  the  governme 
or  the  manufacturer  to  ti 
him. 

Undoubtedly,  physiciar! 
are  swamped  by  excessiv 
numbers  of  drugs  in  som 
therapeutic  categories.  An  i,, 
I am  well  aware  that  mani 
drugs  within  such  catc 
gories  could  be  eliminate' 
without  any  loss,  or  pei 
haps  even  some  profit,  t 
the  practice  of  medicint 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  othe 
single  group  has  the  expei 
tise  and  the  wisdom  nece.‘ 
sary  to  determine  the  oi^ 
“drug  of  choice”  in  a^ 
areas  of  medical  practice. 
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Maker  of  Medicine 


’ Inneth  G.Kohlstaedt.M.D., 
' ' Vice  President, 

? ! Medical  Research, 


. .A1  Alljf  l\j  lO 

' function  of  any  govern- 
^ nt  or  private  regulatory 
” .‘ncy  to  designate  a “drug 
I*  choice.”  This  determina- 
' n should  be  made  by  the 
^Vsician  after  he  has  re- 
eved full  information  on 
■ properties  of  a drug, 
® 'i  then  it  will  be  based  on 
‘'I  experience  with  this 
''  ig  and  his  knowledge  of 
individual  patient  who 
peeking  treatment. 

" I’f  an  evaluation  of  com- 
“ :ative  efficacy  were  to  be 
de,  particularly  by  gov- 
iment,  at  the  time  a new 
ig  is  being  approved  for 
rketing,  it  would  be  a 
fjat  disservice  to  medi- 
ae and  thus  to  the  patient 
|ie  consumer.  For  exam- 
I , when  a new  therapeu- 
agent  is  introduced,  on 
p basis  of  limited  knowl- 
le,  it  may  be  considered 
be  more  potent,  more 
j'ective,  or  safer  than 
jducts  already  on  the 
rket.  Conceivably,  at 
s time  the  new  drug 
lild  be  labeled  “the  drug 
choice.”  But  as  addi- 
nal  clinical  experience  is 
■umulated,  new  evidence 
ly  become  available, 
ter,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  vdsh 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  he  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Garbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 
TOtSiClIllH  (ampicillin  trihydrate) 
Pyopen*(dis6aium  carbenicillin) 

Bactocill(sodium  oxacillin) 


and  more  to  come 


Beechaiti’Massengill 
Pharmaceuticals  ecei 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocili  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Pink  isn’t  exactly  his  c6l6r, 
but  he  loves  it  for  a change. 


WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  taxation 


i l/i///7  f/^ra^  v - 5 
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WINTHROP  LABORATORIES^ 
NEW  YORK,  N,Y. 


••• 


^ is  infected, 
or  open  to  infection 

choose  the  topieals 
that  ^i\  e your  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

NeOSpOrilfOintment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin, base);  special  white  petrolatum  q.  s.  ^ 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

\^isliing  Cream  Base 

Neosporin-G  c™ 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains;  Aerosporin®  brand  polymyxin  B sulfate,  10,000  ' 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25' 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,-^ 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  A 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  m 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  ml, 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum' 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML 


NDC  9-782-1 


NO.  526 

SoO  capsules  ^ 

Panmycin 

Hyd^fJL'drothloride) 
(tetracycline  ny 

250  mg; 


Panmycin 


(tetracycline  HCljUpjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about . . . East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  ^vith  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 

^ o-ant  analgesic  prepara- 


But  for  relief  of  Western  mi 


Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


PENNSYLVANIA 

MEDICINE 


m.d.'s  in  the  news 


"SURGERY  of  the  Coronary  Circulation”  was  the  subject  of  the  first  Alan  P. 
Parker  Memorial  Lecture  sponsored  by  the  Bryn  Mawr  Hospital  and  presented  by 
David  Sabision,  M.D.,  center,  professor  and  chairman  of  the  department  of  sur- 
gery at  Duke  University  School  of  Medicine.  Discussing  the  lecture  with  him  are 
Kirkley  R.  Williams,  M.D.,  left,  in  charge  of  cardiovascular  surgery,  and  William  C. 
Stainback,  M.D.,  right,  director  of  the  department  of  surgery  at  Bryn  Mawr  hospi- 
tal. 


Mary  DeWitt  Pettit,  M.D.,  professor 
of  obstetrics  and  gynecology  at  the 
Medical  College  of  Pennsylvania 
received  an  honorary  doctor  of  science 
degree  at  the  college’s  commencement 
exercises.  She  was  honored  for  nearly 
twenty-six  years  of  service  as  clinician 
and  teacher.  She  is  a charter  member  of 
the  American  Association  for  Cancer 
Education  and  a member  of  the  board 
of  directors  of  the  Wainwright  Tumor 
Clinic  Association  of  Pennsylvania. 


DR.  PETTIT  DR.  MORTEL 


Rodrigue  Mortel,  M.D.,  currently 
an  assistant  professor  of  obstetrics  and 
gynecology  in  the  division  of  gyneco- 
logic oncology  at  Hahnemann  Medical 
College,  has  been  appointed  assistant 
professor  of  obstetrics  and  gynecology 
at  the  Milton  S.  Hershey  Medical 
Center.  Dr.  Mortel  is  a native  of  Haiti. 

Charles  E.  Weaver,  M.D.,  Lancaster, 
has  been  presented  with  an  honorary 
award  by  the  Elizabethtown  College 
Alumni  Association  recognizing  his 
forty  years  as  family  physician  and  his 
thirty-six  years  on  the  obstetrical  staff 
at  Lancaster  General  Hospital. 


The  Strecker  Award  in  psychiatry  of 
the  Institute  of  Pennsylvania  Hospital, 
Philadelphia,  was  presented  to  John 
Paul  Brady,  M.D.,  for  developing  a new 
method  for  treating  stuttering  at  the 
American  Psychiatric  Association’s  an- 
nual meeting  in  Dallas,  Texas,  recently. 
Dr.  Brady  is  past  president  of  the  Amer- 
ican Association  for  the  Advancement 
of  Behavioral  Therapies  and  is  a 
member  of  the  American  Psychiatric 
Association’s  task  force  on  behavioral 
therapy. 

G.  Thomas  Balsbaugh,  M.D., 

Steelton,  has  joined  the  faculty  of  the 
College  of  Medicine  at  the  Milton  S. 
Hershey  Medical  Center  of  the  Penn- 
sylvania State  University  as  assistant 
professor  of  radiology. 


Neil  Wald,  M.D.,  professor  and 
chairman  of  the  department  of  radia- 
tion health  at  the  University  of  Pitts- 
burgh Graduate  School  of  Public 
Health  and  professor  of  radiology  at 
the  University  of  Pittsburgh  School  of 
Medicine,,  has  been  elected  president- 
elect of  the  Health  Physics  Society. 
The  society  is  an  affiliate  of  the  Inter- 
national Radiation  Protection  Associa- 
tion which  deals  with  radiation  and 
atomic  energy  control. 

Norman  H.  Benner,  M.D.,  Johnson- 
burg,  is  the  recipient  of  the  1972 
alumni  award  of  Susquehanna  Univer- 
sity, Selinsgrove.  He  is  staff  president 
of  the  Elk  County  General  Hospital, 
Ridgway. 

Robert  Kaye,  M.D.,  professor  of  pe- 
diatrics at  the  University  of  Pennsyl- 
vania School  of  Medicine  and  deputy 
physician-in-chief  at  the  Children’s 
Hospital  of  Philadelphia,  recently 
addressed  the  Texas  Diabetes  Associa- 
tion at  the  Texas  Medical  Associa- 
tion’s annual  session  on  the  treatment 
of  the  child  with  hyper-labile  diabetes. 

David  B.  Coursin,  M.D.,  Lancaster 
pediatrician,  has  been  elected  presi- 
dent of  the  American  Society  of 
Clinical  Nutrition  for  1973-74.  He  is 
director  at  the  Research  Institute  at  St. 
Joseph’s  Hospital  in  Lancaster. 

James  J.  Leonard,  M.D.,  has  been 
promoted  to  chairman  of  the  depart- 
ment of  medicine  at  the  University  of 
Pittsburgh  School  of  Medicine.  He  was 
formerly  director  of  the  division  of  car- 
diology and  acting  chairman  of  the 
department  of  medicine.  He  is 


DR.  ALLAN  JACOB  ERSLEV  has  been  honored  for  his  teaching  by  the  presenta- 
tion of  his  portrait  to  Jefferson  Medical  College  by  selection  of  the  senior  class. 
Ned  Russell,  senior  class  president,  looks  on.  Dr.  Erslev  is  the  Cardeza  Research 
professor  of  medicine  and  director  of  the  Cardeza  Foundation.  His  field  is 
hematology. 
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chairman  of  the  National  Institutes  of 
Health  Cardiovascular  Training  Com- 
mittee’s graduate  heart  training  pro- 
gram. 

The  newly  elected  secretary  of  the 
American  College  of  Cardiology  is 
Donald  A.  Dupler,  M.D.,  Philadelphia. 

Edward  D.  Lehman,  M.D.,  Philadel- 
phia obstetrician  and  gynecologist,  has 
been  appointed  assistant  director  of 
clinical  research  and  services  for  Mc- 
Neil Laboratories,  Inc. 

Carroll  F.  Burgoon,  M.D.,  Philadel- 
phia, professor  of  dermatology  at  the 
Skin  and  Cancer  Hospital,  Temple  Uni- 
versity Health  Sciences  Center,  was 
selected  as  one  of  eleven  physicians  to 
act  as  contributor  to  a special  sym- 
posium on  dermatology  in  the  April  17 
issue  of  Modern  Medicine. 

Arthur  D.  Nelson,  M.D.,  Blue  Bell, 
has  been  elected  vice-president  of  the 
American  Board  of  family  practice, 
the  specialty  board  which  certifies 
family  practice. 

Paul  S.  Friedman,  M.D.,  Philadel- 
phia, has  been  appointed  to  the  Mal- 
practice Commission  Health  Issues  Ad- 
visory Panel  by  Merlin  K.  DuVal,  as- 
sistant secretary  for  health  and  scientif- 
ic affairs  of  the  U.S.  Department  of 
Health,  Education,  and  Welfare. 

Joseph  W.  Allwein,  M.D.,  Newville, 
was  recently  honored  at  the  first 


JOHN  F.  DITUNNO,  M.D.,  left, 
chairman  of  the  department  of  reha- 
bilitation medicine  at  Jefferson  Medi- 
cal College,  Philadelphia,  accepts 
the  medical  library  volumes  donated 
by  Herman  L.  Rudolph,  M.D., 
Reading,  right,  clinical  assistant 
professor  of  rehabilitation  medicine. 
The  library,  appraised  at  $25,000, 
contains  90,000  reprints  and  150  text- 
books and  bound  journals  on  physi- 
cal medicine  and  rehabilitation. 


dinner  of  the  Outstanding  Citizen  Or- 
ganization. John  H.  Harris,  Jr.,  M.D., 
Carlisle,  was  principal  speaker. 

The  Outstanding  Italian-American 
Citizenship  Award  of  the  Spartaco  So- 
ciety, Reading,  has  been  presented  to 
Peter  T.  Pugliese,  M.D.  It  was  given  in 
recognition  of  his  work  for  prison 
reform  and  his  formation  of  a 
methadone  clinic  at  Community  Gen- 
eral Hospital. 

A red  oak  tree  was  planted  recently 
at  Honeybrook  Township  Grange  Hall 
in  recognition  of  the  more  than  thirty 
years  of  Community  service  of  Grant 
W.  Bamberger,  M.D. 

A.  Claude  Williams,  Jr.,  M.D.,  has 
been  appointed  associate  in  the  depart- 
ment of  psychiatry  at  the  Geisinger 
Medical  Center.  He  recently  completed 
three  years  as  a general  medical  officer 
in  the  U.S.  Navy. 


DR.  WILLIAMS  DR.  FRY 


A citation  for  distinguished  service 
was  conferred  on  Wilfred  E.  Fry,  M.D., 
by  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology  at 
its  scientific  convention  recently.  Dr. 
Fry  is  a past  president  of  the  American 
Ophthalmological  Society,  is  emeritus 
professor  in  clinical  ophthalmology  at 
the  University  of  Pennsylvania  and  a 
consulting  surgeon  at  Wills  Eye  Hospi- 
tal. He  is  also  adjunct  professor  of 
ophthalmology  at  Temple  University 
School  of  Medicine  and  emeritus 
chairman  of  the  medical  advisory  board 
of  the  Delaware  Eye  Bank. 

Robert  Rubin,  M.D.,  professor  of 
psychiatry  at  the  Milton  S.  Hershey 
Medical  Center  has  been  named  a 
fellow  of  the  American  College  of  Psy- 
chiatry. 

Arthur  Mirsky,  M.D.,  professor  of 
clinical  science  and  director  of  its  labo- 
ratory at  the  University  of  Pittsburgh 
School  of  Medicine,  has  been  appointed 
a distinguished  physician  in  the  depart- 
ment of  medicine  and  surgery  of  the 
Veterans  Administration  to  serve  as  a 
consultant  and  lecturer  for  a three-year 
period. 

Joseph  T.  Ichter,  M.D.,  director,  and 


THE  PRESIDENT’S  CITATION  is 
being  presented  above  to  William 
Lermann,  M.D.,  right,  Pittsburgh  in- 
ternist, by  Peter  A.  Herbut,  M.D., 
president  of  Thomas  Jefferson  Uni- 
versity, Philadelphia,  for  his  exempla- 
ry dedication  to  the  practice  of  medi- 
cine. Dr.  Lermann  is  a graduate  of 
Jefferson  Medical  College.  His  sub- 
specialty is  gastroenterology. 

Franklin  E.  Williams,  coordinator  of 
the  Susquehanna  Valley  Regional  Med- 
ical Program,  rfecently  attended  the 
Regional  Medical  Programs  Confer- 
ence on  health  manpower  in  Sun 
Valley,  Idaho. 

The  Christian  R.  and  Mary  F.  Lin- 
back  distinguished  teaching  awards  of 
the  Medical  College  of  Pennsylvania 
were  presented  at  the  college’s  com- 
mencement exercises.  Pre-clinical 
awards  went  to  Anne  U.  Bames,  M.D., 
clinical  assistant  professor  of  anatomy 
and  Mary  Ellen  Hartman,  M.D.,  as- 
sociate dean  of  student  affairs  and  as- 
sistant professor  of  anatomy.  Donald 
Kaye,  M.D.,  professor  and  chairman  of 
the  department  of  medicine,  received 
the  clinical  award. 


SIDNEY  O.  KRASNOFF,  M.D.,  secre- 
tary of  the  Philadelphia  County  Medi- 
cal Society,  is  shown  above  with 
Ronald  M.  Bachman,  acting  director 
of  economic  affairs,  when  he  visited 
PMS  headquarters  recently  on  an  in- 
structional tour. 
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The  physician’s  assistant—  answer  to  M.D.  shortage? 


The  physician’s  assistant  has  emerged  as  a viable  concept. 
Many  hope  that  the  physician’s  assistant  will  be  part  of  the 
solution  to  the  problem  of  providing  medical  care  to  rural 
and  inner-city  population  as  well  as  to  the  problem  of  ex- 
tending the  services  offered  by  the  primary  care  physician. 

Such  hope,  however,  does  not  answer  the  hard  questions 
concerning  his  role.  What  is  the  legal  status  of  the  assistant? 
What  about  liability  insurance  and  third  party  payment? 
What  exactly  may  he  do?  Is  it  economically  advantageous  to 
hire  an  assistant?  How  does  he  affect  the  productivity  of  an 
office  practice? 

The  Commission  on  Manpower  of  the  PMS  Council  on 
Education  and  Science  has  some  of  the  answers  to  these  ques- 
tions and  others  and  will  provide  a packet  of  information 
dealing  with  these  questions  to  any  Pennsylvania  physician. 

One  main  source  of  detailed  information  is  the  physician 
currently  using  an  assistant.  Physicians  who  have  pioneered 
the  use  of  the  PA  in  Pennsylvania  have  done  so,  in  most 
cases,  with  little  or  no  contact  with  other  physicians  using  as- 
sistants. There  would  be  obvious  advantages  in  com- 
munication and  in  sharing  practical  experience.  The  Com- 
mission on  Manpower  can  serve  as  a central  liaison  for  such 
communication,  at  the  same  time  drawing  on  the  practical 
experience  of  these  physicians. 

Those  physicians  who  have  answered  the  questions  con- 
cerning physician’s  assistants  have  yet  another  problem. 
Where  can  a suitable  assistant  be  found?  The  Board  of  Trus- 
tees of  the  Pennsylvania  Medical  Society  has  approved  the 
concept  of  a Physician’s  Assistant  Placement  Service.  A 
Physician’s  Assistant — Physician  Matching  Service  is  being 
developed  by  the  Pennsylvania  Medical  Society.  Any  doctor 
who  has  decided  that  the  use  of  a PA  is  feasible  in  his  or  her 
practice  and  who  is  actively  seeking  an  assistant  will  be  aided 
by  the  service,  which  can  provide  a list  of  assistants  seeking 
employment  in  Pennsylvania.  For  the  first  few  months  of 
operation  the  service  will  rely  heavily  on  returning  military 
corpsman  with  appropriate  qualifications  for  this  list.  In  ad- 
dition, there  will  also  be  a number  of  graduates  from  formal 
training  programs. 

Physicians  interested  in  the  packet  of  information  on 
physician’s  assistants,  those  now  employing  one,  or  those  in- 
terested in  employing  an  assistant  are  asked  to  return  the 


form  below  to  the  Commission  on  Manpower,  Pennsylvania 
Medical  Society,  20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


THESE  PHYSICIANS,  who  practice  in  Boswell,  Somerset 
County,  are  seeking  to  meet  the  physician  shortage  in  the 
area  by  making  maximum  use  of  paramedical  personnel. 
Shown  above  is  Samuel  G.  Watterson,  M.D.,  member  of  the 
PMS  Council  on  Education  and  Science.  Shown  beiow,  left, 
is  Jan  R.  DeVries,  M.D.,  his  family  physician  partner, 
explaining  to  Secretary  of  Health  J.  Finton  Speller,  M.D., 
the  methods  they  have  found  helpful  to  care  for  their  ever- 
increasing  patient  load.  In  his  article  on  page  33,  Edward  J. 
Kowalewski,  M.D.,  head  of  the  division  of  family  practice  at 
the  University  of  Maryland  School  of  Medicine,  discusses 
the  physician’s  assistant  concept. 


1 . □ I would  like  to  receive  the  packet  of  information  on  physicians’  assistants. 

2.  □ 1 now  employ  a physician^  assistant  with  previous  training  in: 

□ Formal  physician’s  assistant  program 

□ MEDEX  Program 

□ Military  medicine 

□ Nursing 

□ 1 do  not  wish  my  name  used  except  for  purposes  specifically  authorized  by  me. 

3.  □ I would  like  to  hire  a physician’s  assistant.  Add  my  name  to  the  Physician’s  Assistant-Physician  Matching  Service. 

Name  


Address 

Specialty  

If  group,  how  many  physicians? 


Group/Solo  Practice 
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Prescription  Know-How 


In  this  issue  of  Pennsylvania  Medicine  the  reader’s  atten- 
tion is  focused  on  the  two  articles  on  the  FDA.  For  many 
years  the  problem  of  drug  effectiveness  and  safety  has  been 
the  subject  of  much  discussion  and  controversy.  As  the 
problem  of  drug  abuse  has  increased,  our  present  day  soci- 
ety has  been  labeled  as  being  "too  drug-oriented”  i.e.  we 
rely  on  drugs  for  answers  to  problems  that  are  not  intended 
to  be  solved  by  the  taking  of  a sedative  or  a tranquilizer  or 
mood  elevator.  Concurrent  with  the  criticism  of  drug  acces- 
sibility has  been  the  problem  of  side  effects. 

In  recent  years  efforts  to  evaluate  drug  effectiveness  have 
been  made  by  the  National  Academy  of  Sciences  in  cooper- 
ation with  the  FDA  and  drug  industry.  Guidelines, 
formulated  by  NAS-NRC  panels,  are  intended  for  physician 
guidance  when  prescribing  drugs.  Complexities  of  such  ef- 
forts cannot  be  minimized,  for  very  often  the  guidelines 
reflect  an  opinion  rather  than  conclusive  evidence  of  effec- 
tiveness. Despite  this  limitation  in  evaluation,  the  impor- 
tance of  these  efforts  cannot  be  underestimated.  Independ- 
ent and  impartial  evaluation  of  drug  effectiveness  must  be 


continued  and  in  these  evaluations  the  clinical  experience 
that  "critical  physicians”  have  gained  in  the  use  of  individu- 
al drugs  and  the  management  of  their  patients’  illnesses 
must  be  given  careful  consideration. 

Drug  therapy  has  long  been  recognized  as  a valuable  con- 
tribution to  the  relief  of  mankind’s  afflictions.  Proper 
perspective  must  be  maintained  in  their  use.  While  risks  are 
involved  in  their  use,  the  well-informed,  intelligent 
physician  observer  can  be  expected  to  employ  all  drugs  by 
weighing  the  potential  benefits  against  the  potential  risks. 
Obviously,  any  information  gained  through  impartial  and 
independent  study  serves  as  a valuable  contribution  to  the 
physician’s  knowledge  of  drug  usage. 

Continuing  mutual  cooperation  between  the  manufac- 
turers, government  regulatory  bodies,  and  the  medical  pro- 
fession to  determine  drug  effectiveness  can  only  work  to  the 
benefit  of  the  patient  and  the  public  interest. 

David  A.  Smith,  M.D. 

Medical  Editor 
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This  edition  of  PENNSYLVANiA  MEDiCINE  bears 
iittie  resembiance  in  appearance  or  content  to 
Voiume  One,  No.  1,  which  appeared  seventy-five 
years  ago,  but  through  the  decades  and  through 
numerous  changes,  its  purpose  remains  the 
same— -to  serve  Commonweaith  physicians. 

The  Pennsyivania  Medicai  Society  this  year  takes 
note  of  the  diamond  jubiiee  of  its  officiai  pubiica- 
tion,  known  in  1897  and  for  many  years  thereafter 
as  “The  Pennsyivania  Medicai  Journai.” 

Today  your  officiai  pubiication  is  a modern  maga- 
zine, new  in  format  and  much  broader  in  coverage, 
utiiizing  the  iatest  methods  of  production  to  serve 
the  members  of  the  Pennsyivania  Medicai  Society. 
The  Pubiication  Committee  of  the  Board  of  Trus- 
tees and  Councilors  and  the  editorial  staff  take 
this  opportunity  to  express  their  appreciation  to  all 
of  the  physicians  whose  support  and  contributions 
have  made  possible  the  achievement  of  the 
“diamond  years.” 


David.  A.  Smith,  M.D.,  Mary  L.  Uehlein, 

Medical  Editor  Managing  Editor 
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Family  Practice— America’s  Urgent  Need 

The  Emergency  in  the  Delivery  of  Medical  Care 


IS  THERE  an  emergency — a crisis, 
real  or  synthetic,  present  or  im- 
pending, in  the  medical  care  system  in 
this  country? 

Whether  or  not  you  conclude  there 
is  a crisis  depends  on  what  opportunity 
you  have  had  to  see  medical  needs  out- 
side of  your  own  back  yard.  It  depends 
on  where  you  live  and  practice — what 
opportunity  or  effort  you  have  made 
to  see  the  plight  in  other  areas  like  the 
rural — the  middle  city — the  ghetto — 
the  appalachias — and  even  in  your 
own  little  comfortable,  affluent  com- 
munity. It  depends  on  how  thoroughly 
you  have  looked  into  the  almost 
unbelievable,  spiralling  high  cost  of 
medical  care,  especially  in-patient 
medical  care.  It  depends  on  what  expe- 
riences you  have  had  in  having  to  turn 
down  people  because  of  your  complete 
inability  to  handle  any  more  patients. 

It  depends  on  how  seriously  you 
have  looked  at  factual  health  man- 
power statistics — the  statistics  of 
twenty  years  ago,  ten  years  ago,  the 
present,  and  the  projected  future.  It 
•depends  on  whether  or  not  you  are 
concerned  with  the  tremendously  in- 
creasing numbers  of  people  who  for 
one  reason  or  another  have  absolutely 
no  entree  into  a medical  care  system. 
It  depends  on  what  importance  you 
ascribe  to  the  fact  that  of  the  334,028 
physicians  in  the  United  States,  only 
56  percent  are  connected  with  primary 
care. 

Statistics 

Let’s  look  at  some  of  the  facts  as 
they  are  today.  There  are  today  some- 
thing in  the  neighborhood  of  200- 
million  citizens  of  these  United  States. 
There  are  slightly  less  than  188,000 
practicing  physicians  within  those  sov- 
ereign states.  That's  a killer  ratio  Just 
on  the  face  of  it. 

But  the  worst  part  is  that  the  200- 


EDWARD  J.  KOWALEWSKI,  M.D. 
Baltimore,  Maryland 


million  side  of  the  ratio  f>rows  f>eoinet- 
rically  with  each  passing  day,  while  the 
188,000  is  Just  managing  to  hold  its 
own  between  new  graduates  on  the  one 
hand,  and  deaths,  attrition  to  industry, 
research,  and  other  nonclinical  activi- 
ties draining  off  primary  physicians  on 
the  other.  There  are  some  28,000 
doctors  in  government  service  alone — 
a number  exceeding  the  number  of 


Dr.  Kowalew.sk  i i.s  professor  and 
head  of  the  division  of  family  prac- 
tiee  at  the  University  of  Maryland 
School  of  Medicine.  He  was  presi- 
dent of  the  America/}  Academy  of 
General  Practice  in  1 969-1 970; 
president  of  the  Fourth  IVorld  Con- 
ference on  General  Practice:  and  a 
delegate  to  the  World  Health  Con- 
ference  in  Oslo.  Norway,  i/i  1970. 
He  is  also  a n/en/her  of  a special 
A/}}erican  Medical  Association 
co/nmittee  to  write  the  essentials 
for  an  i/nproved  educational  pro- 
prai/j  for  the  assista/it  to  the 
pri/tiary  care  physician.  He  was  a 
fatnily  practitioner  in  Akron,  Penn- 
sylvania, at  the  tittle  a lonper  ver- 
sion of  this  article  was  delivered  to 
the  1971  Scientific  Assembly  of  the 
Pennsylvania  Medical  Association. 


private  practitioners  in  nearly  half  the 
states. 

Roger  Egeberg,  of  the  Department 
of  Health,  Education,  and  Welfare,  has 
said  that  the  nationa  needs  50,000 
more  M.D.’s,  200,000  more  nurses, 
150,000  more  technicians.  He  called 
the  M.D.  shortage  a crisis.  But  there's 
more  to  it  than  Just  that.  We  have  an 
even  more  serious  maldistribution  of 
doctors,  not  only  geographically,  but 
especially  by  the  type  of  health  care 
rendered. 

Imbalances 

Informed  local  community  leaders, 
state  governments,  responsive  minority 
group  leaders,  rank  and  file  union 
members  and  their  leaders,  industry, 
service  organizations,  insurance  com- 
panies, and  patients  are  moving,  and 
many  are  asking,  others  are  de- 
manding. that  we  as  educators  and 
providers  of  health  care  fulfill  their 
basic  medical  care  needs.  As  of  this 
very  moment,  there  are  over  100  com- 
munities in  Pennsylvania  without 
doctors.  These  are  communities  in 
which  surveys  have  substantiated  their 
needs. 

We  have  gone  overboard  on  institu- 
tionally based  medical  care.  We  have 
been  obsessed  with  the  rare  and  the 
dramatic.  We  have  grafted  and 
transplanted  for  the  few,  at  the  expense 
of  the  many. 

A leading  cause  of  our  inefficiency 
is  the  imbalance  in  the  ratio  of 
primary  to  secondary  and  tertiary 
physicians. 

At  the  end  of  1970  there  were 
334,028  physicians  in  the  country. 
There  were  57,948  engaged  in  general 
practice.  77.214  in  medical  specialties. 
86,042  in  surgical  specialties,  and 
89,641. in  other  specialties.  Even  when 
we  consider  that  some  of  the  41,872 
internists  and  some  of  the  17,941 
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pred'iatricians  provide  primary  care, 
we  see  the  tremendous  imbalance  in 
primary  and  secondary  medical  care. 
These  figures  reveal  why  care  for  rare 
ailments  is  easier  to  arrange  than  for 
common  ones. 

Society  is  challenging  the  medical 
profession  to  organize  its  services,  to 
coordinate  generalist  and  specialist, 
and  to  utilize  efficiently  bed  and 
ambulatory,  acute  and  chronic,  diag- 
nostic, curative,  preventive,  and  reha- 
bilitative facilities. 

A considerable  part  of  the  circum- 
stance which  leads  to  demands  for 
change  is  the  high  cost  of  medical 
care.  Economists,  insurers,  and  legis- 
lators are  studying  the  problem  from 
all  sides.  Patients  are  feeling  the  pinch 
and  expressing  their  displeasure  in  no 
uncertain  terms. 

Change  is  dictated  by  differences  in 
the  character  of  the  illness.  Whereas  in 
the  not-so-distant  past,  most  patients 
died  with  acute  infectious  diseases, 
today’s  chief  causes  of  death  are 
chronic  illnesses.  The  major  killers — 
heart  disease,  vascular  problems  of  all 
kinds,  and  cancer — have  a course 
which  can  extend  over  years. 

Medical  care  must  increasingly  be 
delivered  in  an  office  setting  to 
ambulatory  patients  with  these  chronic 
illnesses  who  need  help  during  the 
phase  in  which  the  illness  is  passing. 
Hospitalization  is  usually  an  episode  in 
long-term  care  which  results  from  an 
acute  complication  or  a terminal 
event.  Many  symptoms  are  due  to  the 
stress  of  living  and  working  in  the 
highly  competitive  society  of  today. 
Tomorrow  the  practicing  physician 
will  spend  about  half  his  time  in  caring 
for  functional  overlay  and  problems  of 
adjustment  to  illness  and  stress. 

Solutions 

How  can  family  physicians  provide 
leadership  toward  meaningful  changes 
in  this  bewildering  set  of  circum- 
stances? The  competent  family  physi- 
cian can  demonstrate  that  he  is  the  ap- 
propriate individual  to  render  compre- 
hensive care  and  treat  at  least  80  per- 
cent of  the  ills  his  patienls  suffer.  The 
crying  need  is  to  get  more  family 
physicians  into  practice,  and  to  do  it 
soon!  If  all  our  medical  schools  will 
put  a priority  on  establishing  family 
practice  programs,  we  will  be  able  to 
provide  manpower  to  give  this 


comprehensive  care  to  an  increasing 
number  of  people. 

As  soon  as  more  people  are  happy 
with  their  health  care,  there  will  be  less 
unproductive  agitation  and  sniping  at 
the  whole  profession.  Patients  put  a lot 
of  importance  on  treatment  that  gets 
results.  They  also  appreciate  being  re- 
spectfully treated  as  individuals  and 
not  subjected  to  the  frustrations  of 
long  waits,  multiple  consultations,  and 
depersonalized  management  of  their 
illnesses.  Patient  satisfaction  will  ex- 
hibit itself  in  less  pressure  for  hasty, 
ill-conceived  legislation  in  the  area  of 
health  care.  It  will  reduce  practice 
costs  because  a happy  patient  does  not 
instigate  a malpractice  suit. 

Who  should  be  actively  involved, 
concerned,  contributing,  and  planning 
for  the  provision  of  health  care?  Prin- 
cipally, two  very  broad  categories  of 
concern;  namely,  organized  medicine 
and  the  community  itself,  with  all  its 
component  interests. 

Organized  Medicine’s  Role 

Let’s  consider  organized  medicine 
first,  since  it  represents  professional 
knowledge  and  knowhow.  In  most 
cases  we  will  be  concerned  with  the 
smallest  unit  of  organized  medicine 
which  is  the  county  medical  society, 
but  it  could  conceivably  be  the  state 
medical  society  depending  on  the  size 
and  circumstances  of  the  community 
under  consideration.  The  county  medi- 
cal society  must  begin  to  play  a dif- 
ferent role.  It  must  have  more  specific 
community  involvement  if  it  is  going 
to  justify  its  main  reason  for  being, 
namely  as  the  "guardian  of  its  people’s 
health.”  Every  county  society  should 
have  an  ongoing  study  of  the  total 
health  care  picture  of  its  community, 
not  just  the  current  situation,  but 
projections  for  the  future. 

There  should  be  population  studies, 
health  care  need  studies,  medical  man- 
power studies,  medical  facility  studies, 
present  and  projected  industrial 
studies,  economic  studies,  and  even 
ecological  and  pollution  studies.  They 
should  be  the  leaders,  they  should  be 
coordinators,  they  should  be  the  rec- 
ommenders,  and  they  should  be  the 
professional  voice  that  looks  out  for 
the  medical  care  needs  of  the  people. 
Armed  with  such  documentation,  in- 
volvement, concern,  and  authority, 
legislative  response  would  be  assured. 


Such  participation  by  county  and  i 
state  medical  societies  will  require  a j 
re-orientation,  a new  full-time  profes-  |j 
sional  approach,  a new  conviction  and  |» 
dedication  of  purpose.  The  hour  is  j. 
late;  we  don’t  have  much  time.  Every  j 
component  of  organized  medicine  is  |i 
going  to  have  to  find  the  means  to  as-  )- 
sure  that  every  physician  carries  his  j 
load  of  responsibility,  for  this  might  be  j' 
our  very  last  opportunity  for  independ-  ji 
ent  professional  participation  and  in-  [: 
fluence.  j 

i 

The  Medical  School’s  Role  | 

Medical  educators  as  a vital  compo-  ' 
nent  of  organized  medicine  are  going  j 
to  have  to  become  a more  integral  part  ) 
of  community  participation,  and  they  'Ij 
must  learn  to  adapt  themselves  better  i 
to  community  needs.  We  are  all  for  ac-  t 
ademic  freedom  of  our  medical 
schools,  but  at  the  same  time  and  ; 
without  any  risk  of  reducing  this  au- 
tonomy, medical  schools  are  public  in-  J 
stitutions  that  exist  to  fulfill  the  needs  j 
of  the  public  they  are  to  serve.  The  ; 
most  urgent  current  and  projected  I 
need  that  medical  schools  must  meet  ) 
more  effectively  is  to  increase  the  I 
overall  number  of  physicians  they  grad-  I 
uate,  and  more  specifically  they  must  | 
provide  the  academic  atmosphere  and  j 
interest  to  graduate  more  family  j 
physicians. 

1 am  talking  about  high  quality  grad-  !• 
uates,  I am  not  talking  about  reducing  \ 
quality.  The  schools  can  do  it.  Better  ; 
utilization  of  existing  facilities  and  ^ 
teachers  currently  available  would  in  it-  ‘ 
self  double  the  number  of  graduates.  To  f 
date  we  have  had  just  tokenism.  We  [. 
haven’t  really  made  any  meaningful  1 
dent  in  our  manpower  needs.  By  our 
failure  to  provide  adequate  numbers  of  ! 
fully  qualified  physicians  to  meet  the 
needs  of  our  people,  we  have,  by  ; 
default,  encouraged  the  proliferation  of 
various  cults  and  inferior  practitioners. 
Look  in  your  own  community  and  see  ' 
what  is  happening. 

There  are  from  two  to  five  fully 
qualified,  dedicated  medical  school 
candiates  for  each  currently  available 
place  in  our  medical  schools.  Many  of  : 
these  qualified  candidates  are  getting  a 
much  inferior  foreign  medical  school  [ 
education.  I ask  you  to  think  about  [ 
what  this  will  do  in  several  decades  to  j 
our  overall  quality  standards  of  medi-  ] 
cal  professionalism  in  this  country.  j 
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“ ■ We  are  the  most  affluent  medical 

* 1 educational  country  in  this  world,  with 
■|  the  greatest  educational  standards  and 
^ ' the  greatest  medical  knowhow,  but  we 

* are  failing  miserably  up  to  this  point  in 
producing  enough  physicians.  We 

’ must  reverse  this  failure  immediately.  I 
i concede  that  this  is  medical  school 
' business  and  that  medical  educators 
' are  best  qualified  to  handle  this  matter, 
but  I would  urge  the  educator  to 
honestly  share  his  problems  with  the 
practicing  community  of  physicians.  I 
would  further  urge  him  to  consider 
using  the  practicing  community  as 
qualified  spokesmen  to  seek  adequate 
funding  for  medical  schools  so  that 
they  can  increase  their  student  capaci- 
ty. It  is  imperative  that  the  academic 
and  practicing  components  of  or- 
ganized medicine  begin  to  work 
together  now  much  more  than  they 
: have  in  the  past. 

The  Medical  Student 

The  medical  student  is  another  vital 
part  of  organized  medicine  who  is 
demonstrating  increased  interest  and 
concern  for  participation  in  communi- 
ty affairs.  Look  at  their  involvement  in 
Appalachia,  in  MECO,  their  testimony 
in  congress  on  behalf  of  many  bills 
that  would  provide  medical  manpower 
in  the  community,  their  efforts  to  gain 
financial  support  for  the  needy 
student,  their  efforts  to  get  more  of  the 
minority  groups  into  medicine,  and 
their  increasing  success  in  influencing 
medical  school  curricula  toward  the 
end  point  of  making  medical  education 
more  meaningful,  useful,  and  prac- 
tical. 

Up  until  about  a year  ago,  the 
student  for  the  most  part  had  only 
verbal  or  academic,  or  at  best,  short- 
term direct  community  involvement. 
There  are  now  increasing  experiences 
to  show  that  the  student  is  committing 
himself  to  long-term  involvement  in 
response  to  community  needs  by  serv- 
ice instead  of  talk.  The  rest  of  us  in  or- 
ganized medicine,  along  with  the  com- 
munity, must  assist  him  to  fulfill  his 
desire  to  participate  by  including  him 
on  the  ground  floor  of  community 
health  planning. 

The  Community’s  Role 

Let  us  now  give  some  attention  to  the 
responsibilities  of  the  community  in  the 
provision  of  health  care.  For  the  most 
part,  the  community  has  not  been  in- 


volved but  has  depended  on  organized 
medicine  to  provide  medical  care.  In- 
volvement by  a typical  community  oc- 
curred when  the  community  lost,  or 
was  about  to  lose,  its  last  doctor.  It  was 
then  that  a committee  of  citizens  would 
be  formed  to  communicate  with  the 
State  Medical  Society  and  the  AM  A ad- 
vising them  of  their  needs  and  asking 
them  to  place  an  ad  in  their  publica- 
tions. More  enterprising  or  more  des- 
perate communities  would  build  a facil- 
ity to  attract  physicians.  Other  commu- 
nity action  resulted  in  the  building  of 
hospitals  to  fulfill  their  primary  need. 

We,  as  representatives  of  organized 
medicine  and  as  practicing  physicians 
in  the  community,  must  apprise  the 
community  leaders  of  the  value  of 
planning  for  the  health  care  of  the 
community,  just  as  they  plan  for 
streets,  water,  and  sewage. 

Every  community  must  look  at  its 
medical  manpower  situation  as  it  is 
today.  They  must  project  what  it  will 
be  like  in  five  to  ten  years.  They 
should  not  feel  complacent  if  their  sit- 
uation seems  to  be  adequate  now. 
They  must  look  at  the  age-grouping  of 
their  existing  medical  manpower  and 
review  the  numbers  of  recent  additions 
or  replacements.  They  must  provide 
their  own  incentives,  professional  and 
social.  They  must  not  rely  on  some- 
body else  or  some  other  place  to 
provide  their  medical  manpower  for 
them. 

The  Physician’s  Assistant 

Due  to  the  lack  of  an  adequate 
supply  of  medical  manpower,  and  in 
an  attempt  to  extend  the  arm  of  the 
practicing  physician,  a new  category  of 
health  manpower  is  being  proposed, 
namely  the  physician’s  assistant.  Or- 
ganized medicine  and  the  community 
are  going  to  have  to  take  a long, 
careful  look  to  understand,  to  define, 
and  to  control  this  unknown  stam- 
peding phenomenon.  Unless  we,  and 
others  who  are  interested,  can  put 
much  needed  sense  into  this  new  cate- 
gory of  health  manpower,  we  might 
find  a situation  creating  the  greatest 
confusion  ever  experienced  in  the 
health  care  field. 

The  proposed  mission  of  the 
physician’s  assistant  is  to  provide, 
under  the  direction  and  supervision  of 
a licensed  physician,  those  evaluative. 


diagnostic,  and  therapeutic  tasks  and 
functions  traditionally  performed  only 
by  the  physician.  This  will  allow  the 
physician  to  extend  his  services  under 
any  economic  or  organizational 
delivery  system  to  a greater  population 
base  through  the  more  effective  use  of 
his  knowledge,  skills,  and  abilities.  The 
addition  of  this  new  health  profes- 
sional is  an  attempt  to  bring  high  level 
personal  medical  care  to  all  citizens 
through  an  extension  of  services  of  the 
primary  physician,  not  an  attempt  to 
give  second-rate  care  to  some  citizens 
by  providing  physician  substitutes. 

The  evidence  supporting  the  need 
for  additional  primary  physicians  h.as 
been  well  documented.  There  is  no 
question  whatsoever  that  the  major 
need  is  for  an  increase  in  availability 
and  accessability  of  primary  health 
care  services.  This  need  must  be  met 
(1)  by  increasing  the  number  of 
primary  physicians,  and  (2)  by  increas- 
ing the  productivity  of  primary 
physicians  by  creating  training  oppor- 
tunities for  assistants. 

We  do  not  favor  licensure  of  the 
physician’s  assistant,  but  we  do  favor 
their  national  accreditation.  Next  to 
licensure,  the  worst  thing  that  could 
happen  is  to  have  each  state  set  up  its 
own  different  controlling  laws  in  regard 
to  the  physician’s  assistant. 

If  time  proves  that  the  physician’s  as- 
sistant is  a necessary,  new  entity  of 
health  care,  then  organized  medicine 
and  medical  educators  must  urge  soci- 
ety to  bring  about  the  necessary  legal 
status  of  this  new  category  of  health 
care. 

I feel  that  even  if  we  ever  have 
enough  practicing  physicians,  and  1 
don’t  believe  we  ever  will,  we  are  going 
to  need  to  learn  to  use  assistants  in  our 
practice  to  a greater  degree  than  we 
have  to  date.  If  we,  as  physicians,  are 
going  to  use  our  time  in  the  area  of  pro- 
fessional skills  more  fully,  there  is  al- 
ready sufficient  momentum,  interest, 
and  need  to  conclude  that  there  will  be 
a category  of  physician’s  assistant.  It 
behooves  us  as  representatives  of  the 
medical  profession  and  organized  med- 
icine to  provide  the  leadership  and 
guidance,  to  provide  the  best  possible 
physician’s  assistants.  You,  as  a present 
or  potential  employer  of  the  physician’s 
assistant,  and  members  of  society  will 
have  to  determine  whether  there  is  a 
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place  for  this  new  category  of  health 
manpower. 

In  July  of  last  year,  a survey  was 
made  of  operational  programs.  There 
were  twenty-four  programs  identified 
as  operational.  Training  periods  range 
from  twelve  months  to  two  years.  The 
total  numbers  graduated  as  of 
December  1971  was  184;  forty-one 
were  employed  in  offices,  seventy-two 
in  institutions,  and  1 16  was  the  grand 
total  employed  in  all  settings.  There 
seems  to  be  a lot  more  commotion 
being  engendered  than  the  totals 
providing  services  could  justify.  There 
seem  to  be  some  individuals  and  some 
institutions  in  the  physician’s  assistant 
movement  whose  motivation  seems  to 
be  for  personal  or  institutional  self- 
aggrandizement  or  gain  because  of  the 
prospective  funding  that  seems  to  be  so 
readily  available  for  these  projects.  This 


unfortunate  fact  should  not,  however, 
cloud  or  discourage  many  other  indi- 
viduals and  institutions  whose  con- 
tribution in  this  area  are  sincere  and  of 
the  highest  caliber  of  quality. 

The  Physician’s  Role 

The  participation  of  the  citizen  and 
the  patient  in  matters  of  health  care 
for  the  community  is  essential.  Some, 
however,  have  used  this  opportunity  of 
citizen  participation  on  health  matters 
as  a launching  platform  for  all  sorts  of 
social  reforms.  I am  sure  that  many  of 
you  have  participated  in  such  en- 
counters with  a great  deal  of  frustra- 
tion. Let  us  encourage  .the  community 
to  select  informed  participants  who 
understand  the  mission,  who  have 
knowledge  in  health  affairs,  and  who 
will  contribute  constructively.  Let  us 


encourage  the  community  to  discour- 
age the  appointment  of  uninformed 
political  figures,  known  obstruc- 
tionists, and  “nice  guys”  who  contrib- 
ute nothing  and  give  a false  sense  of 
community  representation. 

There  is  sufficient  historical  docu- 
mentation in  this  country  to  discour- 
age a one  system  approach  to  commu- 
nity health  care.  Our  geography,  our 
needs,  our  traditions,  our  people,  are 
not  a one  system  people.  Lets  go  about 
tailoring  systems  that  are  responsive  to 
our  own  local  needs.  Lets  guarantee 
our  people  that  we,  as  representatives 
of  organized  medicine,  will  be  in  there 
planning  with  them.  We  must  have  an 
unquivering  dedication,  for  we  are  the 
most  qualified  to  assist  them  and  their 
communities  in  the  provision  of  the 
best  possible  health  care  for  now  and 
for  the  future.  □ 


new  mennbers 

LACKAWANNA  COUNTY: 

Robert  E.  Farrell,  M.D.,  201-6  Medical  Arts  Bldg.,  Scranton 
18503. 

Richard  N.  Boas,  M.D.,  108  Greenbrier  Ave.,  Clarks  Green 
18411. 

LANCASTER  COUNTY: 

Robert  J.  Gottlieb,  M.D.,  822  Marietta  Ave.,  Lancaster  1 7603. 

David  M.  Dunfee  III,  D.O.,  561  W.  Main  St.,  New  Holland  1 7557. 

J.  Kenneth  Brubaker,  M.D.,  Lancaster  General  Hospital, 
Lancaster  1 7604. 

LEHIGH  COUNTRY: 

Barnett  J.  Junker,  M.D.,  Coffeetown  Rd.,  R.D.  4,  Easton  18042. 

LYCOMING  COUNTY: 

Herman  W.  Rannels,  M.D.,  777  Rural  Ave.,  Williamsport  1 7701 . 

MERCER  COUNTY: 

William  E.  Brown,  M.D.,  1260  E.  State  St.,  Sharon  16146. 

PHILADELPHIA  COUNTY: 

Khorshed  S.  Karanjia,  M.D.,  4817  Hutchinson  St.,  Philadelphia 
19141. 

Harry  H.  Ko,  M.D.,  1135  Englewood  St.,  Philadelphia  1 91 1 1 . 

Richard  J.  Winkle,  M.D.,  8350  Roosevelt  Blvd.,  Philadelphia 
19115. 

Thomas  E.  Strax,  M.D.,  8109  Fairview  Rd.,  Elkins  Park  191 17. 

Fredric  D.  Burg,  M.D.,  1 Country  Club  Rd.,  Phoenixville  19460. 

Eriberto  T.  David,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Elvessa  P.  Cepeda,  M.D.,  734  Grant  Rd.,  Folcroft  1 9032. 

Vijaysinh  K.  Gohel,  M.D.,  32  Imperial  Dr.,  Cherry  Hill,  N.J., 
08034. 

Phillip  J.  Donovan,  M.D.,  1326  Prospect  Hill  Rd.,  Villanova 
19085. 

Max  Gilbert,  D.O.,  10101  Academy  Rd.,  Philadelphia  19114. 

Wilfredo  M.  Mediano,  M.D.,  2104-D  Karen  Dr.,  Yeadon  19050. 

Timothy  J.  Michals,  M.D.,  152  W.  Queen  Lane,  Philadelphia 
19144. 

Michael  H.  Mitchell,  M.D.,  Medical  College  of  Pennsylvania, 
Philadelphia  191 29. 

Kenneth  H.  Leese,  M.D.,  20  Strathmore  Dr.,  Cherry  Hill,  N.J. 
08034. 


Donald  N.  Mangarvite,  M.D.,  841  Guenther  Ave.,  Yeadon 
1 9050. 

A.  Moneim  A.  Fadali,  M.D.,  Temple  University  Hospital, 
Philadelphia  19140. 

Harry  S.  Goldsmith,  M.D.,  815  Parkes  Run  Lane,  Villanova 
19085. 

Carlos  Gonzalez,  M.D.,  230  N.  Broad  St.,  Philadelphia  19107. 

SCHUYLKILL  COUNTY: 

Roy  C.  Green,  M.D.,  1 34  W.  Main  St.,  Girardviile  1 7935. 

WESTMORELAND  COUNTY: 

Subrata  P.  Barua,  M.D.,  224  Fifth  Ave.,  McKeesport  15132. 

Farouk  M.  Georgy,  M.D.,  426  Hartford  Sq.,  Lower  Burrell 
1 5068. 

Erson  L.  Religiose,  M.D.,  61 8 Jefferson  Ave.,  Jeannette  15644. 

Malcolm  S.  Weiss,  M.D.,  1295  Grand  Blvd.,  Monessen  15062. 

Chikkanarasappa  Mahalingappa,  M.D.,  Monsour  Hospital, 
Jeannette  15644. 

Robert  R.  Lafontant,  M.D.,  Eastwood  Professional  Bldg.,  Pellis 
Rd.,  Greensburg  15601. 

meetings 

AUGUST 

American  Hospital  Association,  August  7-10,  Palmer  House, 
Chicago.  Contact:  Madison  B.  Brown,  M.D.,  840  N.  Lake 
Shore  Dr.,  Chicago  6061 1. 

National  Medical  Association,  August  13-17,  Muehibach 
Hotel,  Kansas  City,  Mo.  Contact:  Mr.  Robert  D.  Watkins, 
1717  Mass.  Ave.,  NW,  Washington,  D.C. 

International  Society  on  Thrombosis  and  Haemostasis, 
August  22-26,  Mayflower  Hotel,  Washington,  D.C.  Con- 
tact: Harold  R.  Roberts,  M.D.,  Box  630,  Chapel  Hill,  N.C. 
27514. 

American  Physiological  Society,  August  27-  Sept.  1,  Penn 
State  University,  University  Park,  Pa.  Contact  R.G. 
Daggs,  Ph.D.,  9650  Rockville  Pike,  Bethesda,  Md.  20014. 

American  Association  of  Blood  Banks  and  International  So- 
ciety of  Blood  Transfusion,  August  27-  Sept.  2,  Sheraton 
Park  Hotel,  Washington,  D.C. 
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Official  Call  to  the  1972  Annual  Session 
PMS  House  of  Delegates 


The  1972  Annual  Session  of  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  will  convene  in  the  Cabaret  of  the  Host  Farm  Resort  Motel, 
Lancaster,  Tuesday,  October  24,  1972  at  1:00  p.m.  The  second  session  of 
the  House  of  Deiegates  is  scheduled  for  Wednesday,  October  25,  1972  in 
the  Cabaret,  beginning  at  2:30  p.m.  The  third  and  concluding  session  of  the 
House  will  begin  Thursday,  October  26,  1972  in  the  Cabaret,  beginning  at 
9:00  a.m. 


j Elections 

A special  election  will  be  held  during  the  second  session 
of  the  House,  Wednesday  afternoon,  October  25,  1972  to 
fill  the  vacancy  in  the  office  of  president-elect  created  by 
the  death  of  Park  M.  Horton,  M.D.,  Susquehanna  County. 
The  newly  elected  president-elect  will  then  be  installed  as 
president  at  the  State  Dinner  Meeting  that  evening 
(Wednesday,  October  25,  1972). 

Regular  elections  will  also  be  held  at  the  second  session, 
Wednesday  afternoon,  October  25,  1972,  as  called  for  in 
Standing  Rule  No.  I of  the  House  of  Delegates.  Among  the 
i general  officers  to  be  elected  by  the  1972  House  of  Dele- 
gates will  be; 

A president-elect,  four  vice-presidents,  a secretary,  a 
speaker  of  the  House  of  Delegates,  and  a vice-speaker  of  the 
House  of  Delegates. 

A trustee  and  councilor  for  the  Seventh  Councilor  Dis- 
trict, to  serve  five  years  to  succeed  Robert  S.  Sanford, 
M.D.,  Tioga  County,  who  is  not  eligible  for  re-election, 
having  served  two  terms  of  five  years. 

A trustee  and  councilor  for  the  Tenth  Councilor  District, 
to  serve  five  years  to  succeed  William  J.  Kelly,  M.D., 
Allegheny  County,  who  is  eligible  for  re-election. 

A trustee  and  councilor  for  the  Twelfth  Councilor  Dis- 
trict, to  serve  for  five  years  to  succeed  Orlo  G.  McCoy, 
M.D.,  Bradford  County,  who  is  eligible  for  re-election 
i having  served  one  year  of  the  unexpired  term  of  Park  M. 
I Horton,  M .D.,  Susquehanna  County. 

Also  to  be  elected  for  a two-year  term  beginning  January 
1,  1973  will  be  six  delegates  and  six  alternate  delegates  to 

Special  Notice 

Secretary’s  Note:  Members  are  alerted  to  the  amendments 
on  pa^e40  to  the  Constitution  creating’  a new  office  of  vie e- 
I president,  who  accedes  to  the  office  of  president-elect  and 
I then  to  the  office  of  president.  Should  these  amendments  he 
adopted  on  Wednesday,  October  25,  1972,  the  House  would 
he  in  a position  to  elect  a vice-president  who  would  accede 
to  the  office  of  president-elect  in  1973-74  and  to  the  office 
of  President  in  1974-75. 


the  American  Medical  Association.  Delegates  whose  terms 
expire  December  31,  1972,  are:  William  A.  Barrett,  M.D., 
Allegheny  County;  Park  M.  Horton,  M.D.,  Deceased;  Ed- 
mund L.  Housel,  M.D.,  Philadelphia  County;  William  A. 
Limberger,  M.D.,  Chester  County;  William  Y.  Rial,  M.D., 
Delaware  County;  and  William  B.  West,  M.D.,  Huntingdon 
Countv. 

Alternate  delegates  whose  terms  expire  December  31, 
1972  are:  R.  William  Alexander,  M.D.,  Berks  County; 
Jerome  Chamovitz,  M.D.,  Allegheny  County;  Leo  C.  Ed- 
dinger,  M.D.,  Lehigh  County;  Raymond  C.  Grandon, 
M.D.,  Dauphin  County;  George  A.  Rowland,  M.D., 
Columbia  County;  and  R.  Robert  Tyson,  M.D., 
Philadelphia  County. 

As  directed  by  Chapter  XIV,  Section  2(e)  of  the  By-Laws, 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the 
AMA  makes  the  following  nominations  for  two-year  terms 
commencing  January  1,  1973  for  delegates  to  succeed 
themselves:  William  A.  Barrett,  M.D.,  Allegheny  County; 
Edmund  L.  Housel,  M.D.,  Philadelphia  County;  William  A. 
Limberger,  M.D.,  Chester  County;  William  Y.  Rial.  M.D., 
Delaware  County;  and  William  B.  West,  M.D.,  Huntingdon 
County. 

To  fill  the  unexpired  term  (December  31,  1972)  created 
by  the  death  of  Park  M.  Horton,  M.D.,  and  to  serve  as  a 
new  delegate  commencing  January  I,  1973,  the  committee 
nominates  Raymond  C.  Grandon,  M.D.,  Dauphin  County. 

To  fill  the  unexpired  term  created  by  the  election  of  Rus- 
sell B.  Roth,  M.D.,  as  president-elect  of  the  American  Med- 
ical Association,  the  committee  nominates  Wilbur  E.  Flan- 
nery, M.D.,  Lawrence  County,  as  a delegate  whose  term 
will  expire  December  31,  1973. 

To  fill  the  unexpired  term  as  an  alternate  delegate  created 
by  the  elevation  of  Dr.  Flannery  to  delegate,  the  committee 
nominates  David  J.  Keck,  M.D.,  Erie  County,  whose  term 
will  expire  December  31,1 973. 

The  committee  makes  the  following  nine  nominations 
for  six  alternate  delegates  for  two-year  terms  commencing 
January  1,  1973:  R.  William  Alexander,  M.D.,  Berks 
County;  Harry  V.  Armitage,  M.D.,  Delaware  County; 
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Jerome  Chamovitz,  M.D.,  Allegheny  County;  Leo  C.  Ed- 
dinger,  M.D.,  Lehigh  County;  Kenneth  L.  Cooper,  M.D., 
Lycoming  County;  Raymond  R.  Curanzy,  M.D.,  Lebanon 
County;  RobertN.  Moyers,  M.D.,  Crawford  County;  George 

A.  Rowland,  M.D.,  Columbia  County;  and  R.  RobertTyson, 
M.D.,  Philadelphia  County. 

Also  to  be  elected  will  be  two  members  to  serve  for  three 
years  on  the  Committee  to  Nominate  Delegates  and  Alter- 
nates to  the  American  Medical  Association  to  succeed  John 

B.  Montgomery,  M.D.,  Philadelphia,  and  Edgar  W.  Meiser, 
M.D.,  Lancaster,  whose  terms  expire  and  who  are  eligible 
to  succeed  themselves. 

Also  to  be  elected  will  be  two  members  of  the  Judicial 
Council  to  serve  for  terms  of  three  years  to  succeed  Russell 
B.  Roth,  M.D.,  Erie,  and  John  B.  Montgomery,  M.D., 
Philadelphia,  both  of  whom  are  eligible  to  succeed  them- 
selves for  three-year  terms.  As  directed  by  Article  IX,  Sec- 
tion 5 of  the  Constitution,  the  Board  of  Trustees  nominates 
the  following  members  for  the  vacancies  on  the  Judicial 
Council:  for  the  office  now  held  by  Russell  B.  Roth,  M.D., 
the  Board  nominates  Hunter  S.  Neal,  M.D.,  Delaware;  Rus- 
sell B.  Roth,  M.D.,  Erie;  and  Arthur  R.  Wilson,  M.D., 
Armstrong.  For  the  office  now  held  by  John  B.  Mont- 
gomery, M.D.  the  Board  nominates  Charles  A.  Bikle,  M.D., 
Franklin;  George  E.  Farrar,  Jr.,  M.D.,  Philadelphia;  and 
John  B.  Montgomery,  M.D.,  Philadelphia. 

Also  to  be  elected  is  a district  censor  from  each  compo- 
nent county  medical  society  to  serve  for  one  year  following 
the  close  of  the  1972  House  of  Delegates  session. 

The  component  county  medical  societies  have  submitted 
the  following  nominations  for  District  Censor: 

Adams,  James  H.  Allison;  Allegheny,  Robert  A.  Schein; 
Armstrong,  Arthur  R.  Wilson;  Beaver,  Herman  Bush;  Bed- 
ford, William  E.  Palin;  Berks,  Eugene  Mendelsohn;  Blair, 
John  W.  Hurst;  Bradford,  Willis  A.  Redding;  Bucks, 
Stanley  F.  Peters;  Butler,  Robert  C.  McCorry;  Cambria, 
Warren  F.  White;  Carbon,  James  Farr;  Centre,  H.  Richard 
Ishler;  Chester,  Grant  W.  Bamberger;  Clarion,  Theodore  R. 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  Robert  E. 
Drewery;  Columbia,  James  F.  Youngkin;  Crawford,  David 
D.  Kirkpatrick  Jr.;  Cumberland,  Hans  S.  Roe;  Dauphin, 
Nathan  Sussman;  Delaware,  Richard  H.  Flandreau;  Elk- 
Cameron,  John  T.  McGeehan;  Erie,  Robert  L.  Loeb; 
Fayette,  Harold  L.  Wilt;  Franklin,  Albert  W.  Freeman; 
Greene,  William  W.  Bartholomew;  Huntingdon,  Thomas  R. 
Mainzer;  Indiana,  Herbert  L.  Hanna;  Jefferson,  Fred  E, 
Murdock;  Lackawanna,  Anthony  J.  Cummings;  Lancaster, 
William  H.  Schaeffer;  Lawrence,  Gerald  H.  Weiner; 
Lebanon,  C.  Ray  Bell,  Jr.;  Lehigh,  Frederick  R.  Bausch,  Jr.; 
Luzerne,  John  J.  Gill;  Lycoming,  Wilfred  W.  Wilcox; 
McKean,  Ralph  E.  Hockenberry;  Mercer,  Frank  E. 
McElree;  Mifflin-Juniata,  John  R.W.  Hunter,  Jr.;  Monroe, 
John  L.  Rumsey;  Montgomery,  Rudolph  K.  Glocker;  Mon- 
tour, Isaac  L.  Messmore;  Northampton,  Walter  J.  Filipek; 
Northumberland,  J.  Mostyn  Davis,  Jr.;  Perry,  Frank  A. 
Belmont;  Philadelphia,  Charles  M.  Thompson;  Potter,  Rob- 
ert S.  Sanford;  Schuylkill,  Joseph  T.  Marconis;  Somerset, 
Alexander  Solosko;  Susquehanna,  Raymond  C.  Davis; 
Tioga,  James  L.  Wilson;  Union,  entitled  to  one  nominee; 
Venango,  Nicholas  J.  Pozza;  Warren,  Donald  J.  Furman; 
Washington,  Herbert  J.  Levin;  Wayne-Pike,  Emil  T. 
Niessen;  Westmoreland,  Leslie  S.  Pierce;  Wyoming,  John  S. 


Rinehimer,  Jr.;  York,  William  C.  Langston. 

Proposed  Amendments  to  the  Constitution  and  By-Laws 
Printed  below  is  the  text  of  the  amendments  to  the  Con-- 
stitution  and  By-Laws  which  are  being  proposed  by  the' 
Committee  on  Constitution  and  By-Laws. 

ne 

Subject  One  J 

I.  Subject;  Creation  of  a new  class  of  membership  in  the  State  t 2 
Society  for  medical  students,  in  response  to  a recommen- 
dation of  George  P.  Rosemond,  M.D.,  president. 

Constitution  "1 

Article  IV.  - Membership  f' 

Add  a new  Section  7 entitled  “Student  Members” 

Section  7.  Student  Members- — Full-time  students  enrolled  in  i 
accredited  schools  of  medicine  and  osteopathy  in  Pennsyl- 
vania, whether  or  not  holding  an  unrestricted  license  to  prac- 
tice medicine  and  surgery  in  Pennsylvania,  shall  have  the  ' 
right  to  vote  and  hold  office  provided  they  pay  the  prescribed  - 
annual  Student  Member  assessment.  An  appropriate  official  i 

of  their  above  school  shall  certify  the  fact  that  they  are  a 
student  in  good  standing  to  the  office  of  the  Executive  ^ 
Director  of  the  State  Society  on  forms  provided  by  the  Soci- 
ety.  A person  may  be  a Student  Member  of  this  Society 
without  the  necessity  of  being  a member  of  a county  medical 
sociery.  The  annual  assessment  of  Student  Members  shall  be 

10  percent  of  the  annual  assessment.  Student  Members  shall 
have  aU  the  rights  and  privileges  of  active  membership  except 
that  they  and/or  their  relatives  or  heirs  shall  not  be  eligible 
for  medical  benevolence.  Student  Members  shall  be  exempt 
from  the  continuing  education  requirement. 

Old  Section  7 becomes  new  Section  8; 

Old  Section  8 becomes  new  Section  9; 

Old  Section  9 becomes  new  Section  10; 

Old  Section  10  becomes  new  Section  1 1 ; 

Old  Section  1 1 becomes  new  Section  12. 

Article  VI.  - House  of  Delegates 
New  Section  3.  - Student  Delegates 
There  shall  be  Student  Delegates  in  the  House  of  Delegates 
elected  as  follows.  Each  medical  school  and  school  of  os- 
teopathy  in  Pennsylvania,  having  at  least  one  student  who  is  a 
Student  Member  of  the  Pennsylvania  Medical  Society,  shall 
be  entitled  to  one  delegate  in  the  House  of  Delegates. 

In  addition,  each  above  school  shall  be  entitled  to  one  dele- 

gate for  each  one  hundred  student  members  of  the  Pennsyl- 
vania Medical  Society  in  its  school  and  any  fraction  thereof. 
AH  such  delegates  must  be  Student  Members  of  the  Pennsyl- 

vania Medical  Society.  Each  school  shall  show  proof  that  its 
delegates  have  been  chosen  by  majority  vote  of  the  student 

members  of  the  Pennsylvania  Medical  Society  in  that  school. 

Old  Section  3 becomes  new  Section  4; 

Old  Section  4 becomes  new  Section  5. 

Add  a new  second  last  paragraph  to  new  Section  4.  Alter- 
nates. 

If  any  Student  Delegate  is  unable  to  serve  he  may  designate 
an  alternate  to  serve  in  his  place  provided  his  alternate  is  a 

Student  Member  of  the  Pennsylvania  Medical  Society  in 
good  standing  in  this  Society  and  is  from  his  school  and  the 
Secretary  of  this  Society  is  officially  notified. 

Note:  Material  which  is  underlined  is  being  added.  Materi- 
al which  is  enclosed  in  brackets  is  being  deleted. 
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Article  VII.  - Sessions  and  Assemblies. 

Section  2.  Special  Sessions 

“Special  sessions,  either  of  this  Society  or  of  the  House  of 
)'  Delegates,  may  be  requested  at  any  time  by  (a)  nine 
p members  of  the  Board  of  Trustees  and  Councilors,  or  (b) 

(forty  voting  members  of  the  House  of  Delegates,  or  (c)  two 
hundred  Active,  Senior  Active,  Intern^  [and/or]  Resident 
i and/or  Student  Members,...” 

Article  VIII.  - Board  of  Trustees  and  Councilors 
Section  2.  Composition 

"The  Board  of  Trustees  and  Councilors  shall  consist  of  the 
President,  the  President-Elect  and  the  Immediate  Past 
President,  ex-officio  with  the  right  *o  vote,  and  the  Speaker 
and  the  Vice-Speaker  of  the  House  of  Delegates,  ex-officio 
without  the  right  to  vote,  and  one  Active,  Senior  Active,  In- 
tern [or].  Resident  or  Student  Member  from  each  Council- 
or District  of  this  Society...” 

Article  X.  - Officers 
Section  2.  Qualifications 

"All  officers  of  this  Society  must  be  Active,  Senior  Active, 
Intern,  [or]  Resident  or  Student  Members,  except  that  the 
Treasurer  may  be  a corporation  or  an  employee  of  this  So- 
ciety...” 

Article  XI.  - Funds 
Section  1.  Annual  Assessment 

"Money  for  the  purposes  of  the  Society  shall  be  raised  by 
annual  assessment  payable  by  each  Active,  Senior  Active, 
Intern  [and].  Resident  and  Student  Member,  (a)  Senior  Ac- 
tive Members  shall  be  required  to  pay  only  50  percent  of 
the  annual  assessment.  Interns  [or]^  Residents  and/or 
Student  Members,  during  their  period  of  training  shall  be 
required  to  pay  only  10  percent  of  the  annual  assessment, 
provided  the  Component  Society  of  which  [each]  the  In- 
tern or  Resident  is  a member,  and  of  which  a Student 
Member  may  be  a member,  grants  a corresponding  reduc- 
tion in  its  annual  assessment.” 

Article  XV.  - Amendments 

"The  House  of  Delegates  may  amend  this  Constitution  at 
any  session  by  an  affirmative  vote  of  two-thirds  of  the  dele- 
gates present  provided  the  text  of  the  proposed  amendment 
has  been  (a)  submitted  not  less  than  four  months,  and  not 
more  than  fifteen  months,  prior  thereto,  to  a session  of  the 
House  of  Delegates,  or  to  the  Secretary  of  this  Society  by  (i) 

; the  Committee  on  Constitution  and  By-Laws,  if  the 
By-Laws  provide  for  such  a committee,  or  (ii)  fifteen  Ac- 
tive, Senior  Active,  Intern^  [and/or]  Resident  or  Student 
Members  of  this  Society,  whose  signatures  shall  be  ap- 
pended thereto,  and  (b)  at  least  two  months  prior  thereto, 
published  in  the  Journal  of  this  Society,  if  there  be  such, 
and  in  the  call  for  the  session.  The  House  of  Delegates  may 
determine  the  effective  date  of  any  amendment.” 

By-Laws 

Chapter  I.  - Membership 
Section  3.  - Admission  to  Membership 

(Add  a final  sentence)  Every  member  of  a Component  Soci- 
ety  eligible  to  become  a Student  Member  of  this  Society 
shall  become  such  upon  receipt  by  the  Executive  Director 
of  the  certification  required  by  Section  4 of  Chapter  XVI  of 
these  By-Laws  or  the  certification  called  for  in  Article  IV, 
Section  7 of  the  Constitution. 


Section  4.  - Limitation  on  Privileges  of  Membership 

"In  addition  to  the  limitations  on  the  rights  and  privileges 
of  membership  contained  in  the  Constitution  of  this  Society 
and  elsewhere  in  these  By-Laws,  neither  Affiliate  Members^ 
Student  Members  nor  Special  Student  Members  shall  be  en- 
titled to  the  benefits  of  any  Medical  Benevolence  or  similar 
fund  established  by  this  Society.” 

Section  5.  - Continuing  Medical  Education  Requirement 
(Add  a final  sentence)  Student  Members  and  Special 
Student  Members  are  exempt  from  the  Continuing  Medical 

Education  Requirement. 

Chapter  IX.  - Assessments  and  Funds. 

Section  1.  - Assessments 

"Each  Active,  Senior  Active,  Intern,  [and]  Resident  and 
Student  Member  of  this  Society  shall,  through  his  Compo- 
nent Society,  pay  his  annual  assessment  to  the  Executive 
Director  prior  to  March  1.  New  members  shall  pay  the  as- 
sessments in  the  same  manner  at  the  time  of  their  certifi- 
cations or  applications  for  membership.” 

Chapter  XVI.  - Component  Societies 
Section  3.  - Investigation  of  Applicants  for 
Membership 

"Remembering  that  the  Component  Society  is  the  [only] 
principal  portal  to  this  Society  and  to  the  American  Medi- 
cal Association,  each  Component  Society  shall  make  a thor- 
ough investigation  of  applicants  for  membership  therein, 
including  a formal  inquiry  to  the  Biographic  Department  of 
the  American  Medical  Association,  so  that  only  reputable 
physicians,  licensed  to  practice  their  profession  in  Pennsyl- 
vania, and  only  bona  fide  interns,  residents  and  students, 
may  be  admitted  to  active  membership  in  the  Component 
Society.  The  requirement  for  Student  Members  not  joining 
through  a county  society  are  set  forth  in  Article  IV,  Section 

7.” 

Section  4.  Membership  Records 

(Add  a new  (f).)  In  the  case  of  Student  Members,  certifying 
that  the  member  possesses  the  qualifications  of  such  mem- 
bership set  forth  in  Section  7 of  Article  IV  of  the  Constitu- 
tion. 

Chapter  III.  - House  of  Delegates 
Section  4.  - Credentials  of  Delegates 

"Prior  to  the  opening  of  any  session  of  the  House  of  Dele- 
gates, each  voting  delegate  and  each  alternate  delegate  shall 
deposit  with  the  Committee  on  Credentials  a certificate 
signed  by  the  President  and  Secretary  of  the  Component  So- 
ciety, or  any  two  officers  thereof  duly  authorized  by  its 
governing  board  to  sign  such  certificates,  under  the  seal  of 
the  same,  stating  that  he  has  been  legally  and  regularly 
designated  as  a voting  delegate  or  alternate  delegate  to  this 
Society.  Each  student  delegate  shall  deposit  with  the  Com- 
mittee on  Credentials  a certificate  signed  by  the  Secretary  of 
this  Society  that  he  is  a duly  certified  student  delegate  or  al- 
ternate  student  delegate  from  his  school.  ...” 

Chapter  XVI.  - Component  Societies. 

Section  10.  - Delegates  to  this  Society. 

Each  Component  Society  shall  at  some  meeting  held  prior 
to  June  I of  each  year  elect,  from  among  its  members  who 
are  Active,  Senior  Active,  Intern,  [or]  Resident  or  Student 
Members  of  this  Society,  delegates  and  alternates  to  the 
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House  of  Delegates  of  this  Society  in  accordance  with  the 
provisions  of  Article  VI  of  the  Constitution. 

Subject  Two 

II.  Subject:  Creation  of  the  office  of  Vice-President  who  au- 
tomatically accedes  to  President-Elect  and  a change  in  the 
titles  of  First  Vice-President,  Second  Vice-President,  Third 
Vice-President  and  Fourth  Vice-President  to  Assistant  Vice- 
Presidents. 

Article  V.  - Separation  of  Powers 

"(a)  As  a voting  member  of  the  House  of  Delegates  and  as 
(i)  a member  of  the  Judicial  Council,  or  (ii)  a member  of  the 
Board  of  Trustees  and  Councilors,  or  (iii)  President, 
President-Elect,  Vice-President,  Treasurer,  or  Secretary; 
or...” 

Article  VIII.  - Board  of  Trustees  and  Councilors 
Section  2.  Composition 

"The  Board  of  Trustees  and  Councilors  shall  consist  of  the 
President,  the  President-Elect,  the  Vice-President  and  the 
Immediate  Past  President,  ex-officio  with  the  right  to 
vote,...” 

Article  X.  - Officers 
Section  1.  Designations. 

"The  officers  of  this  Society  shall  be  a President,  a 
President-Elect,  a Vice-President,  four  Assistant  Vice- 
Presidents  [,  who  shall,  at  the  time  of  their  election,  be 
designated  First,  Second,  Third  and  Fourth  Vice-Presidents, 
respectively],  a Treasurer,  a Secretary,  a Speaker  and  a 
Vice-Speaker  of  the  House  of  Delegates,  as  many  District 
Censors  as  there  are  Component  Societies  and  such  Assist- 
ant Treasurers  and  Assistant  Secretaries  as  the  Board  of 
Trustees  and  Councilors  may  from  time  to  time  designate 
by  resolution.” 

Section  2.  Qualifications 

"All  officers  of  this  Society  must  be  Active,  Senior  Active, 
Intern,  [or]  Resident,  or  Student  Members,  except  that  the 
Treasurer  may  be  a corporation  or  an  employee  of  this  So- 
ciety. The  Speaker  and  Vice-Speaker  must  be  members  of 
the  House  of  Delegates  at  the  time  of  their  election.” 

[Section  3.  Term  of  President-Elect 
"A  President-Elect  shall  be  elected  annually  by  the  House 
of  Delegates.  He  shall  serve  as  President-Elect  until  the  first 
general  meeting  of  the  Annual  Session  of  the  Society  next 
ensuing  after  his  election  and  shall  become  President  on  his 
installation  at  such  meeting,  serving  thereafter  as  President 
until  the  installation  of  his  successor.  In  the  event  that  cir- 
cumstances beyond  the  control  of  this  Society  prevent  the 
holding  of  the  Annual  Session,  he  shall  assume  the  office  of 
President  at  the  previously  announced  time  for  the  Annual 
Session.”] 

Section  3.  Term  of  Vice-President,  President-Elect, 

and  President 

The  Vice-President  shall  be  elected  annually  by  the  House 
of  Delegates.  He  shall  serve  as  Vice-President  until  the  first 
general  meeting  of  the  Annual  Session  of  the  Society  next 
ensuing  after  his  election  at  which  time  he  automatically 
shall  accede  to  the  office  of  President-Elect.  He  shall  serve 
as  President-Elect  until  the  succeeding  Annual  Session,  at 
which  time  he  automatically  shall  accede  to  the  office  of 


President  and  shall  serve  as  President  until  the  installation  i 
of  his  successor.  In  the  event  that  circumstances  beyond  the  > 
control  of  the  Society  prevent  the  holding  of  the  Annual  i 
Session,  the  Vice-President  shall  automatically  accede  to 
the  office  of  President-Elect  and  the  President-Elect  shall 
automatically  accede  to  the  office  of  President  at  the 

previously  announced  time  for  the  Annual  Session. 

(This  amendment  shall  become  effective  immediately.) 

Section  4.  Terms  of  Other  Officers 

"Four  Assistant  Vice-President,  A Secretary,  a Speaker 
and  Vice-Speaker  of  the  House  of  Delegates,  and  the  Dis- 
trict Censors  shall  be  elected  annually  by  the  House  of  Del- 
egates, each  to  serve  until  the  end  of  the  next  Annual  Ses- 
sion of  the  House  of  Delegates  of  this  Society  or  until  his 
successor  is  elected  and  installed.  The  Treasurer  shall  be  ap- 
pointed annually  by  the  Boa.  d of  Trustees  and  Councilors.” 

[Section  5.  Successor  to  the  President 
If  the  office  of  President  becomes  vacant,  the  President- 
Elect  shall  immediately  become  President  and  shall  serve 
for  the  remainder  of  the  term  of  his  immediate  predecessor. 
If  a President-Elect  succeeds  to  the  presidency,  he  shall 
serve  as  President  until  the  second  Annual  Session  of  this 
Society  following  his  election  as  President-Elect.  If  there  is 
a vacancy  in  the  offices  of  both  President  and  President- 
Elect,  the  office  of  President-Elect  shall  remain  vacant  and 
the  Vice-President  with  the  highest  order  of  seniority  shall 
act  as  President  until  the  next  Annual  Session  of  this  Soci- 
ety, at  which  time  the  House  of  Delegates  shall  elect  an  eli- 
gible person  to  serve  as  President  until  the  following  Annu- 
al Session  of  this  Society.] 

Section  S.  Successor  to  the  President,  President-Elect 
and  Vice-President 

If  the  office  of  President  should  become  vacant,  the 
President-Elect  shall  immediately  become  President  and 
shall  serve  for  the  remainder  of  the  term  of  his  immediate 
predecessor.  If  a President-Elect  succeeds  to  the  presidency, 
he  shall  serve  as  President  until  the  second  Annual  Session 
of  this  Society  following  his  accession  as  President-Elect.  If 
the  office  of  President-Elect  becomes  vacant,  the  Vice- 
President  shall  immediately  become  President-Elect  and 
shall  serve  for  the  remainder  of  the  term  of  his  immediate 
predecessor.  If  the  office  of  Vice-President  becomes  vacant, 
such  shall  remain  vacant  until  the  next  Annual  Session  of 
this  Society  at  which  time  the  House  of  Delegates  shall  elect 
an  eligible  person  as  President-Elect  and  an  eligible  person 
as  Vice  President.  If  the  offices  of  both  President  and 
President-Elect  become  vacant,  the  Vice-President  shall  im- 
mediately  become  President  and  shall  serve  as  President 
until  the  second  Annual  Session  of  this  Society  following 
his  election  as  Vice-President.  If  the  offices  of  both 
President-Elect  and  Vice  President  become  vacant,  the 
Board  of  Trustees  shall  designate  from  among  the  Assistant 
Vice-Presidents  or  the  Board  of  Trustees  one  who  shall  act 
as  President-Elect  and  one  who  shall  act  as  Vice-President, 
each  of  whom  shall  so  act  until  the  next  Annual  Session  of 
this  Society,  at  which  time  the  House  of  Delegates  shall 
elect  an  eligible  person  as  PresTdent-Elect  and  an  eTrgibTe 

person  as  Vice-President.  If  the  offices  of  President, 

President-Elect  and  Vice-President  should  become  vacant, 

the  Board  of  Trustees  shall  designate  from  among  the  As- 
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‘;;sistant  Vice-Presidents  or  the  Board  of  Trustees  one  who 
^tshall  act  as  President,  one  who  shall  act  as  President-Elect, 
ilfand  one  who  shall  act  as  Vice-President,  each  of  whom  shall 

opso  act  until  the  next  Annual  Session  of  the  House  of  Dele- 

gates,  at  which  time  the  House  of  Delegates  shall  elect  an 
eligible  person  as  President,  an  eligible  person  as  President- 
Elect,  and  an  eligible  person  as  Vice-President. 

Should  the  President,  as  determined  by  the  Board  of 
Trustees,  be  incapacitated  or  unable  to  perform  the  duties 
of  his  office,  the  President-Elect  shall  act  in  his  stead. 
Should  the  President-Elect,  as  determined  by  the  Board  of 
■ Trustees,  be  incapacitated  or  unable  to  perform  the  duties 
of  his  office,  the  Vice-President  shall  act  in  his  stead. 
Should  both  the  President  and  the  President-Elect,  as  deter- 
mined by  the  Board  of  Trustees,  be  incapacitated  or  unable 
to  perform  the  duties  of  their  offices,  the  Vice-President 
shall  act  in  their  stead. 


By-Laws 

Chapter  IV.  - Elections 
Section  1.  - Ballot 

"[All]  Elections  shall  be  by  ballot  of  the  House  of  Dele- 
gates and  a majority  of  votes  cast  shall  be  necessary  to  elect, 
except  that  delegates  and  alternates  to  the  American  Medi- 
cal Association  and  the  Assistant  Vice-Presidents  shall  be 
elected  by  a plurality  vote.  If  the  ballot  for  Assistant  Vice- 
Presidents  results  in  a tie  [between  two]  among  five  or 
more  candidates,  the  House  of  Delegates  shall  elect  the  can- 
didates for  the  four  equal  offices  concerned  in  said  tie.” 
Chapter  VI.  - Officers. 

[Section  3.  - Vice-Presidents 

The  Vice-Presidents  should  assist  the  President  and 
President-Elect  in  the  performance  of  their  duties,  and  per- 
form such  other  duties  as  may,  from  time  to  time,  be  as- 
signed to  them  by  the  Board  of  Trustees  and  Councilors.] 
Section  3.  - Vice-President.  The  Vice-President  shall  assist 
the  President  and  the  President-Elect  in  the  performance  of 

their  duties,  and  perform  such  other  duties  as  may,  from 
time  to  time,  be  assigned  to  him  by  the  President.” 

"Section  4,  - Assistant  Vice-Presidents.  The  Assistant  Vice- 
Presidents  shall  perform  such  duties  as  may,  from  time  to 

time,  be  assigned  to  them  by  the  Board  of  Trustees  and 

Councilors. 

Old  Section  4 becomes  Section  5; 

Old  Section  5 becomes  Section  6; 

Old  Section  6 becomes  Section  7; 

Old  Section  7 becomes  Section  8; 

Old  Section  8 becomes  Section  9; 

Old  Section  9 becomes  Section  10; 

"Section  10.  - Execution  of  Documents.  The  Chairman  of 
the  Board  of  Trustees,  the  President,  [any  Vice-President] 
the  President-Elect,  the  Vice-President,  or  the  Treasurer...” 

By-Laws 

Chapter  XIV.  - Committees,  Administrative  Councils,  and 
Commissions 

Section  1.  - Appointment  of  Members,  Vacancies,  and 
Qualifications 

"(a)  Appointment  of  Chairmen.  Vice-Chairmen,  and 
members  of  Standing  Committees,  Administrative  Councils, 
and  Commissions.  All  such  appointments  shall  be  made  by 
the  President-Elect  at  least  ninety  days  prior  to  the  next  An- 


nual Session,  or  by  the  President  if  the  President-Elect  shall 
be  incapacitated  or  unable  to  perform  the  duties  of  his  of- 
fice  or  if  a vacancy  occurs  in  the  office  of  President-Elect 
before  all  appointments  are  made,  or  by  the  Vice-President 
if  both  the  President-Elect  and  the  President  be  incapaci- 
tated  or  unable  to  perform  the  duties  of  their  offices  or  if  a 

vacancy  occurs  in  both  of  the  offices  of  President  and 
President-Elect  before  all  appointments  are  made.  In 
making  appointments...” 

Chapter  XIV.  - Committees,  Administrative  Councils 
and  Commissions 

Section  1.  - Appointment  of  Members,  Vacancies 
and  Qualification 

"(d)  Qualification  for  Membership  on  Committees,  Ad- 
ministrative Councils  and  Commissions. 

(ii)  The  President,  the  President-Elect^  the  Vice-President 
and  jhe  members  of  the  Board  of  Trustees  and  Council- 
ors...” 

Subject  Three 

HI.  Subject:  Creation  of  a new  class  of  Affiliate  mem- 
bership for  physicians  in  active  practice  who  leave  the 
Commonwealth  but  wish  to  retain  some  ties  with  their 
county  medical  society. 

Article  IV.  - Membership 
Section  5.  Affiliate  Member 

(g)  Physicians  in  active  practice  who  move  out  of  the  Com- 
monwealth provided  they  concurrently  maintain  active 
membership  in  a county  medical  society  and  the  state  medi- 
cal  society  in  their  new  state  of  residence.  Such  out-of-state 
affiliate  members  shall  not  be  eligible  to  participate  in  in- 
surance  programs  endorsed  by  the  Pennsylvania  Medical 


Credentials  shall  remain  a seated  delegate  until  final  ad- 
journment of  that  Convention;  however,  if  such  delegate  is 
unable  to  be  present,  his  place  may  be  taken  during  the 
period  of  his  absence  by  a certified  alternate  and  further 
should  no  certified  alternate  be  present  then  a member  of 
his  component  society  may  be  seated  in  accordance  with 
Section  3 above,  ^voting  delegate  elected  as  Speaker  of  the 
House  during  any  session  thereof  may  be  immediately 
replaced  by  an  alternate  delegate,  and  the  Vice-Speaker,  if  a 


Society. 

Subject  Four 

IV.  Subject:  Provision  for  temporary  seating  of  Alternate 
Delegates  in  the  House  of  Delegates  to  conform  with  the 
Policy  of  the  AMA. 

Article  VI.  - House  of  Delegates 
Section  3.  Alternates 

(Third  paragraph)  “If  any  Component  Society  is  without 
any  duly  accredited  voting  member  of  the  House  of  Dele- 
gates at  any  session  thereof,  then  the  Active,  Senior  Active, 
Intern  [or].  Resident  or  Student  Member  or  Members  reg- 
istered...” 

Article  VI.  - House  of  Delegates 
Section  4.  Seating  of  Members 

"[When  any  member  of  this  Society  is  once  seated  as  a 
member  of  the  House  of  Delegates,  no  change  may  be  made 
in  his  status  during  the  session,  except  that  a]  A delegate 
whose  credentials  have  been  accepted  by  the  Committee  on 
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voting  delegate,  may  be  temporarily  replaced  by  an  alter- 
nate delegate  while  acting  as  Speaker.  Each  seated  member 
of  the  House  of  Delegates  shall  be  entitled  to  one  vote  and 
no  seated  member  of  the  House  of  Delegates  shall  be  per- 
mitted to  vote  for  any  other  seated  member.” 

Subject  Five 

V.  Subject:  Creation  of  a new  class  of  active  membership 
for  full-time  civilian  physicians  employed  by  all  federal 
agencies  and  regular  commissioned  military  and  public 
health  service  officers,  so  that  the  PMS  membership  catego- 
ries may  be  in  harmony  with  those  of  the  AMA. 

Article  IV.  - Membership 

Section  5.  - Full-Time  Federally  Employed  Physicians 
Full-time  civilian  physicians  employed  by  all  federal 
agencies  including  but  not  limited  to  the  Veteran’s  Ad- 

ministration, who  do  not  have  an  unrestricted  license  to 
practice  medicine  and  surgery  in  the  Commonwealth  of 
Pennsylvania,  and  regular  commissioned  medical  officers 
and  commissioned  medical  officers  of  the  reserve  compo- 
nents,  who  hold  the  degree  of  Doctor  of  Medicine  or  Bache- 

lor of  Medicine  or  Doctor  of  Osteopathy,  on  extended  ac- 
tive duty  (more  than  two  years)  with  the  United  States 
Army,  the  United  States  Navy,  the  United  States  Air  Force 
and  the  United  States  Public  Health  Service,  who  upon 
application  have  been  nominated  by  the  Surgeons  General 
of  their  respective  services,  may  become  Active  members  of 
the  Society  enjoying  all  the  rights  and  privileges  thereof 
provided  they  pay  the  annual  assessment. 

Old  Section  5 becomes  new  Section  6; 

Old  Section  6 becomes  new  Section  7; 

New  Section  7 becomes  new  Section  8; 

Old  Section  7 becomes  new  Section  9; 

Old  Section  8 becomes  new  Section  10; 

Old  Section  9 becomes  new  Section  1 1 ; 

Old  Section  10  becomes  new  Section  12; 

Old  Section  1 1 becomes  new  Section  13. 

Subject  Six 

VI.  Subject:  Specialty  representation  in  the  House  of  Dele- 
gates 

Constitution 

Article  VI.  - House  of  Delegates 
Section  2.  Composition 

“The  House  of  Delegates  shall  be  composed  of  (a)  delegates 
(or  their  alternates)  elected  by  the  Component  Societies  in 
the  proportion  of  one  delegate  for  every  one  hundred  or 
fraction  thereof  of  its  Active,  Senior  Active,  Intern  and 
Resident  Members  in  this  Society  whose  dues  are  paid  or 
excused  as  of  December  31  of  each  preceding  year,  whose 
term  of  office  shall  be  for  a term  of  one  year  or  for  a term 
in  excess  of  one  year  if  such  Component  Society’s  By-Laws 
provide  for  a longer  term  than  one  year  provided  that  at 
least  one  delegate  or  alternate  be  elected  by  such  Compo- 
nent Society  each  year,  and  whose  names  have  been  sub- 
mitted to  the  office  of  the  Executive  Director  of  the  Penn- 
sylvania Medical  Society  as  instructed  by  the  Executive 
Director,  and  in  January  of  each  year  the  Executive 
Director  of  the  Pennsylvania  Medical  Society  shall  certify 
to  each  Component  Socie.fy  the  number  of  delegates  to 
which  it  is  entitled  during  the  current  year;  (b)  the  secre- 
taries of  the  Component  Societies  in  office  at  the  time  of 


any  meeting  of  the  House  of  Delegates;  (c)  specialty  section 
m embers,  delegates  elected  by  the  American  Medical  Asso- 
ciation Board  certified  specialties  having  organized  societies 
in  Pennsylvania  on  the  basis  of  one  delegate  for  each  such 
specialty  society,  such  specialty  delegates  shall  be  Active, 
Senior  Active,  Intern,  Resident  or  Student  Members  in 

good  standing  in  this  Society;  (d)  special  student  members 
(or  their  alternates)  as  defined  in  Sections  [8]  10  and  [9]  12 
of  Article  IV;  and  [(d)]  (e)  ex-officio,  but  without  the  right 
to  vote,  the  Speaker  and  Vice-Speaker  of  the  House  of  Dele- 
gates, the  President,  President-Elect,  the  Vice-Presidents, 
the  Secretary,  the  Trustees  and  Councilors...” 

Section  3.  Alternates 

(Add  a new  second  last  paragraph  to  read:)  Specialty 
societies  shall  be  entitled  to  elect  at  the  time  of  electing 
their  delegate,  one  alternate.  Such  alternates  shall  be  Active, 
Senior  Active,  Intern,  Resident  or  Student  Members  in 

good  standing  in  this  Society. 

By-Laws 

Chapter  III.  House  of  Delegates 
Section  4.  - Credentials  of  Delegates 
“Prior  to  the  opening  of  any  session  of  the  House  of  Dele- 
gates, each  voting  delegate  and  each  alternate  delegate  shall 
deposit  with  the  Committee  on  Credentials  a certificate 
signed  by  the  President  and  Secretary  of  the  Component  So- 
ciety, or  any  two  officers  thereof  duly  authorized  by  its 
governing  board  to  sign  such  certificates,  under  the  seal  of 
the  same,  stating  that  he  has  been  legally  and  regularly 
designated  as  a voting  delegate  or  alternate  delegate  to  this 
Society.  Specialty  section  delegates  and  alternates  shall  de- 
posit with  the  Committee  on  Credentials  a certificate  signed 
by  the  President  and  Secretary,  or  any  two  officers  thereof 
duly  authorized  by  its  governing  board  to  sign  such  certifi- 
cates, of  their  respective  specialty  society  in  Pennsylvania, 
stating  that  said  persons  have  been  legally  and  regularly 
designated  as  that  society’s  voting  delegate  and  alternate  to 
this  society’s  House  of  Delegates.  Each  Special  Student 
Member  or  his  alternate  shall  deposit...” 

Subject  Seveo 

VH.  Seating  of  Alternates;  (Clarification  of  Article  VI,  Sec- 
tion 3,  giving  the  delegation  more  flexibility  in  seating  alter- 
nates.) 

Constitution 

Article  VI.  - House  of  Delegates 
Section  3.  Alternates  (first  paragraph) 
"Component  Societies  shall  be  entitled  to  elect  at  the  time 
of  electing  delegates  two  alternales-at-large  for  each  dele- 
gate, who  shall  take  office,  serve  for  the  term,  and  be  cer- 
tified to  the  office  of  the  Executive  Director,  as  set  forth  in 
Section  2 [,  and  such  certification  shall  set  forth  the  order 
in  which  such  alternates  are  to  be  seated  in  the  absence  of  a 
delegate.  In  the  event  of  a failure  to  designate  the  order  in 
such  certification,  the  alternates  shall  be  seated  to  serve  for 
absent  delegates  in  alphabetical  order] . Alternate  delegates 
shall  be  seated  as  determined  by  the  Chairman  of  the  dele- 
gation  from  each  county  society,  or  in  the  absence  of  the 

Chairman,  the  Secretary  of  the  county  society,  or  in  the  ab- 
sence of  either  of  these  by  the  Credentials  Committee.  No 
chairman  of  a delegation  shall  have  the  power  to  unseat  a del- 
egate involuntaril  y . 
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NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  PAIN 


ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif. 


STUART  PHARMACEUTICALS  | 


Division  of 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyi  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions;  Mild  leukopenia  has  been 
reported  during  Flagyi  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  Joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed. The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl"  (metronidazole) 


Manufactured  by  SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to; 

G.  D.  Searle  & Co.,  Medical  Deparfn  r:'.; 
P.  O.  Box  5110,  Chicago,  Illinois  60680 

Research  in  the  Service  of  ^^ediciny 

2‘ 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
trees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads have  been  demonstrated 
by  wet  smear  or  culture. 


Vlany  women  still  believe  that  a 
louche  is  a cure-al!  tor  vagina! 
secretions  and  malodor.  Mother 
alls  daughter  and  the  myth  is 
lerpetuated. 

Other  cosmetic  products  are  not 
nuch  better.  Though  they  may  be 
effective  in  some  minor  infections, 
hey  cannot  touch  the  real  medical 
iroblem,  which  very  often  is 
richomonal  vaginitis. 

Medicine’s  most  effective 
cure  for  trichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 
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Each  capsvile  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

P01ASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OFTHIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

*Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  Uver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
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Thiotic  Acid  Treatment  of  Acute  Mushroom  Poisoning 

ALBERT  J.  FINESTONE,  M.D.  RICHARD  BERMAN,  M.D.  BLAISE  WIDMER,  M.D.  JAY  MARKOWITZ,  M.D. 

Philadelphia 

ULRIC  J.  LAQUER,  M.D. 

Cape  May,  New  Jersey 

7 cases  of  acute  mushroom  poisoning  due  to  Amanita  Verna 
resulting  in  2 deaths  are  reported.  Thioctic  acid  was  used  in 
one  of  the  severe  cases  with  apparently  beneficial  results. 

Reports  of  the  use  of  this  drug  have  appeared  in  the  European 
literature  but  this  is  believed  to  be  the  first  reported  use  in  the 
American  literature. 


Fig.  1.  Amantia  verna  illustrating  volva  and  annulus  which  aids  in  identification. 


HE  PICKING  and  eating  of  wild 
mushrooms  is  not  an  uncommon 
practice,  especially  in  Europe,  but  in- 
creasingly in  the  United  States  as  well. 
Gourmets  prize  these  tasty  morsels  and 
articles  in  the  lay  press  have  promoted 
the  safety  and  ease  of  this  pursuit.  Un- 
fortunately, these  amateur  mycologists 
are  sometimes  unable  to  distinguish 
edible  from  toxic  varieties  and  lethal 
poisoning  is  well  described.  In 
November  1 970  such  a tragedy  took 
place.  Seven  people  ingested  varying 
amounts  of  what  was  later  identified  as 
Amanita  verna  resulting  in  four  severe 
poisonings  including  two  deaths.  It  is 
the  purpose  of  this  paper  to  describe 
these  cases  and  to  introduce  Thioctic 
Acid  as  a new  and  potentially  valuable 
treatment  in  this  condition.  This  is  the 


first  publication  describing  the  use  of 
this  drug  in  the  American  literature. 

Cases 

All  7 cases  resulted  from  an  ingestion 
occurring  on  November  I 5,  1 970.  The 
mushrooms  were  collected  from  a field 
in  Cape  May  County,  New  Jersey, 
where  these  families  had  picked 
mushrooms  for  many  years  before  with 
no  ill  effects.  They  were  cooked  in  a 
stew  and  varying  amounts  were  eaten 
by  tbe  7 victims  with  no  evidence  of 
toxicity  until  several  hours  later. 

Ca.se  I .,  C.B. — Approximately  nine 
hours  following  the  ingestion  of  the 
mushrooms,  this  35-year-old  white 
male  was  awakened  from  his  sleep  with 


severe  abdominal  pain,  nausea,  vo- 
miting and  finally,  massive  diarrhea. 
He  was  admitted  to  his  local  hospital 
and  given  intravenous  fluids  for  his 
dehydration.  After  five  days  of  treat- 
ment, his  liver  function  studies  showed 
rapid  deterioration  and  he  was  trans- 
ferred to  Temple  University  Hospital 
for  more  definitive  and  intensive  care. 

On  admission  the  following  pertinent 
physical  findings  were  noted.  The  tem- 
perature was  100.6°  rectally;  his  blood 
pressure  was  142/86;  pulse  was  104 
and  regular  with  his  respirations  at  20 
per  minute.  He  was  an  icteric, 
delirious,  white  male  with  dry,  flushed 
skin  and  dilated  pupils  unreactive  to 
light.  The  chest  was  clear  and  the  heart 
was  slightly  enlarged  with  a soft 
systolic  apical  murmur.  No  gallop  was 
present.  Abdominal  examination  re- 
vealed diffuse  tenderness  to  palpation 
and  decreased  bowel  sounds.  Neuro- 
logic examination  revealed  no  focal 
findings  and  no  asterixis.  The  rest  of 
the  physical  examination  was  not  re- 
markable. 

At  the  time  of  admission,  the  patient 
had  normal  serum  electrolytes;  BUN 
22  mgms%  and  a prothrombin  time  of 
less  than  10  percent  of  normal;  chest 
x-ray  was  within  normal  limits,  and 
the  electrocardiogram  revealed  evi- 
dence of  left  atrial  abnormality  and 
voltage  criteria  for  left  ventricular 
hypertrophy.  Initial  liver  function 
studies  revealed  his  albumin  to  be  3.1 
grams  %;  cholesterol  of  83mgms  %; 
total  bilirubin  7.6  mgms  %;  alkaline 
phosphatase  75  mu/ml  and  SGOT  of 
2272  mu/ml;  hemoglobin  was  15.1 
grams  % with  a hematocrit  of  46 
vol.%.  The  patient  was  started  on 
therapy  for  hepatic  encephalopathy 
with  neomycin,  hypertonic  glucose 
and  potassium  supplementation.  The 
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patient  was  also  given  infusions  of 
fresh  frozen  plasma  and  concentrated 
blood  factors  2,7,9,10  (Konyne'’)  to 
maintain  the  prothrombin  time  above 
25  percent  of  normal.  Approximately 
twelve  hours  after  institution  of  thera- 
py, the  patient  was  more  alert  and 
aware  of  his  surroundings.  However, 
over  the  first  four  days  of  hospital- 
ization, the  patient  continued  to  lapse 
in  and  out  of  hepatic  coma.  During 
this  same  period  of  time,  the  SCOT 
was  falling  after  peaking  to  2416  units 
on  the  second  day.  The  bilirubin  was 
rising,  while  the  albumin  and  alkaline 
phosphatase  were  stable  at  admission 
values.  Hepatomegaly,  ascites,  and  pe- 
ripheral edema  also  became  evident 
during  this  period  of  time.  On  the 
third  hospital  day,  Thioctic  Acid 
(Alpha-lipoic  acid)  was  made  avail- 
able and  the  patient  was  begun  on  300 
mgms  intravenously  over  24  hours. 
After  72  hours  at  this  dosage  it  was 
tapered  over  the  next  three  days  and 
was  discontinued  after  six  days  of  ther- 
apy. At  the  end  of  this  period  of  time, 
the  patient  was  tolerating  a low  protein 
diet,  had  a prothrombin  time  of  63% 
of  normal  without  plasma  infusions, 
and  SCOT  of  178  mu/ml,  bilirubin  of 
16.2  mgms  % and  improvement  in  his 
peripheral  edema  and  ascites. 

During  the  remainder  of  the  pa- 
tient’s hospitalization,  he  continued  to 
improve  and  was  able  to  tolerate  a 
normal  protein  intake  without  un- 
toward affects.  His  prothrombin  time 
returned  to  93%  of  normal;  his  SCOT 
had  fallen  to  102  units  and  his 
bilirubin  to  3.5  mgms  %.  Two  days 
prior  to  discharge,  the  patient  had  a 
percutaneous  liver  biopsy  which 
showed  hepatic  necrosis  with  repair. 
There  was  no  evidence  of  cirrhosis 
present.  The  patient  was  discharged  on 
no  drugs  or  dietary  restrictions  to  the 
care  of  his  family  physician. 

Case  2.,  T.B. — A 13-year-old  white 
female  who  developed  protracted  diar- 
rhea and  vomiting  twelve  hours  after 
ingestion.  The  patient  was  initially 
treated  with  sedation  and  antiemetics  at 
home,  but  when  her  symptoms  per- 
sisted she  was  hospitalized"  on  I 1/19/70. 
Physical  examination  revealed  a thin 
female  in  obvious  abdominal  distress. 
She  was  estimated  to  be  7 percent 
dehydrated;  pupils  were  dilated  with 
marked  scleral  icterus.  Skin  had  poor 


turgor  and  was  icteric;  lungs  were  clear; 
there  was  a regular  heart  rhythm  with  a 
sinus  tachycardia.  Examination  of  the 
abdomen  revealed  diffuse  tenderness, 
greater  in  the  RUQ;  there  was  no  or- 
ganmegaly.  Admission  laboratory  re- 
vealed a leukocytosis  of  21,220  with 
87%  segs,  13%  lymphs;  prothrombin 
time  was  less  than  10%.  Patient  did 
poorly  on  supportive  treatment  in- 
cluding intravenous  fluids  and  anal- 
gesia for  pain.  She  was  then  transferred 
to  St.  Christopher’s  Hospital  for 
children  on  1 1/20/70.  At  the  time  of  ad- 
mission to  St.  Christopher’s  she  was 
markedly  icteric  and  unresponsive  to 
pain.  There  was  a tachycardia  of  1 60  to 
190  with  a systolic  ejection  murmur 
heard  along  the  left  sternal  border. 
Normal  studies  included  hemoglobin, 
white  blood  count  and  differential, 
BUN,  electrolytes,  FBS,  urinalysis  and 
lumbar  puncture.  Blood  NH3  was 
slightly  elevated.  Partial  throm- 
boplastin time  and  prothrombin  time 
were  markedly  prolonged.  Shortly 
after  admission  the  patient  developed 
hematemesis  for  which  she  received  a 
total  of  700  cc  of  fresh  frozen  plasma. 
In  spite  of  adequate  hydration  the  pa- 
tient’s urine  output  began  to  decrease, 
and  approximately  four  hours  after  ad- 
mission there  appeared  prolongation 
of  the  QRS,  ST  elevation  and  recurrent 
bouts  of  ventricular  tachycardia.  By 
six  hours  after  admission,  the  patient 
had  fixed  dilated  pupils  and  was 
anuric.  During  the  subsequent  two 
hours  preceeding  death,  the  patient 
had  several  episodes  of  ventricular 
fibrillation  which  responded  to  electric 
shock.  She  terminally  went  into  asys- 
tole and  could  not  be  resuscitated. 

Post  mortem  findings  included  an 
enlarged  heart  with  subpericardial 

Dr.  Finestone  is  clinical  professor  of 
medicine  at  Temple  University 
Health  Sciences  Center  and  head  of 
the  diabetic  section  at  Episcopal 
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and  Widmer  are  medical  residents 
and  Dr.  Markowitz  is  a medical  in- 
tern at  Temple  University  Hospital, 
Philadelphia.  Dr.  Laquer  is  in  family 
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tribution of  Donald  M.  Simons, 
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hemorrhages  over  the  posterior  surface 
of  the  left  ventricle.  The  lungs  weighed 
1025  mg  (N-390),  were  icteric  and  had 
an  exudation  of  serous  yellow  stained 
fluid.  Spleen  was  enlarged  to  194  gm 
(N-93).  The  liver  was  enlarged  1275 
gm  (N-936)  with  a bright  yellow 
parenchyma.  The  kidneys  were  also  ic- 
teric and  enlarged  to  273  gm  (N-191). 
Microscopy  revealed  extensive  fatty 
infiltration  of  liver  and  kidney. 

Case  3.,GB — A 28-year-old  white  male 
of  American  Indian  ancestry  had  been 
taught  mushroom  picking  by  his 
parents.  He  had  picked  mushrooms  for 
eight  years  but  never  before  in  New 
Jersey.  Patient  was  awakened  from 
sleep  about  twelve  hours  after  ingestion 
with  symptoms  similar  to  the  others.  He 
was  admitted  to  his  local  hospital  forty- 
eight  hours  after  ingestion,  where  phys- 
ical examination  revealed  a thin  male  in 
acute  distress.  The  pupils  were  widely 
dilated  and  minimally  reactive  to  light. 
There  was  a sinus  tachycardia  of  150 
and  a diffusely  tender  abdomen. 
Neurologic  examination  revealed 
varying  levels  of  consciousness  with 
frequent  visual  hallucinations.  Perti- 
nent laboratory  data  revealed  a hemo- 
globin of  19.3  gms%,  WBC  13,600; 
Bun  65  mgms% ; prothrombin  time 
52%;  stool  was  4+  for  occult  blood; 
bilirubin  was  0.5  mgms;  SCOT  183 
mu/ml;  LDH  595  mu/ml;  alkaline 
phosphatase  4 mu/ml.  The  patient  ap- 
peared to  initially  improve  with  cor- 
rection of  his  dehydration  and  was 
eating  two  days  after  admission.  How- 
ever, three  days  after  admission  he 
became  stuporous  and  resumed  hallu- 
cinating. His  BP  decreased  to  80/60 
and  he  developed  ventricular  irri- 
tability requiring  a Lidocaine  IV  drip 
to  control  premature  ventricular  con- 
tractions. He  was  in  transit  to  Temple 
University  Hospital  when  he  clinically 
sustained  a cardiac  arrest  and  expired. 

Post  mortem  examination  revealed 
an  enlarged  liver  weighing  1750  gms. 
Microscopy  revealed  massive  centrolo- 
bular  necrosis  of  the  liver,  acute  right 
lower  lobe  bronchopneumonia  and 
atherosclerosis  of  the  left  anterior  des- 
cending coronary  artery  with  50% 
occlusion.  There  was  no  demonstrable 
renal  pathology. 

Case  4.,  JB — An  obese  8-year-old 
white  female  who  ingested  a consider- 
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able  quantity  of  mushrooms  awoke 
twelve  hours  later  with  nausea, 
vomiting,  diarrhea,  and  severe  ab- 
dominal cramping.  At  the  time  of  hos- 
pital admission  some  forty-eight  hours 
after  ingestion,  the  patient  was  ex- 
periencing visual  hallucinations  which 
i persisted  for  twenty-four  hours.  Physi- 
: cal  examination  was  unremarkable 
I other  than  minimal  abdominal  ten- 
derness. Laboratory  values  included 
normal  electrolytes  and  transaminase. 
Bilirubin  was  1.0  mgms  % ; 
prothrombin  time  52%.  The  bilirubin 
peaked  seven  days  after  ingestion  at 
2.2  mgms  %.  She  responded  well  to 
supportive  care  of  intravenous  fluids 
and  was  discharged  on  the  seventh 
hospital  day. 

Case  5.,  L.B. — A 35-year-old  white 
female  who  was  five  months  pregnant 
at  the  time  of  ingestion  and  consumed 
approximately  three  teaspoons  of  the 
stew.  She  awoke  twelve  hours  later 
with  severe  nausea  and  emesis.  She 
had  a relatively  benign  two  day  course 
of  diarrhea  with  abdominal  cramping. 
She  has  subsequently  delivered  a 
normal  baby. 

Case  6.,  J.B. — A 6‘/2 -year-old  white 
female  ingested  less  than  a teaspoon  of 
mushrooms.  Her  only  symptoms  were 
mild  abdominal  cramping  twenty-four 
hours  after  ingestion. 

Case  7.,  M.B. — A 5-year-old  white 
female  who  ingested  a minimal  quan- 
tity and  who  remained  asymptomatic. 

Discussion 

Fatal  mushroom  poisoning  is  gener- 
ally due  to  members  of  the  genus 
Amanita.  In  the  United  States  it  is  the 
Amanita  verna,  which  is  usually 
responsible,  although  poisoning  with 
Amanita  phalloides  and  Amanita  mus- 
caria  do  occur.  The  latter  two  are 
more  common  in  Europe.  Even 
though  some  of  the  Amanita  might  be 
edible,  the  casual  collector  should  not 
eat  any  of  the  Amanita  genus.  Figure 
1.  is  a photograph  of  the  Amanita 
verna  responsible  for  the  poisoning  in 
our  cases.  Note  the  cup  or  volva  at 
base  of  stalk.  Also  the  ring  or  annulus 
on  the  stem  below  the  cap  and  the 
white  gills  under  the  cap  help  identify 
the  specimen.  Any  mushroom  which 
has  all  three  features,  volva,  annulus 
and  white  gills  is  an  Amanita.^  In  gen- 


eral there  are  several  distinct  phases  in 
acute  severe  mushroom  poisoning  and 
these  presented  cases  appear  quite  typ- 
ical in  this  respect. 

The  onset  of  symptoms  in  all  cases 
was  approximately  six  to  eight  hours 
after  ingestion  and  began  with  ab- 
dominal pain,  nausea,  vomiting  and 
severe  diarrhea.  These  may  result  in 
severe  volume  depletion,  hypotension, 
and  death  if  fluid  replacement  is  inade- 
quate. Survival  of  this  acute  reaction  is 
then  followed  by  transient  improve- 
ment which  rapidly  gives  away  to  a 
third  phase,  characterized  by  manifes- 
tations of  hepatic  necrosis.  Bleeding 
disorders,  hypoglycemia  and  hepatic 
coma  may  develop.  Renal  failure,  cen- 
tral nervous  system,  and  cardiac  ar- 
rythmia  may  also  be  seen^-®  Mortality 
rates  of  50  to  90  percent  have  been 
reported.  The  toxins  have  been  fairly 
extensively  described  by  Wieland.^ 
Two  basic  groups  have  been  described, 
both  of  which  are  cyclopeptides  of  mo- 
lecular weight  approximately  of  1000. 
The  phallotoxins,  numbering  about  5, 
have  been  shown  to  have  great  affinity 
for  the  endoplasmic  reticulum  of  the 
liver  cell.  In  vitro  studies  show  that 
this  group  is  rapidly  bound  and  when 
given  in  sufficient  dosage  cause  death 
in  one  to  two  hours.  The  Amanitin 
group  consists  of  five  compounds 
whose  potency  is  about  twenty  times 
that  of  the  phallotoxins.  The  time 
course,  however,  is  much  longer  than 
the  other  group;  cellular  injury  being 
noted  about  fifteen  hours  after  inges- 
tion. The  site  of  the  action  is  felt  to  be 
the  nucleus,  with  the  kidneys  and  liver 
most  seriously  involved. 

Treatment  of  this  disorder  has  been 
generally  unsatisfactory.  Harrison^ 
emphasizes  that  careful  supportive 
therapy  is  the  best  that  there  is  to 
offer,  since  no  specific  treatment  is 
known.  Fluid  and  electrolyte  manage- 
ment, treatment  of  clotting  disorder 
with  plasma  or  concentrates,  and  at- 
tention toward  cardiac  arrhythmias 
constitute  major  therapeutic  maneu- 
vers. Steyn®  has  cited  the  possible  use 
of  hemodialysis  and  peritoneal  dialysis 
in  this  disorder.  The  use  of  phalloidine 
antitoxin  manufactured  at  the  Pasteur 
Institute  has  been  disappointing  and  is 
no  longer  available.  Recently,  Kub- 
licka®  has  reported  on  the  use  of 
Thioctic  Acid  (lipoic  acid)  in  this 
disease.  He  reports  successful  treat- 
ment of  39  to  40  cases  of  Amanita 


phalloides  intoxication.  He  employed  a 
dose  of  300  mgms  of  Thioctic  Acid  in 
5%  dextrose  as  an  intravenous  in- 
fusion daily  for  several  days.  Also  the 
Italian  literature  reports  seven  cases  of 
acute  poisoning  successfully  treated 
with  large  doses  of  Thioctic  Acid  in  as- 
sociation with  5%  Manitol,  vitamins 
C and  B,  and  infusions  administered  to 
restore  fluids  and  electrolyte  balance.^ 
Its  mode  of  action  is  unclear,  but  it  is 
felt  to  somehow  exert  a protective  ef- 
fect at  the  level  of  the  enzymes  of  the 
Krebs  Cycle.  Since  lipoic  acid  is  a 
component  of  the  co-enzymes  needed 
to  oxidize  keto  acids,  perhaps  it  exerts 
its  effects  there. 

Hypoglycemia  is  the  only  reported 
side  effect  of  the  drug  and  was  readily 
controlled  by  infusing  glucose.  Be- 
cause the  drug  is  light  sensitive,  the  in- 
fusion bottles  must  be  protected  from 
light  exposure.  Kublicka  continued  the 
300  mgs  dose  until  the  SCOT  and 
SGPT  showed  a return  towards 
normal.  In  our  case  the  Thioctic  was 
tapered  over  three  days  with  no  ill  ef- 
fects. 

One  of  our  patients  (C.B.)  was 
treated  by  this  regimen  with  ap- 
parently good  results.  There  was  a def- 
inite clinical  improvement  with  the  use 
of  this  drug  and  a fall  in  bilirubin.  The 
enzymes  were  decreasing  at  the  time 
the  drug  was  started.  As  far  as  we  are 
aware  this  is  the  first  use  of  Thioctic 
Acid  in  the  United  States  and  serves  as 
an  opportunity  to  bring  this  drug  to 
the  attention  of  other  physicians  for 
further  evaluation.  □ 
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Antihypertensive  Effect  with  a Combination  Tablet 
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OF 

PATIENTS 


Figure  2.  Incidence  of  First  Clinically  Significant 
Response  in  Systolic  Blood  Pressure. 


■ 

■■  Combination  Tablet 


S5  Placebo 


ONE  OF  THE  questions  the  hyper- 
tensive patient  often  asks  when 
an  antihypertensive  agent  is  first 
prescribed  is,  "How  long  will  it  take 
for  the  drug  to  reduce  my  blood  pres- 
sure?” If  the  physician  has  at  his  dis- 
posal the  knowledge  to  answer  this 
question  with  some  precision,  he  might 
help  reassure  the  patient  and,  perhaps 
more  important,  he  might  be  able  to 
plan  therapy  more  effectively.  For  ex- 
ample, if  the  patient  has  not  responded 
to  one  therapy  within  an  expected  time, 
the  physician  has  a basis  for  deciding  to 
shift  to  another  form  of  therapy, 
physician  has  a basis  for  deciding  to 
shift  to  another  form  of  therapy. 

The  twelve-week  study  described 
herein  traces  the  responses  of  a group 
of  mildly  or  moderately  hypertensive 
patients  to  a combination  sedative-  ! 
diuretic"  preparation.  The  results  in-  ‘ 
dicate  the  duration  of  treatment  neces-  i 
sary  to  cause  clinically  significant 
responses  in  these  patients.  I 

Fifty-four  patients,  having  two  or  ] 
more  prestudy  blood  pressure  readings  ( 
of  140/90  or  higher,  comprised  the  : 
study  population.  Following  at  least 

-BUTIZIDt®  \BUTISOL®  (hutahar- 
hital  and  hydrochlorothiazide)]  Prod-  I 
act  of  McNeil  Laboratories,  Inc.,  Fort 
Washintiton,  Pa. 
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Figure  3.  Incidence  of  First  Clinically  Significant 
Response  in  Diastolic  Blood  Pressure. 


PERCENT 

OF 

PATIENTS 


WEEKS  OF  TREATMENT 


Combination  Tablet 


one  month  in  which  no  antihyperten- 
sive therapy  was  administered,  35  of 
the  patients  were  placed  on  active 
medication  and  19  on  placebo. 

The  two  treatment  groups  were  sim- 
ilar in  age  and  sex  distribution.  The  35 
patients  (15  men  and  20  women) 
receiving  active  drug  ranged  in  age 
from  39  to  82  years  (mean  58  years); 
the  19  patients  (6  men  and  13  women) 
receiving  placebo  ranged  in  age  from 
27  to  74  years  (mean  54  years). 

Patients  were  begun  on  one  tablet 
per  day  of  minimal"  strength  drug  or 
an  identical  appearing  placebo  tablet. 
If  response  was  not  satisfactory,  the 
dose  was  changed,  first  to  two  minimal 
strength  tablets  (or  corresponding 
placebos)  per  day,  then  to  one  max- 
imal strength  tablet  (or  corresponding 
placebo)  per  day,  and  finally  to  two 
maximal  strength  tablets  (or  corre- 
sponding placebos)  per  day.  Patients 
were  seen  about  once  every  two  weeks 
during  the  one  month  predrug  obser- 
vation period  and  the  three  month  ac- 


* Miniinal  strength  tablet  contained 
Bill  ISO L®  (hntaharhital)  30  nif’  and 
hydrochlorothiazide  25  nt}’. 

Maximal  stren}>th  tablet  contained 
BUT  ISO  L®  (hutabarbital)  30  /ng  and 
hydrochlorothiazide  50  nif>. 


tive  drug  period.  At  each  visit,  the  pa- 
tient's blood  pressure  (in  the  sitting 
position),  weight,  and  pulse  were 
recorded,  and  the  patients  were  ob- 
served and  queried  for  side  effects. 

The  procedure  in  this  study  largely 
paralleled  the  normal  course  'followed 
in  treating  the  hypertensive  patient. 
Therefore,  results  should  be  valid  for 
the  normal  clinical  situation. 

At  the  beginning  of  the  administra- 
tion of  drug,  the  mean  blood  pressure 
for  the  active  drug  group  was  175/105 
and  for  the  placebo  group  was 
168/102.  The  mean  decrease  in  systolic 
and  diastolic  blood  pressure  in  the  ac- 
tive drug  and  placebo  groups  are 
shown  in  Figure  I.  A strong  placebo 
effect  was  noted  as  both  the  mean 
systolic  and  diastolic  pressures  of  the 
patients  receiving  placebo  fell  mar- 
kedly. The  decrease  in  both  diastolic 
and  systolic  pressures  with  active  drug. 

Dr.  Levin  i.s  chief  of  renal  medicine 
at  Harrisburg  Polyclinic  Hospital. 
Dr.  Shields,  who  is  in  the  practice 
of  internal  medicine,  is  clinical  as- 
sistant profes.sor  of  medicine  at 
Hahnemann  Hospital.  Philadelphia, 
and  an  associate  in  medicine  at 
Polyclinic  Hospital,  Harrisburg. 


however,  was  greater  than  with 
placebo.  The  decrease  in  systolic  pres- 
sure with  active  drug  was  significantly 
greater  (P<0.05''4  than  with  placebo. 

A clinically  significant  effect  in  this 
study  was  defined  for  diastolic  pres- 
sure as  a decrease  of  15  mm  Hg  or 
more  and  for  systolic  blood  pressure  as 
a decrease  of  20  mm  Hg  or  more.  The 
times  at  which  significant  effect  was 
achieved  for  systolic  blood  pressure 
are  shown  in  Figure  2 and  for  diastolic 
blood  pressure  in  Figure  3.  Each 
group  shows  the  percentage  of  patients 
who  first  showed  significant  response 
at  each  two  week  observation  point. 

A clinically  significant  decrease  in 
systolic  pressure  occurred  in  signifi- 
cantly more  patients  (P<0.05* **")  on 
active  drug  than  in  those  on  placebo. 
This  response  occurred  rapidly  in  most 
cases,  by  the  end  of  two  weeks  for  over 
50  percent  of  the  active  drug  patients 
and  by  the  end  of  six  weeks  for  over  80 
percent.  The  pattern  of  response  for 
placebo  patients  was  similar  except 
that  clinically  significant  response  oc- 
curred in  less  than  35  percent  in  two 
weeks  and  in  less  than  50  percent  in 
six  weeks. 

For  diastolic  pressure,  more  patients 
on  active  drug  than  on  placebo  showed 
a clinically  significant  decrease,  but 
this  difference  was  not  statistically  sig- 
nificant. Less  than  20  percent  of  the 
patients  receiving  the  combination 
drug  had  shown  a significant  response 
by  the  end  of  two  weeks,  but  nearly  70 
percent  had  by  the  end  of  the  study. 
This  suggests  that  had  the  study  period 
been  extended,  more  patients  receiving 
the  combination  tablet  might  have 
shown  a significant  response. 

The  mean  pulse  rate  and  the  mean 
weight  of  both  groups  remained  con- 
stant throughout  the  study.  Two  pa- 
tients receiving  active  medication 
reported  side  effects;  one  reported 
hyperactivity  and  the  second  urticaria. 
Four  patients  receiving  placebo  re- 
ported side  effects;  two  reported  ver- 
tigo, one  dry  mouth,  and  one  nausea. 

The  present  study  shows  that  most 
mildly  or  moderately  hypertensive  pa- 
tients receiving  the  combination  tablet 
can  be  expected  to  show  a clinically 
significant  reduction  in  blood  pressure 
within  two  to  twelve  weeks.  □ 


* Student's  "t"  lest. 

**Chi  Square  lest. 


JULY  1972 


53 


Pennsylvania  Physicians’  Family  Patterns 

1968—1971 


H.  CURTIS  WOOD,  JR.,  M.D. 
Fort  Washington 


IN  RECENT  years  more  and  more 
attention  has  been  focused  upon  the 
population  problem  both  from  the 
world  wide  aspect  and  also  as  it  relates 
to  problems  in  the  United  States. 
About  thirty  years  ago  the  Rev.  Henry 
Emerson  Fosdick  said:  "The  popula- 
tion problem  is  the  basic  problem  of 
the  world,  and  if  it  is  not  well  handled, 
no  other  social  problem  can  at  all  be 
solved.” 

More  recently,  in  1961,  a petition 
was  presented  to  the  heads  of  state  of 
each  member  nation  of  the  United  Na- 
tions which  had  been  signed  by  distin- 
guished citizens  from  ninteen  coun- 
tries, and  of  the  signers  thirty-eight 
were  Nobel  Prize  winners.  This  docu- 
ment said  in  part  that  the  United  Na- 
tions "should  take  leadership  in  es- 
tablishing and  implementing  a policy 
designed  to  limit  population  the  world 
over,  in  order  that  human  beings  ev- 
erywhere may  be  assured  of  the  oppor- 
tunity to  develop  their  highest 
capacities  and  to  enjoy  individual 
freedom,  the  advantages  of  education 
and  public  health,  privacy,  abundance, 
security,  and  the  beauty  and  wonder  of 
the  world.  We  believe  that  widespread, 
effective,  and  voluntary  use  of 
medically  sound  and  individually  ac- 
ceptable birth  control  is  an  essential 
factor  in  any  humane  design  to  raise 
world  living  standards  and  to  achieve 
international  peace  as  well  as  social 
and  family  stability.  We  support  with 
conviction  and  urgency  the  efforts 
within  individual  nations  to  control 
birth  rates.  In  spite  of  technological 
advances,  the  earth  cannot  provide 
enough  food  and  minerals  for  a popu- 
lation increasing  more  than  geometri- 
cally. Unless  a favorable  balance  of 
population  and  resources  is  achieved 


with  a minimum  of  delay,  there  is  in 
prospect  a Dark  Age  of  human  misery, 
famine,  under-education,  and  unrest 
which  could  generate  growing  panic, 
exploding  into  wars  fought  to  appro- 
priate the  dwindling  means  of  surviv- 
al.” 

This  statement,  made  eleven  years 
ago,  may  be  one  of  the  best  and  most 
comprehensive  pleas  for  population 
control  ever  made.  Yet  it  has  not  been 
adequately  implemented  by  the  United 
Nations  nor  by  the  member  states.  It 
would  seem  apparent  that  if  we  do  not 
stop  the  population  growth,  we  can 
only  look  forward  to  such  things  as  a 
continual  deterioration  in  the  quality 
of  life,  no  real  prospect  of  peace  on 
earth  and  good  will  toward  men,  and 
the  definite  possibility  that  we  will — 
by  one  means  or  another — breed  our- 
selves into  extinction.  Will  it  be  atomic 
warfare  or  will  we  continue  to  foul  our 
nest  to  the  point  where  we  can  no 
longer  live  in  it?  Our  space  ship — 
Earth — is  reaching  its  capacity  and 
may  no  longer  be  able  to  sustain  its 
passengers,  especially  if  we  double  our 
numbers  to  over  7 billion  in  some 
thirty-five  years. 

For  those  who  refuse  to  believe  the 
purveyors  of  doom  (although  there 
are  many  qualified  "experts”  who  can 
see  scant  hope  for  the  future)  and 
place  their  faith  in  technology,  the 
report  of  the  Committee  on  Resources 
and  Man  of  the  National  Academy  of 
Sciences  and  the  National  Research 
Council  will  bring  little  comfort.  After 
studying  for  two  and  a half  years  the 
entire  problem  of  the  earth’s  resources 
and  man’s  use  of  them  in  the  future, 
they  published  their  findings  in  1969. 
Three  quotes  follow:  (1)  "Compla- 
cency, delay,  and  short  range  views 


Jeopardize  our  chances  of  finding  satis- 
factory solutions.”  (2)  "The  human 
race  must  work  toward  a zero  rate  of 
population  increase  if,  by  the  end  of 
this  century,  there  is  to  be  any  chance 
of  a decent  life  for  all.”  (3)  "Popula- 
tion control  is  the  absolute,  primary 
essential  without  which  all  efforts  to 
solve  these  problems  will  be  nullified 
and  to  achieve  real  control  will  require 
profound  modifications  of  current  atti- 
tudes toward  parenthood.” 

The  problem  is  serious,  the  most 
serious  mankind  has  ever  had  to  face 
since  it  involves  survival  of  the  species. 
The  solution  cannot  be  obtained 
without  the  full  cooperation  of  the 
medical  profession  which  has  tradi- 
tionally ignored  birth  control  as  it 
worked  for  ever  more  death  control. 
Albert  Einstein  laid  the  primary  re- 
sponsibility for  the  population  explo- 
sion in  the  lap  of  the  medical  profes- 
sion when  he  said,  "Progress  in 
hygiene  and  medicine  has  completely 
altered  the  previous,  precarious  equi- 
librium of  the  quantitative  stability  of 
the  human  race.” 

The  medical  profession  has  become 
increasingly  involved  since  the  resolu- 
tion that  was  passed  at  the  annual 
meeting  of  the  American  Medical  As- 
sociation in  Dec.  of  1964  which  stated 
in  part:  "Family  planning  is  more  than 
a matter  of  responsible  parenthood;  it 
is  a matter  of  responsible  medical 
practice.” 

Since  then,  various  methods  of  fer- 
tility control  have  become  increasingly 
available  to  the  public,  clinics  for  fam- 
ily planning  have  been  opened  under 
the  auspices  of  the  public  health 
departments,  governmental  agencies 
such  as  the  Office  of  Economic  Oppor- 
tunity have  permitted  federal  funds  to 
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Table  I 

Pennsylvania  Physicians’  Family  Patterns 
1968  through  1971 


Am.  No. 


Year 

No.  M.D.’s 

Children 

0 

1 

2 

3 

4-1- 

Av.  Age 

Children 

1968 

223 

436 

39 

42 

58 

39 

29 

67.6 

1.95 

1969 

227 

443 

49 

42 

61 

39 

34 

68.9 

1.96 

1970 

213 

392 

48 

47 

59 

42 

25 

70.6 

1.79 

1971 

266 

525 

57 

50 

67 

54 

35 

68.7 

1.89 

Totals. 

929 

1796 

193 

181 

245 

174 

123 

Averages  - 

approx.  %. 

21% 

20% 

26% 

19% 

13% 

68.9 

1.93 

be  used  for  this  purpose,  hospitals  have 
liberalized  policies  regarding  steriliza- 
tion and  abortion,  and  individual 
physicians  have  become  active  in  the 
field.  One  evidence  of  this  change  in 
i attitude  is  the  fact  that  for  many  years 
voluntary  sterilizations  in  the  United 
States  hovered  around  the  100,000 
, mark  annually.  It  was  estimated  that 
I about  60  percent  of  these  were  on 
women  and  40  percent  on  men.  In 

1970  the  number  of  vasectomies 
jumped  from  around  40,000  to 

I 750,000,  and  there  are  now  at  least 
* 236  outpatient  vasectomy  clinics  in  the 
United  States.  Female  sterilizations  for 
I 1970  were  in  the  neighborhood  of 
200,000,  so  the  total  number  increased 
ten  fold  in  a few  years. 

[ Zero  Population  Growth 

The  majority  of  the  authorities  in 
the  population  field  believe  that  it  is 
urgently  necessary  to  level  off  our  pop- 
ulation growth  rate  as  rapidly  as  pos- 
sible to  zero  so  that  we  will  not  go  to  3 
and  4 hundred  million  in  the  next 
thirty-five  to  seventy  years.  This  will 
be  a difficult  task  since  even  if  we 
could  achieve  zero  population  growth 
by  1975,  it  would  still  take  about 
seventy-five  years  before  the  popula- 
tion increase  would  cease.  There  are, 
however,  some  hopeful  indications.  In 

1971  fertility  rates  dropped  to  the 
lowest  point  since  the  depression  of  the 
1930s.  It  was  77  births  per  1000 
women  in  the  fertile  age  groups  of 
from  15  to  44.  This  was  10  points 
lower  than  the  87.6  rate  for  1970  and 
compares  very  favorably  with  the  123 
rate  during  the  baby  boom  year  of 
1967. 

The  1970  census  showed  that  in  the 
10  year  period  from  1960,  while  there 
were  more  potential  parents  than  ever 
before,  the  number  of  children  under  5 
years  of  age  decreased  by  15.5  percent. 
Growth  rates  are  declining.  The  ques- 
tion is  whether  they  will  decline  fast 


enough  and  soon  enough. 

Starting  with  the  Jan.  1968  issue  of 
Pennsylvania  Medicine,  published  by 
the  Pennsylvania  Medical  Society,  the 
author  began  to  collect  the  obituaries 
of  Pennsylvania  physicians  as  reported 
in  the  journal.  This  was  continued 
through  1971.  Most  of  the  obituaries 
gave  the  doctor’s  age  and  the  number 
of  children  he  had.  Some  stated  that 
there  was  no  available  information 
regarding  survivors  and  these  were 
eliminated  from  the  survey.  The 
results  are  shown  in  Table  I. 

Several  interesting  points  are 
brought  out  by  this  survey,  the  most 
important  one  being  that  one  segment 
of  our  society  had  not  only  achieved 
zero  population  growth  but  had  actual- 
ly gone  below  replacement  levels  and 
had  not  even  reproduced  themselves 
by  averaging  only  1.93  children  per 
doctor.  It  would  be  interesting  to  know 
how  many  of  the  21  percent  who  had 
no  children  did  not  want  any  and  how 
many  were  unable  to  have  them.  The 
national  sterility  rate  has  been 
reported  as  being  about  10  percent. 
Why  was  the  physicians’  rate  twice  as 
high?  The  greatest  number  apparently 
decided  to  stop  at  two — 26  percent. 
Only  13  percent  belonged  to  the  pro- 
natalist  camp  and  had  four  or  more 
children. 

In  the  effort  to  convince  the  Ameri- 
can public  that  they  all  should  "Stop 
At  Two,”  so  that  we  can  stop  popula- 
tion growth  for  the  benefit  of  all  living 
today  and  even  more  for  future  gener- 
ations, it  would  be  most  helpful  to 
know  why  these  929  physicians  had 
such  small  families,  but  since  they  are 
now  all  dead  we  can  only  conjecture. 
It  is  the  author’s  opinion  that  Ameri- 
can physicians,  as  a group,  are  not  vi- 
tally concerned  about  population  con- 
trol, ecology,  or  the  pollution  of  our 
environment.  Self  preservation  and  self 
interest  are  extremely  basic  human 
characteristics  and  the  philosophy  that 


"The  Lord  helps  those  who  help  them- 
selves” is  widely  held.  It  is  reasonable 
to  assume  that  these  doctors,  averaging 
68  years  of  age,  were  married  at  the 
period  of  the  depression  of  the  1930s. 
Things  were  rough  and  economic  con- 
ditions were  more  difficult  for  young 
physicians  than  they  are  today.  These 
couples  had  a hard  time  meeting  ex- 
penses and  they  knew  that  children 
were  a very  expensive  item.  So  they 
probably  waited,  had  one  or  two,  and 
then  decided  not  to  return  to  the 
diaper  days.  We  might  conclude  that 
the  primary  motivation  for  small  fami- 
lies for  this  sample  of  doctors  was 
economic — a matter  of  money. 

The  fact  that  the  lowest  birth  rates  in 
history  for  this  country  occured  during 
the  depression — long  before  the  con- 
traceptive pill,  the  I.U.D.,  and  more 
availability  of  sterilization  and  abortion 
came  into  being  further  demonstrates 
that  motivation  is  probably  more  im- 
portant than  methods  of  birth  control. 

Future  Trends 

Gazing  into  the  crystal  ball  to  make 
predictions  is  both  dangerous  and  fas- 
cinating, but  the  worst  that  can  happen 
is  to  have  history  show  that  our  forecast 
was  wrong. 

Potential  developments  include: 

1.  From  the  world  wide  standpoint 
population  control  will  not  be  effective 
enough  to  prevent  the  starvation  of 
millions  which  will  be  accompanied  by 
turmoil,  strife,  revolutions,  and  slaugh- 
ter in  many  parts  of  the  world.  How 
soon  this  occurs  depends  on  the  scope 
of  population  control  programs,  how 
adequately  they  will  be  funded,  and 
how  rapidly  they  can  be  implemented. 
We  may  merely  be  fighting  a delaying 
action. 

2.  In  the  United  States  and  in  some 
of  the  other  "developed”  countries 
there  is  a possibility  that  population 
growth  may  be  stabilized  in  time  to 
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prevent  real  disaster.  Determining 
factors  involve: 

Economic.  It  has  recently  been  es- 
timated that  it  takes  about  $40,000 
to  raise  one  child  through  college 
and  to  the  point  where  he  is  theoret- 
ically self-supporting — unless  he 

goes  on  to  graduate  school.  Infla- 
tion, unemployment,  economic  inse- 
curity, and  ever  increasing  costs  of 
living  will  greatly  encourage  the 
small  family  of  one  or  two  children. 
The  desire  for  material  goods,  the 
affluent  life,  etc.  will  overbalance 
the  wish  for  many  children. 
Population  pressures.  As  urban  con- 
gestion, traffic  jams,  lack  of  parking 
space,  and  encroachment  on  wild 
life  areas  increase,  it  will  become  in- 
creasingly evident  that  population 
growth  should  be  curbed. 

Pollution.  As  air,  water,  and  land 
become  more  and  more  polluted, 
and  as  the  quality  of  life  continues 
to  deteriorate,  prospective  parents 
will  hesitate  to  bring  many  children 
into  an  unhappy  world.  It's  no  fun 
sitting  in  a play  pen  wearing  an  ox- 
ygen mask. 

Philosophical  changes.  As  women 
become  more  "liberated"  and  enjoy 
more  equality  in  business,  profes- 
sional, cultural,  and  political  areas 
they  will  become  less  interested  in 
prolonged  motherhood  and  house- 
wifery. Apparently  the  basic,  primi- 
tive reproductive  instinct  is  being 
threatened  by  a new  female  ethic.  If 
parents  become  more  harrassed  by 
the  problems  of  their  offspring 
(drugs,  illegitimacy,  venereal  dis- 
ease, hippy-ism,  and  freaking  out  in 
various  ways),  they  may  decide  that 
children  cause  parents  more  heart- 
aches and  misery  than  they  do 
joy — so  why  have  them?  Aesop  said, 
"The  more  children,  the  more 
grief. 

Medical  progress.  New  methods  of 
fertility  control  in  the  next  few  dec- 
ades may  make  the  current  ones 
seem  antiquated.  The  prostaglandins 
portend  the  safe,  effective,  and  inex- 
pensive abortion  pill  which  might  be 
available  at  every  super-market  in 
slot  machines.  Any  woman  who  just 
thinks  she  might  be  pregnant,  as 
well  as  those  who  are  sure,  could 
solve  her  problem  for  a few  pennies. 
This  approach  might  contribute 
more  than  any  other  to  the  slogen — 


"Every  child  a wanted  child.”  More 
satisfactory  contraceptives  and  out- 
patient sterilization  techniques  for 
both  men  and  women  would  make 
their  contribution  toward  zero  pop- 
ulation growth. 

Legislative  changes.  Laws  will 
become  increasingly  liberalized  and 
eventually  all  abortion  laws  will  be 
repealed  as  the  right  of  the  individu- 
al to  control  her  own  body  and  her 
reproductive  capacities  is  recog- 
nized. 

Governmental  involvement.  One  of 
the  primary  functions  of  any  gov- 
ernment is  to  defend  the  people 
from  danger.  In  the  past  most  of  the 
■"defense”  billions  have  been  used  to 
protect  the  American  people  from 
the  threat  of  Communism  or  a pos- 
sible military  attack.  If  present 
trends  continue,  the  time  will  come 
when  the  public  and  even  the  politi- 
cians will  realize  that  we  Americans 
are  threatened  less  by  the  Russians 
than  we  are  by  the  deterioration  of 
our  environment  and  by  "peopolu- 
tion.”  Governmental  action  will  not 
only  be  accepted,  it  will  be 
demanded,  to  protect  us  from  the  in- 
tolerable conditions  thaU_would 


Dr.  Wood  is  a past  president  of  the 
Philadelphia  and  the  Pennsylvania 
Planned  Parenthood  Associations, 
former  chief  of  the  Planned  Parent- 
hood clinics  in  Philadelphia,  and 
was  president  of  the  Association  for 
Voluntary  Sterilization  (A  VS)  for 
fifteen  years.  He  is  now  medical 
consultant  for  A L5.  He  is  a Life 
Lellow  of  the  Philadelphia  College 
of  Physicians  and  is  the  author  of  a 
hook  on  sterilization,  "Sex  Without 
Babies,"  published  in  1967. 


result  from  overpopulation.  Much 
could  be  done  through  a program  of 
financial  incentives  which  would 
make  it  economically  more  benefi- 
cial for  rich  and  poor  to  have  fewer 
children.  Some  of  these  might  be  in- 
come tax  deductions  for  those  who 
do  not  have  children  during  their 
fertile  years  and  bonuses  for  the 
poor.  Why  not  a $1000  premium  for 
any  man  or  woman  who  is  willing  to 
be  sterilized — take  it  or  leave  it?  No 
pressures  and  no  discrimination 
against  rich  or  poor,  black  or  white, 
genius  or  moron.  Of  course  income 
tax  deductions  for  children  should 
be  eliminated  and  a sliding  scale  of 
taxation  should  be  imposed  in  its 
place  for  every  child  after  one  or 
two.  If  all  voluntary  methods 
toward  zero  population  growth  fail, 
the  government  would  have  to  insti- 
tute compulsory  programs  for  the 
benefit  of  all.  Such  actions  would  be 
unacceptable  at  present  as  an  in- 
fringement on  the  right  to  "life,  lib- 
erty, and  the  pursuit  of  happiness.” 
But  if  overpopulation  and  its 
consequences  eventually  becomes  a 
threat  to  life,  liberty,  and  the  pursuit 
of  happiness  for  all  of  us — then 
what?  Furthermore,  which  is  more  a 
restriction  of  his  rights — telling  a 
man  that  for  the  welfare  of  all  he 
may  only  have  two  children  of  his 
own  but  can  adopt  more  if  desired  or 
that  he  must  go  to  Vietnam  and  risk 
death  and  give  up  his  pursuit  of  hap- 
piness for  a war  he  does  not  believe 
in? 

Summary 

We  have  discussed  the  problem  of 
overpopulation,  its  seriousness,  its  ur- 
gency, its  portent  for  the  future.  It  will 
not  go  away  or  solve  itself.  All  of  us, 
particularly  the  medical  profession, 
have  a responsibility  to  become  in- 
volved personally  and  collectively.  We 
can  make  a contribution  by  learning  all 
we  can  about  the  many  ramifications  of 
the  problem  and  then  educating  people 
as  to  the  necessity  of  the  "Stop  At  Two” 
philosophy.  Nine  hundred  twenty-nine 
Pennsylvania  physicians  and  their 
wives  stopped  at  just  under  two. 
Whether  their  reasons  and  motivations 
were  selfish  and  materialistic  or 
whether  they  are  altruistic  and 
idealistic  is  immaterial.  They  have 
shown  us  that  it  can  be  done.  □ 
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Physician  Survey  on  Family  Planning 


J.  THOMAS  MILLINGTON, 
M.D. 

JACK  SABLOFF,  M.D. 
Harrisburg 


On  this  page  and  the  following  pages,  results  of  a survey  of 
physicians  on  family  planning  services  are  revealed.  The  survey 
was  conducted  by  the  Pennsylvania  Department  of  Health  with 
the  endorsements  of  the  Pennsylvania  Medical  Society  and  the 
Pennsylvania  Osteopathic  Association.  The  questionnaire  itself 
is  reproduced  along  with  the  breakdown  of  replies  and  several 
analytic  tables. 


Questionnaire 


The  questionnaire  was  set  up  as  follows,  with  the  name  and  address  of  the 
physician  imprinted  upon  it: 

Telephone Specialty 

Please  check  the  appropriate  responses. 

I.  In  your  private  practice  do  you  provide  family  planning  services? 

1.  ( ) Yes  2.  ( ) No 

II.  In  your  private  practice  what  type  of  family  planning  service  do  you 
provide? 

1.  ( ) Referral  only  2.  ( ) Direct  services  (medical 

management,  prescription,  etc.) 

If  you  checked  “Direct  services”  please  answer  the  following: 

III.  Which  of  the  following  contraceptive  methods  do  you  provide? 

1.  ( ) Pill  2.  ( ) lUD  3.  ( ) Diaphragm 

4.  ( ) Rhythm  5.  ( ) Other  (condom,  foam,  jelly,  etc.) 

IV.  Could  your  practice  accommodate  additional  medicaid  (Pennsycare)  pa- 
tients referred  by  local  health  and  welfare  agencies  for  family  planning  serv- 
ice? 

1.  ( ) Yes  2.  ( ) No 

V.  If  yes,  how  many  additional  patients  per  month  could  you  accommodate? 


Please  Use  Reverse  Side  For  Comments. 


Replies 

Breakdown  of  the  7,971  replies: 

Not  in  private  practice  1,459 


Military 

95 

Retired 

440 

No  practice  (interns. 

924 

residents,  no  private 

practice) 

In  private  practice 

6,512 

1,382 

21 .2% 

Do  not  provide  F.P.  Service 

Provide  F.P.  Service 

5,130 

78.8% 

Referral  only 

1,588 

(69.0%) 

Direct  Service 

3,542 

(31.0%) 

Direct  Service 

Number  of  physicians  providing: 

1. 

Pill 

3,346 

94.5% 

2. 

lUD 

1,070 

30.2% 

3. 

Diaphragm 

2,480 

70.0% 

4. 

Rhythm 

1,601 

45.2% 

5. 

Other 

2,241 

63.3% 

Responses  of  Doctors  of  Medicine: 

7,054  replies  (64.3%) 

Not  in  private  practice 

1,420 

Military 

94 

Retired 

437 

No  practice 

889 

In  private  practice 

5,634 

21 .8% 

Do  not  provide  F.P.  Service 

1,226 

Provide  F.P.  Service 

4,408 

78.2% 

Referrai  only 

1,441 

(32.7%) 

Direct  Service 

2,967 

(67.3% ) 

Direct  Service 

Number  of  M.D.s  providing: 

1. 

Pill 

2,795 

94.2% 

2. 

lUD 

864 

29.1% 

3. 

Diaphragm 

2,119 

71 .4% 

4. 

Rhythm 

1,366 

46.0% 

5. 

Other 

1,862 

62.8% 

Acceptance  of  Medicaid  patients 


% based  on 


Yes 

879 

number 

providing 

No 

2,030 

Direct 

Service 

Not  indicated 

58 

29.6% 

HE  PHYSICIAN  survey  sought 
to  obtain  information  that  would 
indicate  how  many  physicians  pro- 
vided family  planning  services  in  their 
private  practice  of  medicine,  where 
they  were  located,  what  type  of  service 
they  provided,  and  if  they  would  ac- 
cept additional  medicaid  patients. 

The  endorsements  of  the  Pennsyl- 
vania Medical  Society  and  the  Penn- 
sylvania Osteopathic  Association  were 
sought  by  the  State  Department  of 
Health  and  were  granted  by  both.  Both 
provided  mailing  lists  to  the  Depart- 
ment of  Health,  with  that  for  the 
M.D.'s  being  restricted  to  general 
practitioners,  obstetricians  and  gyne- 
cologists, internists,  and  pediatricians. 


A questionnaire  entitled  "Physician 
Family  Planning  Service  Information” 
was  sent  to  each  doctor  of  medicine  in 
the  categories  listed  above  and  to  all 
doctors  of  osteopathy  whose  names 

Dr.  Millington  is  director  of  the 
Bureau  of  Special  Health  Services, 
and  Dr.  Sabloff  is  director  of  the 
Bureau  of  Field  Services  for  the 
Department  of  Health  of  the  Com- 
monwealth. This  survey  was  con- 
ducted by  the  Department  of 
Health  with  the  endorsement  of  the 
Pennsylvania  Medical  Society  and 
the  Pennsylvania  Osteopathic  Asso- 
ciation. 


were  supplied  on  the  mailing  lists.  The 
questionnaire  was  accompanied  by  a 
jointly  signed  explanatory  letter  from 
either  the  secretary  of  health  and  presi- 
dent of  the  Pennsylvania  Medical  Soci- 
ety or  the  secretary  of  health  and  the 
president  of  the  Pennsylvania  Os- 
teopathic Association. 

A total  of  12,357  physicians  were 
sent  questionnaires.  Of  these  10,957 
were  doctors  of  medicine,  and  1,400 
were  doctors  of  osteopathy.  The  initial 
mailing  was  sent  on  May  8,  1970.  On 
June  3,  1970,  a second  copy  of  the 
questionnaire,  with  a letter  from  the 
secretary  of  health  indicating  a reply 
had  not  been  received  as  yet,  was  sent 
to  those  who  had  not  yet  responded.  A 
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TABLE  I 

DOCTORS  OF  MEDICINE 


Number  of 
Questionnaires 
Sent 

No 

Response 

Do  Not 
Provide 

F.P. 

Response  Service 

Provide 

F.P. 

Service 

Referral 

Only 

Direct 

Service 

Will' 

Accept 

Medicaid 

Patients 

Will  Not 
Accept 
Medicaid 
Patients 

Not 

Indicated 

All  M.D.s 

10.957 

3,903 

7.054 

1,226 

4,408 

1,441 

2,967 

879 

2,030 

58 

35.7% 

64.3% 

21.8% 

78.2% 

32.7% 

67.3% 

29.6% 

General 

3,967 

1,263 

2,704 

328 

2,376 

465 

1,911 

560 

1,317 

34 

Practitioners 

31.9% 

68.1% 

12.1% 

87.9% 

19.6% 

80.4% 

29.3% 

OBS  & GYN 

1,078 

376 

702 

21 

681 

29 

652 

231 

388 

33 

34.9% 

65.1% 

3.0% 

97.0% 

4.3% 

95.7% 

35.4% 

Internists 

2,382 

976 

1,406 

480 

926 

596 

330 

64 

266 

41.0% 

59.0% 

34.1% 

65.9% 

64.4% 

35.6% 

19.3% 

Pediatricians 

831 

292 

539 

279 

260 

237 

23 

9 

14 

35.2% 

64.8% 

51.8% 

48.2% 

91.2% 

8.8% 

39.1% 

Gen.  Prev. 

169 

94 

75 

31 

44 

29 

15 

6 

9 

_ 

Medicine 

55.7% 

44.3% 

41.3% 

58.7% 

65.9% 

34.1% 

40.0% 

Retired  but  see 

208 

87 

121 

85 

36 

9 

18 

9 

some  patients 

41.8% 

58.2% 

70.2% 

29.8% 

25.0% 

Not  in  private  practice 

1,420 

*%  of  those  giving  direct  services 

TABLE  II 

DOCTORS  OF  OSTEOPATHY 

Do  Not 

Will 

Will  Not 

Number  of 

Provide 

Provide 

Accept 

Accept 

Questionnaires 

No 

F.P. 

F.P. 

Referral 

Direct 

Medicaid 

Medica  Id 

Not 

Sent 

Response 

Response  Service 

Service 

Only 

Service 

Patients 

Patients 

Indicated 

All  D.O.s 

1,400 

483 

917 

156 

722 

147 

575 

309 

252 

14 

34.5% 

65.5% 

17.8% 

82.2% 

20.4% 

79.6% 

53.7% 

General 

490 

23 

467 

55 

412 

240 

166 

6 

Practitioners 

4.7% 

95.3% 

11.8% 

88.2% 

58.2% 

OBS  & GYN 

42 

1 

41 

2 

39 

19 

18 

2 

2.4% 

97.6% 

4.9% 

95.1% 

48.7% 

Internists 

51 

19 

32 

14 

18 

6 

11 

1 

37.3% 

62.7% 

43.8% 

56.3% 

33.3% 

General  Surgery 

39 

9 

30 

7 

23 

9 

13 

1 

23.1% 

76.9% 

23.3% 

76.7% 

39.1% 

Pediatricians 

24 

8 

16 

10 

6 

2 

4 

— 

33.3% 

66.7% 

62.5% 

37.5% 

33.3% 

Retired  but 

89 

25 

64 

17 

47 

20 

23 

4 

see  patients 

28.1% 

71.9% 

26.6% 

73.4% 

42.5% 

All  others 

143 

71 

72 

42 

30 

13 

17 



49.7% 

50.3% 

58.3% 

41.7% 

43.3% 

Not  in  private 

practice  39 


total  of  7,971  replies  (64.5  percent) 
were  received. 

There  were  many  interesting  com- 
ments among  the  284  submitted.  Of 
these,  254  were  from  M.D.’s  and  30 
from  D.O.’s.  The  majority  indicated  a 
favorable  attitude  toward  family  plan- 
ning although  about  15  percent  were 
critical  and  opposed.  A considerable 
number  of  those  not  opposed  to  family 


planning  expressed  dissatisfaction  with 
providing  family  planning  services 
under  medicaid  (medical  assistance) 
with  the  chief  complaints  relating  to 
the  inadequacy  of  the  fees,  the  amount 
of  paper  work,  and  the  long  delays  in 
receiving  reimbursement. 

Each  state  health  center  was 
provided  with  a listing  of  the  names. 


addresses  and  service  information  of 
all  the  physicians  who  responded  in 
the  area  it  covers.  This  will  not  only 
provide  very  useful  information  for 
case  referrals  but  the  combined  infor- 
mation on  community  facilities  and 
private  practice  resources  should  en- 
able each  county  and  region  to  more 
accurately  assess  the  availability  of  its 
resources  and  its  unmet  needs.  □ 
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TABLE  III 


DOCTORS  OF  MEDICINE 

Number 

Providing 

Direct 

Services 

Pill 

lUD 

Diaphragm 

Rhythm 

Other 

All  M.D.s 

2,987 

2,795 

864 

2,119 

1,366 

1,862 

94.2% 

29.1% 

71 .4% 

46.0% 

62.8% 

General 

1,911 

1,804 

340 

1,357 

768 

1,128 

Practitioners 

94.4% 

17.8% 

71 .0% 

40.2% 

59.0% 

OBS  & GYN 

652 

628 

474 

580 

472 

532 

96.3% 

72.7% 

89.0% 

72.4% 

81.6% 

Internists 

330 

303 

27 

150 

99 

171 

91.8% 

8.2% 

45.5% 

30.0% 

51.8% 

Pediatricians 

23 

14 

3 

7 

9 

4 

60.9% 

13.0% 

30.4% 

39.1% 

17.4% 

Gen.  Prev. 

15 

13 

4 

7 

5 

5 

Medicine 

86.7% 

26.7% 

46.7% 

33.3% 

33.3% 

Retired  but 

36 

33 

16 

18 

13 

22 

see  patients 

91 .7% 

44.4% 

50.0% 

36.1% 

61.1% 

TABLE  IV 

DOCTORS  OF  OSTEOPATHY 

Number 

Providing 

Direct 

Services 

Pill 

lUD 

Diaphragm 

Rhythm 

Other 

All  D.O.s 

575 

551 

95.8% 

206 

35.8% 

361 

62.8% 

235 

40.9% 

379 

65.9% 

General 

Practitioners 

412 

400 

97.1% 

141 

34.2% 

262 

63.6% 

171 

41 .5% 

267 

64.8% 

OBS  & GYN 

39 

38 

97.4% 

32 

82.1  % 

36 

92.3% 

30 

76.9% 

32 

82.1% 

Internists 

18 

17 

94.4% 

3 

16.7% 

8 

44.4% 

6 

33.3% 

15 

83.3% 

Pediatricians 

6 

6 

100.0% 

1 

16.7% 

4 

66.7% 

1 

16.7% 

2 

33.3% 

General  Surgery 

23 

21 

91.3% 

13 

56.5% 

12 

52.2% 

5 

21 .7% 

13 

56.5% 

Retired  but 
see  patients 

47 

43 

91.5% 

13 

27.7% 

24 

51.1% 

13 

27.7% 

29 

61.7% 

All  others 

30 

26 

86.6% 

3 

10.0% 

15 

50.0% 

9 

30.0% 

21 

70.0% 

TABLE  V 

Total 

M.D.'s 

D.O.'S 

284 

254 

30 

Favorable 

175  (61.6%) 

1 56  (61 .4% ) 

19  (63.3%) 

Favorable  with 
medicaid  complaint 

65  (22.9%) 

58  (22.8% ) 

7 (23.3% ) 

Opposed 

44  (15.5%) 

40  (15.7%) 

4 (13.3%) 

60 


PENNSYLVANIA  MEDICINE 


! A Physician’s  Viewpoint 


I The  Food  and  Drug  Administration 

( 

! 

ALEXANDER  M.  MINNO,  M.D. 

Pittsburgh 


The  food  and  Drug  Administra- 
tion (FDA)  is  new  and  the  medi- 
cal profession  is  as  old  as  America,  so 
the  birth  of  one  concept  and  the  sur- 
, vival  of  both  deserve  credit  and  recog- 
nition. In  an  age  when  God, 
motherhood,  and  love  of  country  are 
being  questioned,  the  mere  fact  that  an 
agency  such  as  the  FDA  has  been  es- 
tablished to  develop  public  standards 
! for  the  best  rational  therapy  deserves 
; merit. 

There  is  an  urgent  need  for 
physicians  to  become  involved  in  this 
generation  to  assure  uniformity  in 
quality,  content,  and  effectiveness  of 
medicaments.  Physicians  can  help  to 
set  standards  of  pharmaceutical  quality 
for  drugs,  help  to  name  them,  and  en- 
courage their  use.  Cooperation  among 
professors,  government,  the  drug  in- 
dustry, and  the  public  is  needed  to  es- 
I tablish  standards  for  drugs  because  we 
j are  concerned  with  optimum  drug 
therapy. 

History 

With  the  advent  of  many  of  the  new 
pharmaceuticals,  side  effects,  as  well  as 
interaction  of  various  therapeutic 
agents  became  frequent,  and  consumer 
protection  became  a goal.  It  was  in 
this  spirit  that  the  Kefauver-Harris 
Amendments  of  1962  gave  the  FDA 
the  direction  to  say  positively  that,  in 
its  opinion,  a drug  is  both  safe  and  ef- 
ficacious. Prior  to  the  Kefauver-Harris 
legislation  the  FDA  was  not  required 
to  make  positive  statements  about  a 
pharamceutical — only  negative  ones. 
The  FDA  could  remain  silent  for  sixty 
days  after  receiving  a New  Drug 
Application  (NDA)  and  the  applica- 
tion could  be  approved  by  the  silence 
of  the  FDA — by  default,  as  it  were. 
The  1962  FDA  Amendments  have  had 
many  vigorous  comments  from  the 
public,  the  Congress,  pharmaceutical 
firms,  the  practicing  physician,  and 


various  medical  societies.  Physicians 
have  been  affected  by  the  directives  of 
the  FDA  in  their  prescribing  habits. 
New  medications  have  created  a 
climate  requiring  greater  knowledge  of 
drugs  in  order  to  recognize  their  in- 
teractions. 

"Tranquilizer”  is  a fairly  new  word 
which  has  become  common  and  un- 
derstood in  medical  parlance  in  recent 
years.  In  general,  tranquilizers  have  an 
additive  effect  when  they  interact  with 
other  drugs  which  depress  the  central 
nervous  system.  Typical  examples  of 
drugs  which  depress  the  central 
nervous  system  include  barbiturates, 
narcotics,  anti-depressants,  and  al- 
cohol. 

A physician  has  to  be  familiar  with 
the  side  effects  as  well  as  the  actions  of 
drugs.  As  a regulatory  agency  the 


Dr.  Minno  is  rheumatology  consult- 
ant at  Harmarville  Rehabilitation 
Center,  Pittsburgh,  and  clinical  in- 
structor of  medicine  at  the  Univer- 
sity of  Pittsburgh  School  of  Medi- 
cine. He  served  as  chairman  of  the 
Pharmaceutical  Committee  of  the 
American  Society  of  Internal  Medi- 
cine from  1968  to  1971.  This 
presentation  was  made  at  a recent 
tri-state  regional  meeting  of  the 
American  College  of  Physicians. 


FDA  must  realize  that  such  interac- 
tions can  occur  and  must  not  allow  an 
eager  staff  to  react  by  featuring  the 
sensational  and  ignoring  the  normal.  It 
would  be  better  if  the  FDA  would  tell 
the  American  practicing  physician  that 
it  alone  cannot  totally  prevent  all  side 
effects  and  interactions  and  that  it  is 
necessary  for  physicians  to  utilize  their 
knowledge  and  experience  in  pre- 
scribing for  a particular  illness  of  a pa- 
tient. 

The  June  23,  1971,  FDA  Bulletin 
and  the  Drug  Efficiency  Study 
published  by  the  National  Academy  of 
Sciences  in  1969  are  highly  significant. 

The  background  of  the  Drug  Ef- 
ficiency Study  stems  directly  from 
requirements  of  the  Federal  Food, 
Drug  and  Cosmetic  Act.  Beginning  in 
1938,  this  law  required  pre-clearance 
of  new  drugs  by  the  FDA  for  safety. 
The  amendments  of  1962  (Kefauver- 
Harris)  required  that  effectiveness  as 
well  as  safety  of  drugs  be  established 
prior  to  marketing.  Therefore,  since 
1962,  the  FDA  has  reviewed  all  new 
drug  applications  for  both  safety  and 
effectiveness.  But  the  1962  amend- 
ments also  required  that  all  drugs 
marketed  between  1938  and  1962 
which  were  tested  only  for  safety  be 
evaluated  for  effectiveness  also,  and 
some  4,000  drug  products  fell  into  this 
category. 

To  accomplish  this  task,  the  FDA 
went  to  the  National  Academy  of 
Sciences  for  assistance.  The  academy 
assembled  thirty  panels  with  some  180 
medical  and  scientific  specialists 
described  in  its  1969  report  as  "pre- 
dominantly physicians  with  academic 
affiliations  for  the  obvious  reason  that 
these  best  met  the  legal  qualifications 
of  experts  qualified  by  scientific 
training  and  experience  to  evaluate  the 
effectiveness  of  the  drugs  involved." 

In  his  book.  Drugs  of  Choice.  Dr. 
Walter  Modell  states.  "For  every 
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single  drug  the  determination  of  actual 
efficiency,  proper  dosage,  and  safe  use 
requires  substantial  experience  by  the 
general  practitioner  as  well  as  by  the 
expert.”  But  the  membership  of  the 
panels  was  drawn  chiefly  from  the 
medical  schools  and  the  universities. 
Less  than  10  percent  came  from 
sources  other  than  medical  schools  or 
teaching  hospitals.  Only  three  of  the 
180  were  from  the  private  practice  of 
medicine.  Experience,  carefully  and 
scientifically  recorded,  provides  a 
sound  measure  of  drug  effectiveness. 
That  experience  is  not  the  experience 
of  clinical  practioners  in  the  medical 
schools  and  universities  alone,  for 
those  constitute  a small  percentage  of 
physicians  in  practice. 

The  thirty  study  panels  of  the  acade- 
my reviewed  4,000  drug  formulations 
for  each  of  the  16,000  therapeutic 
claims  in  many  categories  as  effective, 
probably  effective,  possibly  effective, 
ineffective,  ineffective  as  a fixed  com- 
bination, effective — but.  The  drug 
manufacturers  had  several  options:  to 
develop  necessary  scientific  data  to 
substantiate  current  claims,  to  elimi- 
nate or  modify  questionable  claims,  or 
to  reformulate  the  product.  All  this 
will  no  doubt  increase  the  cost  of 
drugs.  Furthermore,  the  average 
physician  is  not  well  informed  about 
pricing  methods  or  prices  of  drugs. 
Physicians  may  hopefully  benefit  from 
these  above  classifications.  The 


average  physician  is  handicapped  in 
not  knowing  the  efficacy  of  drugs  ap- 
parently equivalent,  in  contrast  to  gov- 
ernment agencies  which  have  the 
resources  for  such  testing.  As  this 
study  would  indicate,  the  FDA  discov- 
ered many  of  the  marketed  combina- 
tions do  not  meet  their  therapeutic 
claims  of  effectiveness. 


Full  Disclosure  Concept 

The  Physician  Desk  Reference 
(PDR)  and  the  Package  Insert,  which 
have  been  resource  aids  to  the 
physician,  have  also  come  into  con- 
troversy. With  the  "full  disclosure” 
concept,  the  package  insert  has  the 
same  information  as  the  PDR.  Some 
allowance  to  have  a box  type  insert  in 
PDR  with  an  abbreviation  of  the  drug 
information  would  be  helpful.  Permit- 
ting the  side  effects  to  be  placed  into 
categories  of  common,  usual,  or  rare 
would  be  of  assitance  to  the  practicing 
physician.  The  FDA  takes  the  stand 
that  if  the  doctor  uses  a drug  for  some- 
thing other  than  the  approved  condi- 
tions, the  physician  is  requested  to  file 
an  investigational  new  drug  applica- 
tion because  the  drug  is  used  for  a pur- 
pose not  on  the  label.  When  the 
package  insert  warning  is  ignored,  it 
can  result  in  legal  action.  In  one  such 
action  the  court  noted  that  while  the 
package  insert  "standing  alone"  did 


not  establish  a standard  of  care,  it  did 
provide  prima  facie  proof  of  proper 
use.  Therefore,  the  power  of  the  * 
package  insert  is  of  less  import  in  the 
physician’s  prescribing  habits  than  in 
its  use  in  malpractice  suits.  A state- 
ment to  the  effect  that  the  package  in- 
sert is  a guide  and  not  a binding  direc- 
tive would  be  of  some  benefit  in 
reducing  the  increasing  number  of  mal- 
practice suits  involving  the  proper  dos- 
age and  administration  of  drugs. 

New  leadership  now  exists  in  the 
FDA  in  the  person  of  the  new  commis- 
sioner, Charles  C.  Edwards,  M.D.  A 
Mayo-trained  surgeon,  he  has  empha- 
sized science  in  its  operation.  The 
commissioner  has  a committee  of  five 
distinguished  scientists  to  evaluate  sci- 
entific research  and  activity.  Henry  E. 
Simmons,  M.D.,  an  internist  who  prac- 
ticed privately  in  Boston  and  later  at 
the  Tufts-New  England  Medical 
Center,  as  director  of  the  Bureau  of 
Drugs,  has  also  emphasized  the  scien- 
tific approach  of  the  agency.  The  staff 
has  medical  officers  with  clinical  expe- 
rience. The  ability  of  the  FDA  to 
secure  outside  advice  from  the  Na- 
tional Academy  of  Sciences,  National 
Research  Council,  or  other  medical  or- 
ganizations is  an  indication  that  medi- 
cal decisions  are  not  the  sole  product 
of  deskbound  bureaucrats  unaquainted 
with  the  practicalities  of  patient  care. 
Overall,  the  FDA  is  doing  a good  job 
in  a difficult  area.  □ 


Doctors  Urged 
to  Warn  Patients 


AS  MANY  AS  20,000  Relax-A-Cisor  electric  shock  devices, 
shown  above,  are  estimated  to  stiil  exist  in  the  state  despite 
warnings  from  the  Pennsylvania  Department  of  Heaith  that 
they  constitute  a serious  health  risk  to  users.  Owners  are 
stiil  attempting  to  sell  them  through  want  ad  columns  al- 
though such  sale  is  in  violation  of  both  federal  and  state 
law.  Contact  the  Division  of  Drug  Control  at  the  Pennsyl- 
vania Department  of  Heaith  for  instructions  on  proper  dis- 
posai.  Physicians  are  urged  to  warn  patients  who  may  have 
the  devices  about  the  possibie  dangers,  and  suggest  that 
they  contact  the  Department  of  Health. 
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E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


1972  THE  UPJOHN  COMPANY  JA72-2141-6 


T4 


T4  IS  THE 
PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T,  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levotfpjdne) 


© 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS 
SO  SMOOTH  FOR  THEJ 
SYNTHROID  PATIENT^ 

(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  I 
concern  because  of  this  factor)’? 

(2)  since  SYNTHROID  contains  or 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin,  pfiarm.  3:270-7, 196^1 


Gilpose 
die  Stnoodi 


TEST 

HYPOTHYROID 

SYNTHROID  j 

THERAPEUTIC 
NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % r 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

‘ 

fHY  DOES  SYNTHROID 
LESS  THAN 
THETIC  DRUGS 
AiNING  Ta? 


Si- 

. Ta  costs  more  to  make 
:tc£^y  than  does  T4.  So  it  is 
ionomicatiy  necessary  for  a 
nthetic  thyroid  medication 
mtainrfiQ  T,  to  cost  more  than 
»e  containing  T4  alone.  Synthetic 
)mbinations  cost  patients  nearfy 
)%  more  thai  SYNTHROID® 
seause  ttie  T,  costs  more  to  start 
ith;  also  there  is  the  additional 
(per^  of  formulating  a tablet 
^^aining  two  active  ingredkmts. 

AtMrican  Druggist  BLUEBOOK,  March,  1971. 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service, 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Switching  present  patients  to 
SYNTHROID  (or  starting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


RESPONSE,  RELIABILITY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

PARAMETERS  DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 


SOURCE  OF  HORMONE  Animal  glands  (swine,  sheep,  cows).  Hormone  Synthetically  derived  pure  crystalline  hormone. 

content  of  glands  and  ratio  of  T3-T4  varies  by  type  of  Because  no  animal  protein  is  present,  no  objection- 

animal,  season  in  which  gland  is  harvested,  and  diet  able  odor  occurs  upon  aging, 

of  animal,  t.a.  3.4.S 


GENERAL  ASSAY  TECHNIQUE  "Its  major  disadvantage  is  inadequate  Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 

standardization  of  hormonal  content.”®  require  biologic  standardization  to  establish  its 

potency.  * Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 


' CLINMAL  RESPONSE  “T3  and  T4  ratio  varies  according  to  gland  source.  “Sodium  levothyroxine  has  been  extensively  used 

Fluctuations  in  response  can  occur.  with  satisfaction  and  is  widely  held  to  be  superior 

Potency  can  vary.’’®  to  (desiccated)  thyroid. ”r 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 

' thyroxine.’’* 

I : J^R^SCTABItJTY  Failure  of  thyroid  U.S.P.  treated  patients  to  show  Test  results  predictably  elevated.  ".  . . oral  potency 

clinical  improvement  and/or  lack  of  correlation  in  of  this  material  is  attested  to  by  a uniformly  good 

■ clinical  findings  to  thyroid  function  test  results  has  clinical  response  corroborated  by  a prompt  and 

been  frequently  discussed  in  the  literature.®- ’-to-  "-  sustained  increase  in  the  serum  PBl  levels.”’® 
u.  IS.  14. 15. 16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 


1.  Mangieri,  C.  N.  and  Lund,  M.  H.:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tablets  as  determined  by  the  antigoitrogenic  assay  in 
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3.  Armour  Pharmaceutical  Company— discussing  Armour  Thyroid,  PROLOID, 
other  generics.  Literature  No.  21329- 274 -YZ-1-IM  2/71. 

4.  Abelson,  D-.  M.:  Hypothyroidism,  Med.  Sci.,  10:442-8,  1961. 
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PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced.  In  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T,  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Braverman,  Ingbar,  and  Sterling*. 
T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.;  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64, 1970. 
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AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 
OBSERVATION  OF  T1 
PATIENT  DURING  TI 
BEGINNING  OF 
THERAPY  WILL  ALl 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 


Side  effe^s,  when  they  do  occ| 
are  r^ated  to  excessive  dosag€ 
Caution  should  be  exercised  ir 
administering  the  drug  to  patien 
with  cardiovascular  disease.  Ri 
the  accompanying  prescribing 
information  for  additional  datai 
write  Flint  Laboratories. 


0.05  mg. 


FREE  TAB-MINDER  medicatl 
dispensers— color-coded  in  4 di 
age  strengths—get  patients  off 
a good  start  and  encourage 
ular  habit  pattens.  Contain  fi 
4-weeks’  supply  of  SYNTHROI 
and  are  rmisable  for  maintenairi 
dosage. 


i 


0.1  mg. 


0.15  mg. 


0.2  mg. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  Ts 

EUTHRSD** 
(Lfotrix) 
Synthetic  T3-T4 

THYROLAR*** 

(Liotrix) 

Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 

Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  V*  gr. 

Va  gr. 

0.025  mg. 

N.A. 

Vz 

Vz 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr- 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

IVz  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 

^Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

**Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

***Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Synthroid 

(sodium  levotfpxine) 


indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis-  . 
ease  (chronic  subcortical  insufficiency),  Simmonds's  Disease  (panhypopituitarism)  or  Cushing’s  ' 
syndrome  (hyperadrenalism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient's  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activi^  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  PBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0.2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P.,  as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an  ; 
improvement  over  animal  gland  * 
products.  Patients,  even  athyrotic^ 
ones,  can  be  completely  ^ 

maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are  ^ 
easy  to  interpret  since  they  are  S 
predictably  elevated  when  the  H 
patient  adheres  to  SYNTHROID.  ^ 
Of  all  synthetic  thyroid  drugs,  ^ 
SYNTHROID  is  the  most  P 

economical  to  the  patient.  ^ « 


FUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


OFFER: 

Free  TAB-MINDER  medication 
dispensers  to  start  or  convert  all 
your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
Therapy.”  Ask  us. 
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Zip 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 


due  to  androgenic  deficiency  in  the  American  male. 


DESCRIPTION:  Methyltfstosterone  1%  l7/,'-Hydresy-17-Mithyl3ndrost-4  « ; 
3-Dne. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male;  1.  Eunuchoidism  and  eunuchism.  2.  Mat  ' 
climacteric  symptoms  when  these  are  seconiary  to  androgen  deficient' 
3.  impotence  due  to  androgenic  deflcier^cy.  4.  PostpuberaS  crypto  . 
chidism  with  evidence  of  hypogonadism.  ' 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sue 
as  Increased  BSP  retention  and  rises  in  SGOT  levels,  have  been  reporle 
after  Methyltestosterone.  These  changes  appear  to  be  related  1 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  In  livt 
function  tests,  drug  should  be  discontir^ued. 

FRECAUTIOHS:  Prolonged  dosage  of  androgen  may  result  in  sodium  an 
fluid  retention.  This  may  present  a problem,  especially  in  patient 
with  compromised  cardiac  reserve  or  rersa!  disease.  In  treating  male 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increa; 
irfg  the  nervous,  mental, ‘artd  physical  activities  beyond  the  patient' 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contrair^dicated  in  persons  with  known  or  su< 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breasi 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Android 

Methyltestosterone  N.F.  -5  mg. 

AndrokfllO 

Methyltestosterone  N.F.  -10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimuiatio 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  o 
excessive  dosage  may  cause  inhibition  of  testicular  function,  wit 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caul 
iously  in  your^g  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  ma 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastu 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  « Oligospermia  and  du 
creased  ejaculatory  volume.  * Hypercalcemia  particularly  in  patient 
with  metastic  breast  carcinoma.  This  usually  indicates  progressior:  o 
bone  metastases.  » Sodium  and  water  retention.  • Priapism  » Vinh 
zation  in  female  patients  » Hypersensitivity  and  gynecomastia 

DOSAGE  AND  APMiNiSTRATSON:  Dosage  must  be  stricly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  bes' 
admirristered  in  divided  doses.  The  following  chart  is  suggested  as  at 
average  daily  dosage  guide. 

INDICATION  A.eragejMl,  D.sas. 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg 

Postpubera!  cryptorchism  30  mg 

HOW  SUPPLIED:  5.  10,  25  mg,  in  bottles  of  60,  250, 


Write  tor  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC 

2500  West  6th  Street,  Los  Angeles,  CaSifornia  90057 
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Hodgkin’s  Disease 


The  prognosis  of  patients  with 
( Hodgkin's  disease  has  been  vastly 
improved  with  the  use  of  modern  radio- 
therapy or  chemotherapy  and  the  use  of 
new  staging  procedures  such  as 
lymphangiography  and  laparotomy. 
With  early  diagnosis  and  proper  treat- 
ment, morbidity  associated  with 
Hodgkin’s  disease  has  been  greatly 
reduced.  Accumulated  evidence  also 
suggests  that  permanent  cures  may  be 
affected  in  certain  patients  with  this 
I'  disease. 

Proper  treatment  of  patients  with 
Hodgkin’s  disease  depends  upon  accu- 
rate histological  diagnosis  and  precise 
I evaluation  of  the  extent  of  the  disease. 
Paramount  in  importance,  however,  is 
accurate  histological  diagnosis  and 
classification  because  numerous  reac- 
tive conditions  and  malignant  processes 
may  simulate  the  appearance  of 
; Hodgkin’s  disease.  Lukes’  classification 
of  six  histological  types  of  Hodgkin’s 
i disease  correlate  with  the  clinical  stages 
I of  this  disease  and  have  prognostic  sig- 
nificance. 

The  Rye  classification,  developed  in 
1965,  consists  of  four  histological  types 
and  represents  a combination  of  prog- 
nostically  similar  groups  to  the  Lukes 
and  Butler  classification.  The  rela- 
tionship between  these  two  classifica- 
tions is  presented  in  Table  I.  The  value 
of  applying  the  Rye  classification  to 
clinical  staging  of  this  disease  has  been 
confirmed.  In  five  series  of  patients 
with  Hodgkin’s  disease  classified  in  this 
manner,  patients  with  the  lymphocytic 
predominance  type  of  disease  had  the 
best  prognosis,  those  with  nodular  scle- 
rosis had  the  second  best,  those  with  the 
mixed  cellularity  type  the  third  best, 
and  those  with  the  lymphocytic  deple- 
tion type  the  poorest  prognosis. 


ROBERT  J.  HARTSOCK,  M.D.,  Head 

Section  of  Hematology 
Allegheny  General  Hospital 
Pittsburgh,  Pennsylvania 

Unfortunately  the  four  histological 
types  of  the  Rye  classification  do  not 
adequately  portray  the  histological 
spectrum  of  Hodgkin’s  disease  encoun- 
tered by  the  pathologist  who  is  faced 
with  establishing  the  diagnosis  and  clas- 
sifying the  disease.  For  the  diagnosis  of 
Hodgkin’s  disease,  two  essential  fea- 
tures are  necessary:  ( 1)  the  Reed-Stern- 
berg  cells  or  its  histologic  variant,  the 
lacunar  cell,  and  (2)  the  proper 
histological  background,  i.e.  the  appro- 
priate cellular  response.  All  histological 
classifications  of  Hodkin’s  disease  are 
based  upon  the  cellular  response  of  the 
histological  background.  The  cellular 
changes  of  Hodgkin’s  disease  are  quite 
variable  ranging  from  an  almost  uni- 
form population  of  lymphocytes  to  a 
cellular  response  of  almost  pure  re- 
ticular cells.  Reactions  of  the  connec- 
tive tissue  may  vary  from  no  change  to 
that  of  thick  interlacing  bundles  of  con- 
nective tissue  in  the  nodular  sclerosis 
type  of  Hodgkin’s  disease.  Because  of 
this  complex  array  of  histological 


changes  in  Hodgkin’s  disease,  it  is 
desirable  that  pathologists  evaluate  this 
disease  in  terms  of  the  original  Lukes 
and  Butler  classification  and  then 
translate  them  into  the  Rye  classifica- 
tion. 

Another  important  advantage  for 
pathologists  who  use  the  Lukes  and 
Butler  classification  is  that  this  clas- 
sification provides  well-delineated  cri- 
teria for  accurate  diagnosis  and  affords 
the  best  opportunity  to  separate 
Hodgkin’s  disease  from  those  benign 
and  neoplastic  processes  for  which  it 
can  be  misinterpreted. 

During  the  past  decade  there  has 
been  an  upsurge  of  more  definitive  in- 
formation regarding  the  diagnosis  and 
treatment  of  patients  with  Hodgkin’s 
disease.  From  the  vantage  point  of  the 
pathologist,  one  of  the  significant  de- 
velopments has  been  the  formulation  of 
the  Lukes  and  Butler  classification  of 
Hodgkin’s  disease.  This  classification 
provides  the  bridge  between  histolog- 
ical diagnosis,  therapy,  and  prognosis. 


TABLE  1 

Comparison  of  Histological  Classifications 
of  Hodgkin’s  Disease 

Rye  Lukes  and  Butler 

Lymphocytic  predominance 

Lymphocytic  and  histiocytic 

Nodular 

Diffuse 

Nodular  sclerosis 

Nodular  sclerosis 

Mixed  cellularity 

Mixed  cellularity 

Lymphocytic  depletion 

Diffuse  fibrosis 

Reticular 

CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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cardiovascular  brief 


CardiovasGular  Surgery 
Part  II 


Thomas  J.E.  O’Neill,  M.D.,  Clinical 
Associate  Professor  of  Surgery  (Cardio- 
Thoracic),  Temple  University  School 
of  Medicine,  and  Head  of  Section, 
Episcopal  Hospital,  Philadelphia, 
Pennsylvania,  is  questioned  by  William 
G.  Leaman,  Jr.,  M.D. 

How  widespread  is  the  use  of  artificial 
cardiac  pacemakers  at  present? 

It  is  now  estimated  that  there  are 
more  than  50,000  persons  utilizing 
implantable  cardiac  pacemakers  today 
in  the  United  States  alone. 

What  is  the  principal  indication  for 
electrical  cardiac  pacing? 

Atrio-ventricular  dissociation, 
caused  by  ischemia  or  infarction  and 
resulting  in  bradycardia,  is  the  princi- 
ple reason  for  pacemaker  'implanta- 
tion. Often  this  occurrence  is  as- 
sociated with  signs  and  symptoms  of 
acute  myocardial  infarction;  but,  to  a 
lesser  degree,  the  picture  may  develop 
in  an  insidious  manner.  Today  an  in- 
creasing percentage  of  patients  suffer- 
ing from  acute  myocardial  infarctions 
are  promptly  transported  to  area  hos- 
pitals and  are  quickly  evaluated  and 
started  on  supportive  treatment, 
including  electrocardiographic  dis- 
plays. It  is  not  difficult  to  diagnose  a 
heart  block  which,  when  it  occurs, 
should  alert  the  physician  to  consider 
the  need  for  electrical  pacing,  along 
with  his  efforts  to  adjust  the  chemical 
and  drug  imbalances.  It  is  generally 
desirable  to  increase  the  cardiac  output 
in  order  to  improve  the  coronary 
circulation  with  the  consequently  better 
myocardial  oxygenation,  thus  leading 
to  a more  rapid  and  sustained  recovery. 

How  long  should  one  continue  tempo- 
rary electrical  pacing? 

Usually  two  to  seven  days.  The  pa- 
tient will  either  die,  improve  dramati- 


cally with  return  of  normal  rate,  or 
demonstrate  marked  improvement  ex- 
cept for  failure  to  maintain  adequate 
heart  rate  unassisted.  The  last  group  of 
patients  should  be  considered  for  per- 
manent implantation  of  a pacemaker. 

How  does  the  treatment  of  acute  A-V 
dissociation  differ  from  the  insidious 
type  of  heart  block? 

Often,  patients  giving  no  history  of 
heart  symptoms  experience  sudden 
syncope  from  which  they  recover,  ex- 
cept for  the  after  effects  of  fatigue  and 
vertigo.  The  findings  of  bradycardia 
and  electrocardiographic  evidence  of 
complete  heart  block  usually  highlight 
the  diagnosis.  The  treatment  of  choice 
for  these  patients  is  prompt  implanta- 
tion of  a cardiac  pacemaker. 

Which  types  of  implantable  pace- 
makers are  best? 

The  two  principal  types  are;  the 
transvenous  catheter  electrode  (en- 
docardial) type,  and  the  epicardial  (or 
myocardial)  electrode  type.  The 
myocardial  electrode  system  is  superi- 
or because  the  complication  risk  is 
much  less  and  the  electrical  reliability 
is  much  higher.  The  only  advantage  of 
the  transvenous  system  is  that  it  can  be 
implanted  under  local  anesthesia. 

Does  the  future  promise  relief  from 
this  sole  objection? 

1 believe  so.  We  have  now  success- 
fully implanted  eight  new  type  elec- 
trodes into  the  myocardium  using  a 
surgical  approach  that  avoids  a 
thoracotomy.  It  is  done  entirely 
through  a supradiaphragmatic,  sub- 
costal route  and,  in  one  instance,  was 
done  under  local  anesthesia  in  a small 
1 5-year  old  girl. 

Realizing  that  battery  failure  is  the  al- 
most exclusive  cause  of  pacemaker 


malfunctions,  are  there  any  advances 
under  way  to  lengthen  the  perform- 
ance time  of  the  batteries? 

Since  the  failure  rate  of  the  batteries 
has  been  found  to  be  about  1 percent 
within  eighteen  months  and  rises  to  5 
percent  within  the  next  six  months,  im- 
provements have  been  sought  in  three 
directions:  (1)  improvements  in  the 
present  dry  cel!  batteries,  already 
achieving  a prolongation  of  two 
months;  (2)  reduction  in  the  pulse  gen- 
erator power  output  by  shortening  the 
discharge  times,  but  still  maintaining 
the  stimulation  threshold  (this  could 
possibly  add  one  year  to  the  battery 
life);  and  (3)  atomic  batteries,  isotopic 
or  plutonium-238  powered  batteries. 
This  type  of  battery  has  been  manufac- 
tured in  France,  and  "atomic”  pace- 
makers are  already  implanted  in  seven- 
teen individuals  in  Europe,  one  for 
more  than  one  year,  and  they  are  func- 
tioning well  with  a projected  life  span  of 
five  to  ten  years.  Radiation  danger  is 
extremely  remote  in  that  the  unit  is 
completely  shielded  by  metal  and  gives 
no  more  radiation  than  one  yearly  chest 
x-ray  picture.  The  temperature  eleva- 
tion surrounding  the  pulse  generator  is 
only  one  degree  F. 

Why,  then,  aren’t  we  employing  this 

type  of  pacemaker? 

Isotopes  used  in  this  manner  must 
be  approved  by  the  Atomic  Energy 
Commission  and  the  F.D.A.  Once 
these  agencies  approve,  there  will  be 
no  reason  to  delay  their  employment 
in  those  patients  who  can  afford  to  pay 
four  to  five  thousand  dollars  per  unit. 

This  Brief  is  edited  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  Council  on 
Education  and  Science,  in  cooperation 
with  the  Pennsylvania  Health  Associa- 
tion. 
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1972  Scientific  Assembly 

Host  Farm  Resort  Motel  • Lancaster 

Theme:  Problem-Oriented  Medicine 

Morning  Afternoon 


Monday,  October  9 

Pennsylvania  Allergy  Association 

Pennsylvania  Psychiatric  Society 
Urological  Association  of  Pennsylvania,  Inc. 
Pennsylvania  Society  of  Internal  Medicine 
Seminar  for  Nurses 

Tuesday,  October  10 

Pennsylvania  Association  of  Clinical 
Pathologists — “New  Developments  in 
the  Clinical  Laboratory” 

Commission  on  Environmental  Health 

Pennsylvania  Section,  District  III, 

American  College  of  Obstetricians 
and  Gynecologists 

Seminar  for  Nurses 

Medical  Writers — all  day:  “Workshop  on  Medical  Writing” 

Wednesday,  October  11 

International  College  of  Surgeons—all  day 

Pennsylvania  and  Philadelphia  Divisions,  ACS 
“Recurrent  Cancer  in  Family  Practice” 

American  College  of  Emergency  Physicians 

Pennsylvania  Section,  Miu-Atlantic 
Neurosurgical  Society 

Pennsylvania  Academy  of  Ophthaimoiogy  and 
Otolaryngology 

Pennsylvania  Academy  of  Physical  Medicine 
and  Rehabilitation--“Rheumatoid  Arthritis” 

Nurses  Seminar 

Thursday,  October  12 

Pennsyivania  Thoracic  Society— 
Pennsylvania  Society  of  Anesthesiologists 

Pennsylvania  Heart  Association 

Pennsyivania  Society  of  Colon  and  Rectal 
Surgery 

Nurses  Seminar 


Luncheon  with  the  experts  every  day  at  noon 


These  continuing  medical  education 

For  more  information,  contact: 

activities  may  be  reported  for  hour- 

Commission  on  Scientific  Assembly 

for-hour  credit  toward  the  AMA’s 

Pennsylvania  Medical  Society 

Physician  Recognition  Award  as 

20  Erford  Road 

follows: 

Lemoyne,  Pa.  17043 

Morning  Sessions — Category  1 credit 

Noon  Sessions— Category  11  credit 

Afternoon  Sessions— Category  II  credit 

Cardiovascular  Disease — Use  of  the 
Probiem-Oriented  Record  in  Patient 
Evaluation  and  Treatment 
Planned  and  presented  by  the  Hahnemann 
College  working  with  the  Grand  View 
Hospital,  Sellersville 


Hematology  and  Cancer  Chemotherapy 
Use  of  the  Problem-Oriented  Record 
in  Patient  Evaluation  and  Treatment 
Planned  and  presented  by  the  Jefferson 
Medical  College  working  with  Reading 
Hospital 


Shock,  Trauma  and  Burns — Use  of  the 
Problem-Oriented  Record  in  Patient 
Evaluation  and  Treatment 
Planned  and  presented  by  the  University 
of  Pittsburgh  School  of  Medicine 
working  with  the  Latrobe  Area 
Hospital 


Peer  Review  and  the  Problem-Oriented 
Record 

Pennsylvania  Orthopaedic  Society — all  day 
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continuing  education 


Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA’s 
Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


FAMILY  MEDICINE 

Pittsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm..  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St.,  Pittsburgh  15201. 


GENERAL  MEDICINE 

Bradford  Hospital;  September  1,  1972  - June  30 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D..  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp  , Interstate  Parkway, 
Bradford  16701 . 


DuBois:  January  - December,  1972 
Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr.  per  day;  1 day 
ea.  mo.  (except  July  and  Aug.);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger.  M.D.,  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen.  Hosp..  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn.  M.D..  Med.  Dir.,  Frankford  Hosp  , 
Frankford  Ave.  & Wakeling  St..  Philadelphia 
19124. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E..  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  Stale  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Scranton.  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co  Med  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs  ea.  evening 

AAGP  credit  requested  Contact  R N Shoemaker. 
Ph  D.,  Coordinator  of  Med.  Educ..  VA  Hosp  , 1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea  month 

Tumor  Conference;  at  Community  General  Hos- 
pital Contact  Harold  I Farber.  M D . Dir  . Tumor 
Clinic,  Community  Gen  Hosp  , 145  N Sixth  St  , 
Reading  1 9601 


SURGERY 

Easton  Hospital;  March  17  - November  3.  1972. 

0/S — Visiting  Professor  in  Surgery;  1 day  a mo  ; 
(Mar.,  June,  Sept,  and  Nov.);  no  fee;  creditable 
hours.  ContacI  Lee  S Serfas.  M D . Dir.  of  Surg  , 
Easton  Hosp  . 21sl  & Lehigh  Sts  , Easton  18042. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
0 — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


CARDIOVASCULAR  DISEASE 

July  17-19, 1972  ; Philadelphia 

C/AMA — Bedside  Diagnosis  of  Heart  Disease; 
by  Hahnemann  and  PMS;  at  Holiday  Inn  Penn 
Center;  6 hrs.  ea.  day;  18  hrs.  AAFP  credit 
requested;  fee — $150.  Contact  Mrs.  Sage  Cordell, 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


fee — $100;  designed  for  physicians  and  microbi- 
ologists. Contact  F.  Blank,  M.D.  Skin  & Cancer 
Hosp.,  3322  N.  Broad  St.,  Philadelphia  19140. 


EMERGENCY  MEDICINE 

September  7-9,  1972;  Hershey 
C/AMA — Continuing  Education  for  Hospital 
Emergency  Department  Physicians  and  Nurses;  by 
Committee  on  Trauma  of  the  Amer.  Coll,  of  Sur- 
geons and  Dept,  of  Surg.  at  M S.  Hershey.  Fee  = 
$100.  AAFP  credit  requested.  Contact  W.  E. 
DeMuth,  M.D.,  Dept,  of  Sur..  M S-  Hershey. 
Hershey  1 7033. 


GENERAL  MEDICINE 

As  Arranged;  Philadelphia 

PG  — Preceptorship  for  Practicing  Physicians; 
at  M.C.P.;  may  be  arranged  as  1 day  per  week  in 
16-week  block  (gj  $200-$300,  2 weeks  @ $250  , 3 
weeks  @ $375  or  1 month  (5,  $500;  programs 
available  in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psy- 
chiatry, Radiology  and  Surgery.  Contact  Gerald  H. 
Escovitz,  M.D.,  Dir.  Regional  Medical  Program  Ac- 
tivities, M.C.P,,  3300  Henry  Ave.,  Philadelphia 
19129. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
August  7 - 11,  1972;  Pittsburgh 

C/S/AMA — The  Management  of  Retinal  Detach- 
ment; by  Eye  and  Ear  Hosp.  and  Pitt;  max.  regis. 
= 12;  fee  = $325.  Contact  William  M.  Cooper. 
M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H  Scaife 
Hall,  Pittsburgh,  15213 


November  5 - 11,  1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitt;  max.  regis.  = 13;  fee  = $500.  Contact 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.,  1022-H  Scaite  Hall,  Pittsburgh  15213. 


PHYSIOLOGY 

August  28  - September  1,  1972;  University  Park 
C — Physiology;  (annual  meeting  of  Amer.  Physi- 
ological Soc.);  at  Keller  Conference  Center;  6 hrs. 
per  day;  24  hrs.  AAFP  credit  requested;  fee— $15. 
Contact  E.  R.  Buskirk.  103  Human  Performance 
Bldg.,  Penn  State,  University  Park  16802, 


J ^ 

PMS  Scientific 
Assembly 

Host  Farm 
Resort  Motel 
Lancaster 


October  9-12, 


Pittsburgh,  April  20  - July  20.  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hosp.;  Grand  Medical  Rounds; 
1 hr.  ea.  day;  third  Thurs.  ea.  mo.;  AAFP  credit 
requested.  Contact  Wiliam  C Cooper,  M.D..  Dir. 
Div.  of  Com.  Educ.,  Pitt.,  1022-H  Scaife  Hall.  Pitts- 
burgh 15213. 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested  Contact  Frank  J.  Trunzo,  M D . Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave  . Punxsu- 
tawney 1 5767. 


October  9-20,  1972;  Philadelphia  (repeat  February 
5-16,  1973) 

PG — Broncho-Esophagology;  at  Temple; 
planned  for  chest  physicians,  thoracic  surgeons, 
anesthesiologists  and  gastroenterologists.  Con- 
tacI Chevalier  Jackson  Clinic,  Temple.  3401  N. 
Broad  St.,  Philadelphia  19140. 


DERMATOLOGY 

July  31,  August  4,  1972;  Philadelphia 

C — Medical  Mycology;  by  Temple;  at  Dept,  of 
Dermatology;  7 hrs.  per  day;  35  hr.  total; 
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. . . Questions  regarding  your  membership 

are  answered  below 

I 


i 

t 


; 

! Who In  order  for  an  Active  or  Senior  Active  dues-paying  member  of  the  PMS  to  remain  a member  in  good 

standing  after  December  31 , 1 975,  he  must  have  qualified  for  the  AMA’s  1 973  or  later  Physician’s  Recogni- 
tion Award. 

When Once  he  has  qualified  for  such  an  award,  he  must  re-qualify  on  a three-year  cycle  in  order  to  continue  to 

remain  a member  in  good  standing. 

New  Members  ...New  members  of  PMS  will  have  three  years  in  which  to  meet  the  continuing  medical  education 
requirement. 

Waiver The  Board  of  Trustees  and  Councilors  shall,  in  accordance  with  procedures  established  by  such  Board, 

have  the  power  to  waive  such  requirements  in  those  cases  involving  Active  or  Senior  Active  members  if  in 
its  judgment  such  waiver  should  be  granted. 

Failure  to 

Qualify  If  the  member  has  failed  to  qualify  for  the  PRA  by  1975,  he  will  be  notified  that  his  membership  will  be  sus- 

pended by  December  31,  1975,  unless  he  submits  sufficient  supplemental  records  to  meet  the 
requirements. 

Suspension During  the  one-year  period  of  suspension,  the  suspended  member  shall  be  required  to  continue  payment  of 

dues  but  shall  not  have  any  rights  or  privileges  of  membership. 

Restoration Full  membership  will  be  restored  upon  expiration  of  the  period  of  suspension  provided  the  member  has 

qualified  for  a current  PRA  certificate. 

Termination Membership  will  be  terminated  if  the  continuing  medical  education  requirement  has  not  been  met  by  the 

end  of  the  suspension  period. 

Restoration Terminated  memberships  will  be  reinstated  if,  after  meeting  all  the  other  requirements  for  reinstatement, 

the  member  submits  evidence  that  he  has  met  all  the  requirements  for  the  PRA  for  a current  period  and 
that  at  least  one-third  of  the  hours  required  were  obtained  during  the  current  calendar  year. 


Council  on  Education  and  Science,  Pennsylvania  Medical  Society 
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Physicians  Wanted:  Male  and  Female. 

Licensed,  for  children’s  camps,  July- 
August.  Good  salary;  free  placement, 
350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West 
42  St.,  New  York,  N.Y.  10036.  Tele- 
phone: (212)  695-2656. 

Emergency  Room  Physician— Full 
time  position,  available  May  15,  1972; 
Accredited  325  bed  general  hospital; 
active  approved  internship  and  resi- 
dency programs;  excellent  benefits. 
Submit  resume  to:  Administrator, 
Robert  Packer  Hospital,  Sayre,  Pa. 
18840. 

House  Physicians — Openings  for 
House  Physicians  available.  Salary 
$18,000  per  year.  274  bed  accredited 
general  hospital.  Must  be  eligible  for  or 
have  licensure  in  Pennsylvania.  Write: 
Office  of  Administrator,  Lower  Bucks 
Hospital,  Bristol,  Pennsylvania. 

Coatesville,  Pa. — Physician  needed  for 
full-time  Officer-of-the-Day  duties  five 
(5)  week  nights  in  accredited  psychia- 
tric VA  Hospital,  38  miles  west  of 
Philadelphia.  Affiliated  with  Jefferson 
Medical  College  of  the  Thomas  Jef- 
ferson University.  License  any  state. 
Salary  range,  $18,737  through 
$28,548— commensurate  with  training 
and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 
Hospital,  Coatesville,  Pa.  19320. 
NONDISCRIMINATION  IN  EM- 
PLOYMENT. 

Full-time  Accident  Ward  Physician 

Wanted:  for  Delaware  County  Memo- 
rial Hospital,  Drexel  Hill,  Pa.  Pennsyl- 
vania licensed.  Liberal  income  guaran- 
tee. Call  or  write  Administrator.  Lans- 
downe  and  Keystone  Avenues,  Drexel 
Hill,  Pa.  Telephone:  (215)  259-3800. 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Psychiatric  Staff — Requirements  of  3 
year  residency  training  to  Board  Cer- 
tified. $26,000  to  $36,300  depending 


on  qualifications  and  experience.  Ex- 
cellent Michigan  Civil  Service  fringe 
benefits.  Smog  free,  peaceful,  cultural, 
summer-winter  vacationland  commu- 
nity. College  town.  Near  Interlochen 
National  Music  Camp.  1400  bed 
progressive  psychiatric  hospital.  JCAH 
approved.  3 year  psychiatric  residency 
program.  Contact  M.  Duane  Som- 
merness,  M.D.,  Room  330,  Traverse 
City  State  Hospital,  Traverse  City, 
Michigan  49684.  An  equal  opportuni- 
ty employer. 

Coatesville,  Pa.  General  Practitioner 

to  work  in  accredited  Psychiatric  Vet- 
erans Administration  Hospital,  38 
miles  west  of  Philadelphia.  Affiliated 
with  Jefferson  Medical  College,  Thom- 
as Jefferson  University.  License  any 
state.  Salary  range,  $22,000  to 
$28,000.  Commensurate  with  training 
and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 
Hospital,  Coatesville,  Pa.  19320.  Non- 
discrimination in  employment. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Medical  School  Residency — Two  first 
year  resident  positions  newly  available 
because  of  hospital  quota  increase,  to 
start  July  1 972.  Excellent  teaching  pro- 
gram. Medical  school  located  in 
Philadelphia.  Only  good  caliber 


P 

fi 

1 

applicants  should  write  to:  C-12,  P.O.  ^ 
Box  2066,  Philadelphia,  Pa.  19103.  P 

Anesthesiologist — Wanted  for  a busy  j 
120  bed  community  hospital — Boards  j 
eligible  or  board  certified — Fee  for  j 
service — surgical  and  obstetrical  cov- 
erage— Please  apply  to  Charles  Ak- 
selrad,  M.D.,  Freehold  Area  Hospital,  i 
Freehold,  N.J.  07728.  ( 

General  Practitioner — Trial  or  eventu-  * 
al  ownership  in  a small  college  town — 
Mansfield,  Pa.  30  miles  south  of  ^ 
Corning,  New  York.  Also  opportunity 
for  part-time  college  physician  for  3000 
student  campus.  Will  discuss  details. 
Contact:  Joseph  J.  Moore,  Jr.,  M.D.,  35 
North  Main  St.,  Mansfield,  Pa.  16933. 
Internist  or  General  Practitioners' 
needed  for  396-bed  general  medical 
hospital  with  102-bed  nursing  home 
unit;  salary  based  on  qualifications; 
licensure  any  state;  excellent  fringe 
benefits;  located  35  miles  from  Pitts- 
burgh metropolitan  area;  non-  i 
discriminatory  employment.  Contact: 
Chief  of  Staff,  VA  Hospital,  Butler,  Pa. 
16001. 

College  Health  Physician — Opening 
for  general  practitioner,  internist,  ath-  • 
letic  physician,  and  office  gynecologist 
at  The  Pennsylvania  State  University; 
14-member  group  operates  an  out  pa- 
tient department  and  a 65-bed  hospital;  ■ 
liberal  benefits  include  educational 
privileges  for  family.  For  more  infor- 
mation, contact:  John  A.  Hargleroad, 

II,  M.D.,  director.  University  Health 
Services,  Ritenour  Health  Center,  Uni- 
versity Park,  Pennsylvania  16802.  An 
Equal  Opportunity  Employer. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd,,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  “Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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I Physician — Family  Medicine.  Modern 
• facilities  in  a lovely  residential  area. 
Two  man  group  wish  to  add  third  man. 
. Guaranteed  salary  the  first  year.  Cor- 
porate structure  with  all  benefits. 
Maple  Glen  Medical  Associates.  Lionel 
, B.  Shaffer,  M.D.,  1000  Welsh  Road, 
Ambler,  Pa.  19002.  Telephone:  (215) 
' 646-0165. 


Anesthesiologist— Board  Eligible  or 
Certified.  Require  Pa.  license.  Six 
C.R.N.A.’s  and  two  Inhalation  Therapy 
Technicians,  Recovery  Room,  I.C.U., 
Pulmonary  Function.  172  bed  J.C.A.H. 
hospital,  located  in  W.  Pa.,  55  miles 
north  of  Pittsburgh.  Good  hunting, 
fishing,  water  sports.  Compensation 
and  benefit  programs  competitive.  New 
212  bed  hospital  under  construction, 
occupancy  date  Spring  1973.  Contact: 
R.L.  Engel,  Administrator,  Armstrong 
County  Memorial  Hospital,  Kittan- 
ning, Pa.  16201.  Telephone:  (412)  543- 
1411. 


Physician — to  provide  medical  serv- 
ices in  a new  ambulatory  care  center; 
opportunity  to  participate  in  a 


Physician’s  Assistant  Training  Pro- 
gram. Group  practice  setting — support 
personnel,  attractive  hours,  vacation, 
retirement,  other  fringe  benefits.  Sala- 
ry $27-30,000  or  higher,  depending  on 
qualifications.  Write:  Lester  M. 
Saidman,  M.D.,  Rural  Health  Corpora- 
tion of  Luzerne  County,  116-118  S. 
Main  St.,  Wilkes-Barre,  Pa.  18701. 
Near  Pocono  Mts.,  golfing  and  skiing 
are  excellent,  New  York  City — 2% 
hrs.,  Phil. — 2 hrs.,  Balt. — 3 hrs., 
Wash.— 33^  hrs. 

FOR  SALE 

Philadelphia — Ideal  professional  loca- 
tion, combining  home  and  office  in  res- 
idential area.  Corner  stone  ranch  house 
on  Bustleton  Avenue  with  large,  beau- 
tifully landscaped  grounds.  Conven- 
iently situated  near  stores,  offices, 
schools.  Telephone:  (215)  745-0741. 

Lucrative  rural  practice  for  one  or  two 
physicians.  Easy  financing  for  the  cost 
of  the  real  estate,  equipment,  and  drug 
inventory.  $30,000  takes  all,  including 
spacious  office,  fluoroscope,  and  Medi- 


Sonar.  Reliable  help  available.  Good 
schools.  Pleasant  residential  communi- 
ty. OB  optional.  Gross  $100,000  plus. 
Write  Dept.  609,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 

Internal  medical  solo  office.  Over 
$175,000  annual  gross.  Office  fur- 
nished and  equipped — on  corner  with 
parking  lot.  Asking  $50,000  with 
terms.  Rent  or  lease  possible.  Call  after 
July  1.  Erie,  Pa.  Telephone:  (814)  529- 
1406. 

For  Sale — Combined  home  and  office 
in  suburb  N.E.  Philadelphia.  Ideal  loca- 
tion and  suitable  for  all  practices.  Of- 
fice well  planned  and  equipped.  Home 
3-bedroom  stone  ranch  near  all  facili- 
ties. Call  (215)  725-7313. 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 
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obituaries 


O Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


O Park  M.  Horton,  New  Milford; 
Jefferson  Medical  College,  1932;  age 
64;  died  May  24,  1972.  Dr.  Horton 
was  president-elect  of  the  Pennsyl- 
vania Medical  Society  at  the  time  of 
his  death.  He  had  served  on  the  Board 
of  Trustees  since  1963  and  was 
chairman  of  the  board  at  the  time  of 
his  election  as  president-elect.  He  was 
a member  of  the  American  and  Penn- 
sylvania Academies  of  Family  Physi- 
cians, a past  president  and  secretary  of 
the  Susquehanna  County  Medical  So- 
ciety, and  at  the  time  of  his  death  was 
serving  on  the  American  Medical  Po- 
litical Action  Committee.  He  is  sur- 
vived by  his  wife,  two  daughters,  a 
sister,  four  brothers,  and  two  stepchil- 
dren, one  of  whom  is  George  Riley, 
M.D.,  Kirkwood,  N.Y. 

O William  A.  Boyson,  Mechanics- 
burg;  Hahnemann  Medical  College, 
1930;  age  77;  died  April  23,  1972.  He 
was  a past  president  of  the  National 
Homeopathic  Society.  Survivors  in- 
clude his  wife  and  three  sons,  one  of 
whom  is  Robert  Boyson,  M.D.,  North 
Little  Rock,  Arkansas. 

O Edward  W.  Campbell,  Flourtown; 
Hahnemann  Medical  College  and  Hos- 
pital, 1924;  age  72;  died  May  13,  1972. 
He  was  professor  emeritus  of  surgery 
and  former  head  of  the  department  of 
urology  at  Hahnemann  Medical 
College.  He  was  also  chief  of  urology  at 
Abington  Memorial  Hospital.  He  is 
survived  by  his  wife  and  two  sons. 

O Herman  B.  Cohen,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1913;  age  81;  died  January 
23,  1972.  He  was  a member  of  the 
American  Academy  of  Ophthalmology 
and  Otolaryngology.  No  information  is 
available  regarding  survivors. 

O Joseph  F.  Dreier,  Bear  Creek; 
Temple  University  School  of  Medicine, 
1933;  age  73;  died  May  13,  1972.  He 
was  medical  administrator  for  the  State 
Bureau  of  Rehabilitation  for  Luzerne 
County.  He  is  survived  by  his  wife,  two 
daughters,  a son,  and  a sister. 

O Milton  B.  Emanuel,  Philadelphia; 
Jefferson  Medical  College,  1919;  age 
76;  died  April  30,  1972.  Dr.  Emanuel 
was  a member  of  the  staff  of  the  Albert 
Einstein  Medical  Center.  In  addition  to 
his  wife,  a daughter,  a son,  E.  Stephen 
Emanuel,  M.D.,  Philadelphia,  and  a 
sister  survive  him. 


O T.  Russell  Evans,  Scranton;  Jef- 
ferson Medical  College,  1933;  age  66; 
Died  April  22,  1972.  He  is  survived  by 
his  wife  and  a son. 

O Allen  W.  Hildreth,  Pottsville;  Cor- 
nell University  Medical  College,  1938; 
age  59;  died  April  14,  1972.  He  was  a 
diplomate  of  the  American  College  of 
Surgeons.  Survivors  include  his  wife, 
three  daughters,  a son,  and  a sister. 

O Albert  A.  Rosenberg,  McKee- 
sport; University  of  Maryland  School 
of  Medicine,  1926;  age  71 ; died  April  5, 
1 972.  He  was  head  of  the  diabetes  clinic 
at  the  McKeesport  Hospital  and  had 
been  chief  of  the  department  of  internal 
medicine.  He  was  a member  of  the 
American  Diabetes  Association,  the 
American  College  of  Angiology,  the 
American  Geriatrics  Society,  and  the 
Pittsburgh  Diabetes  and  Rheumatic 
Societies.  He  is  survived  by  his  wife  and 
a daughter. 

O William  J.  Schilling,  Latrobe;  Mc- 
Gill University  Faculty  of  Medicine, 
1937;  age  63;  died  April  5,  1972.  He 
was  a former  superintendent  of  Tor- 
rance State  Hospital  and  was  associated 
with  Westmoreland  Hospital  Mental 
Health  Clinic.  He  is  survived  by  his 
wife,  three  daughters,  a son,  and  two 
sisters. 

O Harry  S.  Weaver,  Jr.,  Philadel- 
phia; Hahnemann  Medical  College, 
1 929;  age  68 ; died  March  24,  1 972.  He 
was  a member  of  the  American  Acade- 
my of  Ophthalmology  and  Otolaryngo- 
logy and  the  American  College  of  Sur- 
geons. Information  regarding  survivors 
is  not  available. 

O Bruce  Montgomery,  Fairchance; 
University  of  Maryland  School  of  Med- 
icine, 1935;  age  62;  died  May  7,  1972. 
He  was  a past  president  of  the  Fayette 
County  Medical  Society.  He  is  survived 
by  two  daughters;  a son,  Robert  Mont- 
gomery, M.D.,  Boise,  Idaho;  two 
sisters;  and  two  brothers,  one  of  whom 
is  Mark  Montgomery,  M.D.,  Fair- 
chance. 

O Harry  E.  Moore,  Ambridge;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1 907 ; age  89;  died  April  13,  1972. 
Dr.  Moore  was  awarded  a special  certif- 
icate of  appreciation  by  President 
Lyndon  B.  Johnson  in  1967  and  anoth- 
er by  President  Richard  M.  Nixon  in 
1969.  He  is  survived  by  a foster  daugh- 
ter. 


O Earl  P.  Wickerham,  Pittsburgh; 
University  of  Pittsburgh  School  of 
Medicine,  1915;  age  83;  died  May  8, 
1972.  He  is  survived  by  his  wife  and 
three  sons,  one  of  whom  is  Earl  P. 
Wickerham,  Jr.,  M.D.,  Pittsburgh. 

O Robert  S.  Woehrle,  Wilkes-Barre; 
Medico-Chirurgical  College,  Philadel- 
phia, 1906;  age  91;  died  May  5,  1972. 
He  is  survived  by  two  sisters  and  four 
brothers,  two  of  whom  are  physicians: 
John  W.  Woehrle,  M.D.,  Wilkes-Barre, 
and  Nelson  C.  Woehrle,  M.D.,  Plains. 

OAgustin  Xirau,  West  Chester; 
Havana  University  School  of  Medicine, 
Cuba,  1929;  age  66;  died  January  31, 
1972.  No  information  is  available 
regarding  survivors. 

O Joseph  A.  Llewellyn,  Butler;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1927;  age  65;  died  May  8,  1972. 
He  served  as  plant  physician  at  Armco 
for  36  years  prior  to  his  retirement.  His 
wife,  a daughter,  and  a brother  survive 
him. 

Harold  J.  McLaren,  New  Brighton; 
Hahnemann  Medical  College,  1921; 
age  74;  died  May  9,  1972.  Information 
on  survivors  is  unavailable. 

John  E.  Myers,  Reading;  Temple 
University  School  of  Medicine,  1961; 
age  36;  died  April  10,  1972.  He  was  in 
charge  of  obstetrical  and  gynecological 
services  at  Fairchild  Air  Force  Base 
Hospital,  Washington.  His  wife  and 
three  sons  survive  him. 

John  W.  Burnside,  M.D.,  Bryn 
Mawr,  has  joined  the  faculty  of  the 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University  as  assist- 
ant professor  of  medicine.  He  will  also 
serve  as  director  of  the  department  of 
medicine  outpatient  care  at  the  center’s 
hospital.  He  was  formerly  chief  resident 
in  medicine  at  Massachusetts  General 
Hospital,  Boston,  and  instructor  in 
medicine  at  Harvard  Medical  School, 
Cambridge,  Mass. 

Thomas  J.  Gill,  MJD.  has  been  ap- 
pointed professor  and  chairman  of  the 
department  of  pathology  at  the  Univer- 
sity of  Pittsburgh  School  of  Medicine. 
He  will  also  serve  as  pathologist-in- 
chief of  the  University  Health  Center  of 
Pittsburgh.  Dr.  Gill  was  formerly  an  as- 
sociate professor  of  pathology  at  Har- 
vard Medical  School  and  a senior  in 
pathology  at  the  Peter  Bent  Brigham 
Hospital  in  Boston,  Mass. 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
imrnediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  alssence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tioris.  Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
aven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precauf/ons:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions:  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laborato^  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum,, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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PMS  FLOOD  ASSISTANCE  PROGRAM  SETS  SPEED  RECORDS  The  State  Society* 

Flood  Damage  Loan 

Fund  for  members  distributed  $260,000  in  interest-free  loans  to  phy- 
sicians to  assist  them  in  reestablishing  flood  damaged  or  destroyed 
offices  within  the  first  three  weeks  of  its  operation.  (See  related 
news  on  page  13.)  The  amount  was  delivered  to  5^  members.  An 
additional  12  members  have  had  loan  applications  approved  and  checks 
are  being  processed  for  delivery.  Of  the  69  loan  applications,  for 
a total  of  $3355500,  received  in  the  three-week  period,  one  is  pend- 
ing approval,  and  only  two  have  been  rejected.  The  matching  fund 
of  $300,000  made  available  by  the  AMA  has  been  pressed  into  service 
to  process  six  of  the  twelve  loans  yet  to  be  delivered.  AMA  funds 
are  being  coordinated  through  the  State  Society.  In  many  cases, 
checks  have  been  delivered  to  loan  applicants  within  a week  of  the 
original  application.  Direct  delivery  of  checks  by  PMS  staff  per- 
sonnel has  expedited  the  procedure.  The  interest-free  loans  are  to 
be  repaid  in  full  by  June  30,  19775  a minimum  of  $105  per  month 
with  pasnnents  to  begin  July  1,  1973*  The  State  Society  is  continu- 
ing to  receive  loan  applications,  and  is  processing  them  as  speedily 
as  possible. 

STATE  SOCIETY  ESTABLISHES  LIAISON  MECHANISM  Implementing  action 

taken  by  the  PMS 

Board  of  Trustees  authorizing  steps  to  increase  the  two-way  flow  of 
information  between  the  State  Society  and  the  various  county  soci- 
eties has  been  made  possible  by  establishment  of  a staff  task  force 
to  improve  such  communications.  Groups  of  geographically  related 
counties  have  been  assigned  to  various  staff  task  force  members, 
whose  object  is  to  create  personal  lines  of  communication  between 
the  State  Society  and  the  membership  on  a county  society  level. 
Personal  visits  to  the  county,  answering  problem  questions  and  on- 
going contact  by  telephone  and  mail  are  means  expected  to  be  used 
by  the  task  force,  whose  members  will  attend  a series  of  training 
sessions  to  prepare  for  the  duty  of  serving  members  in  a specific 
area  of  the  state  in  addition  to  regular  headquarters  assignments. 
County  society  officers  have  been  notified  of  the  program  and  in- 
troduced by  letter  to  the  task  force  member.  Details  will  appear 
in  a future  issue  of  PENNSYLVANIA  MEDICINE. 

PENNSYLVANIA  AMA  DELEGATION  SETS  HEARING  A special  hearing  on  the 

AMA  has  been  scheduled 

during  the  1972  Annual  Session  of  the  PMS  House  of  Delegates  at 
Host  Farm  Resort  Motel,  Lancaster,  at  11  a.m.,  Wednesday,  October 
25.  Members  of  the  Pennsylvania  Delegation  to  the  AMA  will  hear 
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testimony  regarding  AMA  matters  and  will  gather  more  information  on 
membership  attitudes  toward  the  restructuring  of  the  AMA  as  proposed 
by  Wesley  ¥.  Hall_,  M.D.,  of  Reno,  Nev.,  AMA’s  immediate  past  presi- 
dent. Several  county  medical  societies  in  the  Commonwealth  have  in- 
dicated they  favor  some  form  of  AMA  restructuring.  The  Pennsylvania 
Delegation  to  the  AMA  will  use  the  information  gathered  at  the  hear- 
ing when  preparing  its  own  testimony  before  hearings  of  the  AMA 
Council  on  Long  Range  Planning  which  will  be  conducted  at  the  AMA 
clinical  session  in  Cincinnati,  0.,  later  in  the  year. 

INSURANCE  COMMISSIONER  SPEAKS  AGAIN  Pennsylvania  Insurance  Commis- 
sioner Herbert  S.  Denenberg 

is  reported  in  The  National  Observer  for  the  week  ending  July  29  to 
have  demanded  that  Blue  Shield  reduce  unnecessary  surgery  in  the 
state  before  being  granted  its  requested  rate  increase  (see  Blue 
Shield  news  on  page  l4) . The  report  followed  the  issuance  of  a 
booklet  by  the  commissioner  entitled,  "l4  Rules  on  How  to  Avoid  Un- 
necessary Surgery."  The  commissioner  is  reported  as  saying  he  will 
follow  that  publication  with  another,  titled,  "A  Shopper's  Guide  to 
Surgeons,"  which  will  attempt  to  list  doctors  who  have  a reputation 
for  performing  unneeded  surgery  and  doctors  who  have  been  sued  fre- 
quently for  malpractice.  State  Society  President  George  P.  Rosemond, 
M.D.,  in  a statement  issued  following  publication  of  "l4  Rules"  said 
it  was  a shame  that  basically  good  advice,  similar  to  that  which  has 
been  offered  by  the  Pennsylvania  Medical  Society  for  years,  could 
not  have  been  offered  to  the  public  without  political  rhetoric  that 
detracts  from  its  usefulness.  He  cited  headline -hunting  half-truths, 
opinions  and  gross  exaggerations  in  the  publication  as  causing  con- 
fusion and  not  serving  the  best  interests  of  the  public.  "If  the 
insurance  commissioner  could  have . subverted  his  need  for  personal 
attention  enough  to  stick  to  Just  the  facts  in  the  guide,  he  could 
have  provided  a generally  valuable  service,"  Dr.  Rosemond  said. 

AMA  PRESIDENT  TO  SPEAK  Carl  A.  Hoffman,  M.D.,  of  Huntingdon,  W.Va., 

newly  installed  AMA  president,  will  address 
the  State  Society's  Annual  Session  of  the  House  of  Delegates  on  Wed- 
nesday afternoon,  October  25^  at  the  Host  Farm  Resort  Motel,  Lancas- 
ter. In  his  inaugural  address  before  the  AMA  House  of  Delegates  in 
June,  Dr.  Hoffman  issued  a call  for  unity  in  fighting  factionalism 
in  the  AMA. . .factionalism  which  is  being  expressed  most  vocally  in 
the  form  of  unionism.  The  AMA  president  is  scheduled  to  spend  part 
of  the  summer  touring  England,  Sweden,  Russia  and,  possibly,  China 
to  observe  first-hand  health  care  and  medical  care  systems  in  these 
nations . 

PHYSICIANS  HOLD  LINE, ON  FEES  A study  of  figures  released  by  the 

Bureau  of  Labor  Statistics  on  price 
increases  during  the  first  nine  months  of  the  Economic  Stabilization 
Program  indicates  that  physicians  have  held  the  line  on  fee  increases 
The  Physician  Fee  Index,  a component  of  the  All  Services  Index  of  the 
Consumer  Price  Index,  rose  only  1.37  percent  during  the  nine  months. 
The  All  Services  Index  rose  2.l6  percent  and  the  overall  Consumer 
Price  Index  rose  2.05  percent  for  the  same  period. 
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A long-term,  physician-oriented  insyranoe  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

It’s  like  hawing  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address  

City  - 

Telephone 

Medical  Specialty  

Date  your  professional  liability 
insurance  expires  


Everybody  experiences  psychic  tension. 


SI 

I 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed.  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
and  I o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
oatients  receiving  Valium  should 
3e  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
as  driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hottmann-La  Roche  Inc. 

Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete  produet 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho^ 
neurotic  states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elaerly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucri 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  anci  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  n^;  bottles  of  100  and  500.  All  strengths  also  availalfle  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


When  you  prescribed 

Orinase 


14years  ago, 
youhadtoreiyon 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in- 
fection; how  to  recognize  and  counteract  impending  hypogly- 
cemia; how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide 
diuretics  are  administered  which  may  result  in  aggravation  of 
diabetic  state  and  increased  tolbutamide  requirement,  tempo- 
rary loss  of  control,  or  even  secondary  failure;  treating  patients 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mal- 
nourished, or  semistarved  patients  in  order  to  avoid  severe  hypo- 
glycemia which  may  require  corrective  therapy  over  several 
days;  and  treating  patients  with  severe  trauma,  infection,  or  sur- 
gical procedures  where  temporary  return  to  insulin  or  addition 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin- 
ished in  patients  receiving  therapy  with  beta  blocking  agents. 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential 
that  the  physician  familiarize  himself  with  the  indications,  limits 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  and 
during  the  initial  test  period  should  communicate  with  the  physi- 


Today  you 
have  your  own. 


i If  you’re  around  40  or  45,  you’ve 
jrobably  had  quite  a bit  of  clinical  experience 
|/ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
it  about  it. 

On  the  one  hand,  you  know  that  diet 
ind  weight  control  are  the  initial  and  essential 
)undations  for  the  management  of  adult- 
nset,  non-ketotic  diabetes.  When  these 
leasures  prove  satisfactory,  no  additional 
lerapy  is  indicated.  On  the  other  hand,  you 
now  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbuta  m ide,  Upjoh  n ) 


cian  daily,  and  during  the  first  month  report  at  least  once  weekly 
for  physical  examination  and  definitive  evaluation.  After  a month, 
examinations  are  recommended  monthly  or  as  indicated.  Ap- 
pearance of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
lowering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
obtain  and  hold  clinical  improvement  indicate  nonresponsive- 
ness to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
maintaining  standard  diet  regulation.  Uncooperative  patients 
should  be  considered  unsuitable  for  therapy.  Prescriptions  should 
be  refilled  only  on  specific  instruction  of  physician,  in  treating 
mild  asymptomatic  diabetic  patients  with  abnormal  glucose 
tolerance,  glucose  tolerance  tests  should  be  obtained  at  three- 
to  six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tute for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
diabetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
insulin  is  indispensable. 

If  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
propriate package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
may  occur  and  may  mimic  acute  neurologic  disorders  such  as 
cerebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
disease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
adrenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cemia and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
mides, oxyphenbutazone,  salicylates,  probenecid,  monamine 
oxidase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
phenyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
increase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
been  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia:  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tab/ets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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Upjoiin 


The  treatment  of 


\ due  to  androgenic  deficiency  in  the  American  male. 
^ The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  Is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  if70 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
di22ine5S,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilired  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Monlesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff.  B.,  Fukushima,  0.  K.,and  Gallagher.  T.  F. 
Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  ) Clin  Endocr  19:936. 
1959.  S.  Farris,  E.  I.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis, 
j Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains; 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.  (Va  gr.)  . . .30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit. (V4  gr.)  ...tSmg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  8-12  2.5  meg. 

Riboflavin  S mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Write  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  .Wilson,  Jr...  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone;  412-531-4226 
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•Speciciilzeil 

‘ IN 

PROFESSIONAL  LIABILITY  INSURANCE 

l6  a Li^k  maf'k  dldtinctlofi 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the  Sixteenth  Annual  Postgraduate  Course,  “Recent  Advances  in  Medicine,” 
on  eight  consecutive  Wednesdays  from  October  18  to  December  6, 1972,  from  11  a.m. 
to  4 p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures, 
Luncheon  with  the  Experts,  all  with  audience  participation. 

Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments  of 
Temple  University  Health  Sciences  Center 

Guest  Faculty: 

Grant  Liddle,  M.D.  Frank  A.  Finnerty,  Jr.,  M.D. 

Professor  and  Chairman,  Department  of  Medicine  Professor  of  Medicine 

Vanderbilt  University  School  of  Medicine  ® Georgetown  University  Medical  Center 

Nashville,  Tenn.  Washington,  D,C. 


Henry  D,  McIntosh,  M.D.  James  L.  Quinn,  III,  M.D. 

Professor  and  Chairman,  Department  of  Medicine  _ ^ _ Professor  of  Radiology 

Baylor  University  School  of  Medicine  Northwestern  University  Medical  School 

Houston,  Texas  Chicago,  III. 

A.A.F.P.  Credit  Requested 


For  further  information  and  curriculum: 

Department  of  Medicine 
Temple  University  Health  Sciences  Center 
4301  North  Broad  Street 
Philadelphia,  Pennsylvania  19140 


Sol  Sherry,  M.D. 

Chairman,  Department  of  Medicine 

Albert  J.  Finestone,  M.D. 

Director  of  Course 


Symposium  on  Peripheral  Arterial  Disease 
Current  Concepts  on  Diagnosis,  Medicai 
and  Surgicai  Treatment,  Prosthetic  Applications 
Friday,  October  27  and  Saturday,  October  2S,  1972 
Temple  University  Health  Sciences  Center 
Department  of  Rehabilitation  Medicine  and 
Rehabilitation  Research  and  Training  Center 
Location  of  course  and  accommodations:  Tempie  Uni- 
versity Conference  Center,  9230  Germantown  Ave- 
nue, Philadelphia,  Pennsylvania  (Chestnut  Hill 
Area) 

A comprehensive  two  day  symposium  on 
pathophysiology  of  altered  hemodynamics,  intravascular 
thrombosis  and  arterial  degeneration.  Current  and  ad- 
vanced techniques  of:  diagnosis,  medical  and  surgical 
treatment,  comprehensive  consideration  of  lower  ex- 
tremity, amputation  techniques,  immediate  post-opera- 
tive and  standard  prosthetic  techniques  and  recent 
prosthetic  advances  with  their  neurophysiological 
implications.  Guest  Faculty  consisting  of  nationally 
recognized  authorities. 

Course  Credits:  Applied  for  Pennsylvania  and  AMA 
Academy  of  Family  Physicians 
Registration  limited  to  150  - Physicians:  $100 -Resi- 
dents: $50 

Overnight  accommodations  available  - Room  and  meals 
included.  (Meals  only:  Lunch  - $5.00,  Dinner  - 
$8.00)  Double  Occupancy:  $30.00  (meals  included) 
Single  Occupancy:  $37.00  (meals  included) 
Inquiries:  Department  of  Rehabilitation  Medicine,  Temple 
University  Health  Sciences  Center,  3400  North  Broad 
Street,  Philadelphia,  Pennsylvania  19140  Phone  : 
215-221-3636. 


Private  practices  - $40,000  minimum  coliections 
guaranteed  first  year,  payable  monthly.  Not  a 
loan.  Need  general  practitioners,  internists, 
OB/GYNs,  anesthesiologists,  and  orthopedists 
in  many  states.  Practices  available  for  1972-73- 
74.  Not  an  employment  agency.  No  cost  to 
physician  to  investigate  practice.  Write  or  call 
Sanford  Smith,  Director  of  Physician  Planning, 
Hospital  Affiliates,  Incorporated,  P.  O.  Box  9836, 
Houston,  Texas  77015.  713/453-6324. 


Upjolin 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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newsfronts 


IState  Society  acts  to  assist  flood 


victims 


b As  Pennsylvania  moved  into  re- 
building large  sections  of  the  Common- 
ivealth  out  of  the  wreckage  left  in  the 
ivake  of  the  flood  of  the  summer  of  72, 
*he  Pennsylvania  Medical  Society  took 
ii  series  of  steps  to  assist  physicians  and 
[heir  patients  in  the  areas  affected. 

The  Board  of  Trustees  almost  imme- 
liately  established  a $300,000  Flood 
damage  Loan  Fund  to  aid  Society 
nembers  in  reopening  their  offices  as 
loon  as  possible.  Interest  free  loans  up 
0 $5,000  are  being  made  to  physician 
nembers  for  repairing  or  replacing 
lood-damaged  equipment  and  supplies 
ind  for  making  necessary  repairs  to  or 
elocation  of  their  offices. 

The  AMA  Executive  Council, 
esponding  to  a call  from  the  State  So- 
iety,  approved  the  allocation  of  an  ad- 
litional  $300,000  to  back  up  the  PMS 
pan  fund.  Use  of  AMA  monies  will  be 
ioordinated  through  the  State  Society. 

! The  State  Society  also  established  a 
pecial  Flood  Information  Committee 
h cooperation  with  the  Department  of 
health  and  other  branches  of  state 
fovernment.  The  committee  approved 
tnd  authorized  publication  of  a 
mlletin  on  special  health  problems  oc- 
:uring  in  the  wake  of  the  flood.  The 
irst  of  these  bulletins  was  mailed  to 
ihysician  members  in  the  following 
:ounties:  Blair,  Bradford,  Carbon, 
Centre,  Clearfield,  Clinton,  Columbia, 
ind  Cumberland,  Dauphin,  Hunt- 
agdon,  Lackawanna,  Lancaster,  Leb- 
mon,  Luzerne,  Lycoming,  Mifflin- 
uniata,  Monroe,  Montour,  Northum- 

Temple  offers  periphera 

A symposium  on  peripheral  arterial 
lisease  will  be  presented  by  Temple 
Jniversity  Health  Sciences  Center  on 
Jctober  27  and  28  at  the  University 
Conference  Center. 

A guest  faculty  will  discuss 
•athophysiology  of  altered  hemody- 
lamics,  intravascular  thrombosis,  and 
.rterial  degeneration.  Current  and  ad- 
;anced  techniques  of  diagnosis,- medi- 
':al  and  surgical  treatment,  amputation 
echniques,  post-operative  and  pros- 


berland,  Perry,  Schuylkill,  Union, 
Wyoming  and  York. 

To  simplify  and  accelerate  loan 
processing,  members  are  directed  to 
request  a loan  application  from  the 
county  medical  society.  The  completed 
application  is  to  be  returned  to  the 
county  society,  a committee  of  which 
will  review  the  application  and  make 
recommendations,  if  any,  to  the  State 
Society’s  Board  of  Trustees.  Recipients 
of  loans  are  being  determined  by  a 
committee  of  the  PMS  Board  on  a pri- 
ority basis,  with  both  urgency  of  need 
to  resume  office  practice  as  quickly  as 
possible  and  financial  need  being  con- 
sidered. A check  for  the  amount  of  the 


loan  will  be  given  directly  to  the 
member  when  he  signs  a note  covering 
the  loan.  The  note  provides  that  the 
money  will  be  repaid  in  full,  without 
interest,  by  June  30,  1977,  at  a 
minimum  rate  of  $105  per  month 
beginning  July  1,  1973. 

State  Society  President  George  P. 
Rosemond,  M.D.,  said  in  his  memo- 
randum to  county  society  officers: 
“These  loans  are  intended  to  relieve 
the  immediate  financial  burden  on 
those  members  who  suffered  the  great- 
est damage  to  their  professional  offices 
and  they  are  not  intended  to  replace 
federal  loans  or  bank  loans  available  to 
Society  members.” 


Hershey  plans  research  facility 


The  construction  of  an  eight-floor 
basic  science-cancer  research  facility  at 
the  Milton  S.  Hershey  Medical  Center 
of  Pennsylvania  State  University  has 
been  made  possible  by  a $2  million  fed- 
eral grant  from  the  National  Institutes 
of  Health,  National  Cancer  Institute, 
under  the  U.S.  Department  of  Health, 
Education,  and  Welfare. 

The  new  facility,  scheduled  for 
completion  in  September  1974,  will  be 
the  first  structural  addition  to  the  origi- 
nal medical  center  building.  It  will 
provide  additional  space  for  new  facul- 
ty, will  make  space  available  for 
research  activities  of  students  working 
on  advanced  and  combined  degrees  in 
the  basic  medical  sciences,  and  will  ulti- 

1 artery  symposium 

thetic  techniques,  and  advances  will 
also  be  considered. 

Registration  is  limited  to  150.  The 
fee  for  physicians  and  allied  health  per- 
sonnel is  $100- — for  residents,  $50. 
Overnight  accomodations  are  avail- 
able. For  further  information  contact: 
Department  of  Rehabilitation  Medi- 
cine, Temple  University  Health 
Sciences  Center,  3400  N.  Broad  St, 
Philadelphia,  Pa.  19140.  Telephone 
(215)  221-3636. 


niately  allow  an  increase  in  the  number 
of  medical  students  who  can  be  ac- 
cepted at  the  center. 

Penn  State  has  added  $1  million  to 
the  project  from  non-state  funds. 

Research  emphasis  in  the  new 
laboratories  will  be  in  the  study  of 
viruses  which  may  cause  cancer  in 
humans. 

Emergency  councils 
subject  of  meeting 

A symposium  on  the  formation  and 
operation  of  emergency  health  councils 
will  be  held  at  the  Holiday  Inn  at  Valley 
Forge  on  October  20,  cosponsored  by 
the  PMS  Commission  on  Emergency 
Medical  Service  and  the  Delaware 
Valley  Council  on  Emergency  Medical 
Services. 

The  participation  of  both  county 
medical  society  representatives  and  in- 
dividual physicians  is  expected. 

Because  of  limited  space,  William  F. 
Bouzarth,  M.D.,  chairman  of  the  PMS 
Commission  on  Emergency  Medical 
Services,  requests  registration  before 
August  10  either  by  contacting  him  at 
Episcopal  Hospital,  Philadelphia,  Pa. 
19125,  or  by  calling  the  State  Society  at 
Area  Code  717-238-1635.  The  registra- 
tion fee  is  $10. 
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Blue  Shield  rate  increase  hearings  postponed 


Pennsylvania  Blue  Shield  rate 
increase  hearings,  originally  scheduled 
for  the  end  of  July,  have  been  post- 
poned until  September  25-27  at  City 
Hall  in  Philadelphia,  the  Pennsylvania 
Insurance  Department  has  announced. 
State  Society  officials  are  preparing  tes- 
timony to  present  at  the  public 
hearings. 

Insurance  Commissioner  Herbert  S. 
Denenberg  rejected  the  $18.3  million 
rate  increase  requested  by  Blue  Shield 
in  June.  Blue  Shield  filed  for  the 
increase  April  2! , citing  increasing  un- 
derwriting costs  over  the  past  several 
years. 

Pennsylvania  Blue  Shield  President 
Robert  E.  Rinehimer  has  estimated  that 
Blue  Shield  will  lose  $18  million  during 
1972  unless  a rate  increase  is  granted. 
The  plan  has  not  had  a genera!  rate 
increase  since  1961 ; but  in  the  ensuing 
years,  a Blue  Shield  spokesman 

Referrals  asked 
for  NIH  studies 

Two  separate  clinical  studies  have 
begun  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Mary- 
land. 

The  radiation  branch  will  consider 
acceptance  of  previously  untreated  pa- 
tients with  bronchogenic  carcinoma 
who  are  unresectable  because  of  local 
extension  only  or  who  have  refused  sur- 
gery. 

The  National  Institute  of  Arthritis 
and  Metabolic  Diseases  needs  patients 
with  Australia  antigen  positive  hepa- 
titis in  the  early  stages  of  the  disease  for 
studies  of  immunologic  reactivity. 
Those  with  drug  addiction  or  chronic 
hepatitis  are  not  suitable. 

When  the  studies  are  completed,  pa- 
tients will  be  returned  to  their  referring 
physician  who  will  receive  reports. 

Physicians  interested  in  the  car- 
cinoma study  should  contact  Kent  B. 
Lamoureux,  M.D.,  Room  B3B-38,  tele- 
phone (301 ) 496-5457.  Those  who  have 
patients  suitable  for  the  hepatitis  study 
may  contact  Paul  H.  Plotz,  M.D., 
Room  9N-210,  telephone  (301)  496- 
1474.  Both  are  located  at  the  Clinical 
Center,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014. 


explained,  a number  of  benefits  have 
been  granted  to  subscribers  including 
higher  fee  schedules  for  physicians’ 
services,  outpatient  oral  surgery,  cover- 
age in  extended  care  facilities,  and  cov- 
erage for  handicapped  dependent 
children  regardless  of  their  age. 

The  Pennsylvania  Blue  Shield  covers 

Dr.  Harrell  named 

George  T.  Harrell,  Jr.,  M.D., 
founding  dean  and  provost  of  The 
Milton  S.  Hershey  Medical  Center  of 
The  Pennsylvania  State  University,  has 
assumed  the  new  University  post  of 
vice  president  for  medical  sciences. 

John  A.  Waldhausen  M.D.,  has  as- 
sumed the  post  of  interim  provost  and 
dean.  He  will  remain  as  professor  and 
chairman  of  the  department  of  surgery. 

Both  positions  are  for  the  1972-73 
school  year,  which  began  July  I.  The 
search  for  permanent  new  leadership 
will  continue  with  Howard  A.  Morgan, 
M.D.,  professor  and  chairman  of  physi- 
ology, as  chairman  of  the  search  com- 
mittee. 

In  his  new  post,  Dr.  Harrell  will  con- 
centrate on  long-range  matters  relating 
to  medical  education  and  future  devel- 
opment of  the  medical  center,  including 
the  new  cancer  research  wing  to  be 
built  at  the  medical  center  in  coopera- 
tion with  the  National  Cancer  Institute. 
He  came  to  Hershey  in  1 964  as  director 
of  the  center  and  dean  of  the  college  of 

State  radiologists 
elect  new  officers 

The  Pennsylvania  Radiological  So- 
ciety, a chapter  of  the  American 
College  of  Radiology,  selected  new  of- 
ficers for  1972-73  at  a recent  meeting 
held  at  the  Pocono  Manor  Inn, 
Pocono  Manor. 

Edgar  L.  Dessen,  M.D.,  Hazleton, 
was  installed  as  president  and  John  H. 
Feist,  M.D.,  Pittsburgh,  was  elected 
president-elect.  Others  elected  were  C. 
Jules  Rominger,  M.D.,  Philadelphia, 
first  vice-president;  Marlyn  W.  Miller, 
M.D.,  Altoona,  second  vice-president; 
Theodore  A.  Tristan,  M.D.,  Harris- 
burg, secretary;  and  Ross  H.  Smith, 
Jr.,  M.D.,  Pittsburgh,  treasurer. 


7.7  million  subscribers  in  the  Common-  . 
wealth. 

Reason  for  the  postponement  of  thC'  j 
hearings  given  by  the  Insurance'’  j 
Department  was  that  it  was  awaiting  a.  ;( 
court  decision  bearing  on  the  matter  of,  .j 
testimony  and  cross-examination  in'  , 
such  hearings.  ‘ 

vice-president  i'! 

t 

medicine  and  was  responsible  for  devel-'  ( 
oping  the  educational  program  and  the  | ( 
physical  plant  of  Pennsylvania’s  newest''  i 
medical  school  and  university  hospital.  I|  j 
He  was  named  provost  last  September. 

Dr.  Waldhausen  joined  the  staff  at  , 
Hershey  in  1970  after  serving  thd  , 
previous  four  years  as  associate: 
professor  of  surgery  and  associate- 
director  of  the  clinical  cardiovascular  ■ 
research  center  at  the  University  of  i ■ 
Pennsylvania  and  as  a staff  surgeon  at  ^ 
Children’s  Hospital  of  Philadelphia  and  i j 
the  Hospital  of  the  University  of  Penn- ; | 
sylvania.  Dr.  Waldhausen  will  continue : | 
to  practice  his  specialty  of  car-  j | 
diothoracic  surgery. 

. ( 

AMA  extends  program  ' 

The  American  Medical  Association’s  - 
Volunteer  Physicians  for  Vietnam  pro- ; 
gram  has  been  extended  through  June 
30,  1973  at  the  request  of  the  Agency 
for  International  Development.  An  ad- 
ditional 100  volunteers  will  be  needed 
for  tours  of  duty  at  provincial  hospitals 
in  South  Vietnam. 

AMA  volunteers  are  assigned  to 
provincial  or  prefectural  hospitals,  the 
medical  school  in  Saigon,  or  other  med- 
ical facilities  to  provide  surgical  and 
medical  care  for  civilian  casualties, 
teaching  of  medical  students,  and  medi- 
cal advising  for  Asian  physicians.  Ij 

Each  volunteer  receives  a round  trip  ; 
plane  ticket  and  $10  per  day  toward  liv- 
ing expenses.  Over  700  U.S.  civilian 
physicians  have  been  provided  through 
AMA  and  have  served  more  than  900 
tours.  One-fifth  of  the  volunteers  have 
returned  for  two  or  more  of  the  two- 
month  tours. 

Further  information  is  available 
from;  Volunteer  Physicians  for 
Vietnam,  American  Medical  Associa- 
tion, 535  N.  Dearborn  St,  Chicago,  III, 
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Emergency  treatment  subject  of  seminars 


The  Committee  on  Trauma  of  the 
' American  College  of  Surgeons  has 
arranged  courses  on  the  emer- 
■ gency  department  treatment  of  the 

• seriously  ill  and  injured,  including  the 
! care  at  the  scene  of  the  accident,  trans- 
' portation  to  the  hospital,  and  emer- 
' gency  room  care. 

Open  to  all  full-time  or  on-call  hospi- 
1 tal  emergency  department  physicians 
I and  nurses,  courses  are  being  offered  in 
twelve  geographically  accessible  sites 
from  Massachusetts  to  California.  Sep- 
tember 7-9  are  the  dates  for  the  course 
to  be  given  at  Hershey,  at  the  Milton  S. 
Hershey  Medical  Center. 

Each  course  covers  various  forms  of 
trauma,  acute  medical  problems,  psy- 
I chiatric,  and  pediatric  problems. 

‘ The  program  is  acceptable  for  22 

Dr.  Devlin  named 

The  new  acting  dean  of  the  college  of 
allied  health  professions  at  Hahnemann 
Medical  College  is  Thomas  M.  Devlin, 
Ph.D.,  professor  and  chairman  of  the 
department  of  biological  chemistry. 

Dr.  Devlin  anticipates  that  by  the  fall 
[semester  200  students  will  be  enrolled 
in  the  college.  The  bachelor  and  as- 
isociate  degree  and  certificate  programs 
are  being  offered  in  medical  technolo- 
gy, mental  health  technology,  medical 
laboratory  technology,  x-ray  technolo- 
gy, and  physician’s  assistant  training. 

Dr.  Devlin  expects  the  physician’s 
assistant  curriculum  to  at  least  double 
to  twenty  students,  and  new  two-year 
programs  in  inhalation  therapy  and  cy- 
totechnology  are  being  planned. 

“We  also  will  expand  our  programs 
to  accredit  and  utilize  the  skills  learned 
by  military  corpsmen,”  Dr.  Devlin  said. 
"At  Hahnemann,  five  ex-corpsmen  are 
dividing  their  time  between  working  in 

* the  hospital  and  attending  the  college  of 
allied  health  professions.” 

First  congress  held 

The  first  annual  American  Health 
Congress  will  be  held  at  McCormick 
Place  in  Chicago  August  7-10  cospon- 
sored by  the  American  Hospital  Associ- 
ation, the  Catholic  Hospital  Associa- 
! tion,  the  American  Nursing  Home  As- 
sociation, and  the  Health  Industries  As- 
sociation. 


credit  hours  in  Category  One  for  both 
the  Pennsylvania  Medical  Society’s 
continuing  medical  education  require- 
ment and  the  American  Medical  Asso- 
ciation’s Physician  Recognition 
Award.  AAFP  credit  has  been 
requested. 

Tuition  for  the  course  is  $100.  This 
includes  luncheon  at  the  Hershey 
Motor  Lodge  on  September  7 and  8. 
Those  interested  in  accommodations 


may  contact  the  Hershey  Motor  Lodge, 
Hotel  Hershey,  or  other  motels  or 
hotels  in  the  Harrisburg-Hershey  area. 
Space  limitations  require  limitation  of 
course  registrations  which  will  be 
honored  in  the  order  in  which  applica- 
tions are  received. 

For  further  information  contact 
William  E.  DeMuth,  Jr.,  M.D.,  Depart- 
ment of  Surgery,  Milton  S.  Hershey 
Medical  Center,  Hershey,  Pa.  17033. 


Dr.  Dripps  Penn  vice-president 


A new  vice-president  for  health  af- 
fairs at  the  University  of  Pennsylvania 
has  been  selected.  He  is  Robert  D. 
Dripps,  professor  and  chairman  of  an- 


DR.  DRIPPS 


esthesiology  at  the  university  school  of 
medicine,  according  to  an  announce- 
ment from  Martin  Meyerson,  universi- 
ty president. 


He  is  a member  of  the  Project  Hope 
medical  board,  a past  president  of  both 
the  Association  of  University  Anesthe- 
tists and  the  Pennsylvania  Society  of 
Anesthesiologists,  and  a former 
chairman  of  both  the  National 
Research  Council’s  Subcommittee  on 
Anesthesiology  and  of  the  World 
Health  Organization’s  scientific  group 
on  the  evaluation  of  drugs. 

He  is  currently  leading  a group  of 
medical  scientists  in  organizing  scien- 
tific opinion  to  persuade  Congress  to 
establish  a group  charged  with  an  ob- 
jective appraisal  of  the  Food  and  Drug 
Administration. 

The  health  affairs  area  includes  the 
medical  center,  the  school  of  medicine, 
the  hospital  of  the  University  of  Penn- 
sylvania and  Graduate  Hospital,  as  well 
as  the  school  of  veterinary  medicine, 
the  school  of  dental  medicine,  the 
school  of  nursing,  and  the  school  of 
allied  medical  professions. 


Pitt  offers  series  of  seminars 


A new  program  of  seminars  to  assist 
physicians  of  any  specialty  to  receive 
the  required  Pennsylvania  Medical  So- 
ciety credits  to  qualify  for  the  Ameri- 
can Medical  Association  Physician 
Recognition  Award  will  be  offered  by 
the  University  of  Pittsburgh  School  of 
Medicine  from  September  1972 
through  May  1973. 

Entitled  "Seminars  for  Practicing 
Physicians,”  the  sessions  will  consist  of 
up-to-date  methods  of  diagnosis  and 
treatment  in  a variety  of  subspecialties 
with  case  and  clinical  problems  being 
emphasized. 

Sessions  will  be  convened  on 


Wednesday  afternoons  and  repeated 
Thursday  evenings.  Thirty-two  ses- 
sions will  comprise  each  seminar 
series.  Tuition  is  $150  for  the  series  or 
$10  per  session,  each  of  which  is 
approved  for  IVi  credit  hours  by  the 
American  Medical  Association  and  by 
the  Pennsylvania  Medical  Society.  Ad- 
vance registration  is  requested. 

Further  information  is  available 
from  William  M.  Cooper,  M.D., 
director.  Division  of  Continuing  Edu- 
cation, University  of  Pittsburgh 
School  of  Medicine,  1022-H  Scaife 
Hall,  Pittsburgh  15213. 


AUGUST  1972 
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State  laws  protect  those  treating  minors 


Mobility  of  the  nation’s  youth  and  changing  patterns  in 
social  habits  made  necessary  the  passage  of  legislation  in 
Pennsylvania  permitting  the  treatment  by  physicians  of  cer- 
tain minors  without  parental  consent. 

The  State  Society  Board  of  Trustees  authorized  publica- 
tion of  two  acts  pertaining  to  the  treatment  of  such  minors  so 
that  members  might  be  aware  of  the  protection  the  law  af- 
fords them  in  certain  cases. 

Act  No.  10  of  1970  enables  minors  who  are  eighteen  years 
of  age  or  older,  have  graduated  from  high  school,  have 
married,  or  have  been  pregnant  to  give  effective  consent  to 
medical,  dental,  or  health  services  for  themselves.  No  other 
consent  is  required  prior  to  treatment. 

This  act  further  enables  a minor  who  has  been  married  to 
give  effective  consent  for  treatment  of  his  or  her  child. 

In  cases  of  pregnancy,  venereal  diseases,  and  other  report- 
able  diseases,  this  law  provides  that  any  minor  may  give  ef- 
fective consent  to  medical  or  health  services  in  these  specific 
areas,  and  no  other  consent  is  necessary. 

Treatment  may  be  rendered  to  minors  of  any  age  without 
consent  when,  in  the  judgment  of  the  physician,  an  effort  to 
secure  such  consent  would  result  in  delay  which  might  risk 
the  minor’s  life  or  health. 

In  the  case  of  a minor  who  claims  to  be,  but  is  not  a minor 
whose  consent  alone  is  necessary,  that  consent  is  sufficient  if 
the  physician  relies  in  good  faith  on  the  word  of  the  patient. 

Another  act.  Act  No.  156,  1971,  amends  Public  Law 
1510,  known  as  the  "Disease  Prevention  and  Control  Law  of 
1955”  and  is  aimed  specifically  at  preventing  and  controlling 
venereal  diseases  in  the  Commonwealth.  It  provides  that  any 
person  under  age  twenty-one  infected  with  a venereal  disease 
may  be  treated  for  such  disease  without  the  consent  of 
parents  or  guardians.  It  further  specifies  that  the  physician 
treating  such  patients  shall  not  be  sued  or  held  liable  for 
properly  administering  appropriate  treatment  to  such  pa- 
tients. 

The  acts  are  reprinted  below  in  their  entirety. 

Act  No.  10,  1970 

Enabling  certain  minors  to  consent  to  medical  dental  and 
health  services,  declaring  consent  unnecessary  under  certain 
circumstances. 

The  General  Assembly  of  the  Commonwealth  of  Pennsyl- 
vania hereby  enacts  as  follows: 

Section  1.  Individual  Consent. — Any  minor  who  is 
eighteen  years  of  age  or  older,  or  has  graduated  from  high 
school,  or  has  married,  or  has  been  pregnant,  may  give  effec- 
tive consent  to  medical,  dental  and  health  services  for  himself 
or  herself,  and  the  consent  of  no  other  person  shall  be  neces- 
sary. 

Section  2.  Consent  for  Children  with  Minor  Parents. — 
Any  minor  who  has  been  married  or  has  borne  a child  may 
give  effective  consent  to  medical,  dental  and  health  services 

for  his  or  her  child. 


Section  3.  Pregnancy,  Venereal  Disease  and  Other  Re- 
portable Diseases. — Any  minor  may  give  effective  consent 
for  medical  and  health  services  to  determine  the  presence  of 
or  to  treat  pregnancy  and  venereal  disease  and  other  diseases 
reportable  under  the  act  of  April  23,  1956  (P.L.1510),  known 
as  the  "Disease  Prevention  and  Control  Law  of  1955,”  and 
the  consent  of  no  other  person  shall  be  necessary. 

Section  4.  When  Consent  Unnecessary. — Medical,  dental 
and  health  services  may  be  rendered  to  minors  of  any  age 
without  the  consent  of  a parent  or  legal  guardian  when,  in  the 
physician’s  Judgment,  an  attempt  to  secure  consent  would 
result  in  delay  of  treatment  which  would  increase  the  risk  to 
the  minor’s  life  or  health. 

Section  5.  Liability  for  Rendering  Services.^ — The  consent 
of  a minor  who  professes  to  be,  but  is  not  a minor  whose  con- 
sent alone  is  effective  to  medical,  dental  and  health  services 
shall  be  deemed  effective  without  the  consent  of  the  minor’s 
parent  or  legal  guardian,  if  the  physician  or  other  person 
relied  in  good  faith  upon  the  representations  of  the  minor. 

Approved — the  1 3th  day  of  February,  A. D.  1970. 


Act  No.  156,  1971 

Treatment  of  venereal  diseases  in  minors. 

An  Act  amending  the  act  of  April  23,  1956  (P.L.  1510),  en- 
titled, as  amended,  "An  act  providing  for  the  prevention  and 
control  of  communicable  and  non-communicable  diseases 
including  venereal  diseases,  fixing  responsibility  for  disease 
prevention  and  control,  requiring  reports  of  diseases,  and  au- 
thorizing treatment  of  venereal  diseases,  and  providing  for 
premarital  and  prenatal  blood  tests;  amending,  revising  and 
consolidating  the  laws  relating  thereto;  and  repealing  certain 
acts,”  providing  for  treatment  of  minors  infected  with 
venereal  diseases  and  limiting  the  liability  of  physicians. 

1 he  General  Assembly  of  the  Commonwealth  of  Pennsyl- 
vania hereby  enacts  as  follows: 

Section  l.The  act  of  April  23,  1956  (P.L.  1 5 10),  known  as 
the  "Disease  Prevention  and  Control  Law  of  1955,”  is 
amended  by  adding  a section  to  read; 

Section  14.1  Treatment  of  Minors®®. 

Any  person  under  the  age  of  twenty-one  years  infected 
with  a venereal  disease  may  be  given  appropriate  treatment 
by  a physician.  If  the  minor  consents  to  undergo  treatment, 
approval  or  consent  of  his  parents  or  persons  in  loco 
parentis  shall  not  be  necessary  and  the  physician  shall  not 
be  sued  or  held  liable  for  properly  administering  appropri- 
ate treatment  to  the  minor. 

Section  2.  This  act  shall  take  effect  immediately. 

Approved  the  1 st  day  of  December,  A.D.  1971. 
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Practice  Management 


Qualifying  for  corporate  tax  benefits 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


In  last  month’s  article,  I analyzed  Pennsylvania’s  two 
year  old  Professional  Corporation  Law  (PCL)  and 
concluded  that  it  serves  the  doctors  in  this  state  very  well.  It 
is  in  fact  one  of  the  best  professional  corporation  statutes  in 
the  country. 

The  success  of  any  physician’s  incorporation  is,  however, 
far  more  dependent  upon  factors  other  than  the  state  law. 
The  really  important  question  is  simply  how  medical  cor- 
porations are  faring  under  federal  tax  law.  This  article  will 
assess  professional  corporations,  after  two  years  under  our 
PCL,  from  that  standpoint. 

An  Overview 

Since  August  1970,  the  Internal  Revenue  Service  has 
repeatedly  stated  that  validly  formed  professional  associa- 
tions and  corporations  may  qualify  for  corporate  tax 
benefits.  These  IRS  concessions  unfortunately  have  given  a 
false  sense  of  security  to  many  professionals  and  their  ad- 
visors for  there  remain  a number  of  ways  the  desired 
benefits  may  be  lost.  These  “second  generation”  tax 
j problems  are  becoming  more  apparent,  although  it  is  ap- 
palling how  many  incorporated  doctors  have  no  idea  how 
I ripe  they  are  for  IRS  attack. 

Perhaps  this  lack  of  concern  emanates  from  another  phe- 
nomenon of  the  last  few  years — surprisingly  few  corporate 
income  tax  returns  have  been  reviewed  at  all.  In  Pennsyl- 
vania, the  phenomenon  is  partially  understandable  in  that 
most  of  our  corporations  are  less  than  two  years  old.  Their 
first  corporate  tax  returns  would  thus  have  been  filed  less 
than  a year  ago,  and  IRS  audits  traditionally  occur  between 
one  and  two  years  after  filing. 

Many  corporations  may  also  have  “escaped”  recent 
audits  because  a substantial  number  of  IRS  personnel  have 
been  reassigned  to  monitor  and  administer  the  Federal 
wage/price  control  program.  In  due  time,  however,  these 
agents  will  return  to  tax  work.  Furthermore,  the  Treasury 
Department  has  recently  announced  its  plans  to  give  greater 
attention  to  the  returns  of  small,  closely  held  corpora- 
tions^— which  includes  almost  all  medical  corporations — 
because  of  a high  likelihood  of  their  over-reaching  the  tax 
laws.  With  this  special  attention,  said  the  Treasury  Depart- 
ment, will  come  assignment  of  more  agents  to  review  those 
corporations’  tax  returns. 

The  Doctor’s  Compensation 

Probably  the  most  serious  tax  problem  facing  small  medi- 
cal corporations  is  whether  the  doctor-shareholder’s  salary 
and/or  bonus  is  “reasonable.”  This  question  is  important 
because,  to  the  extent  a salary  payment  is  considered  exces- 
sive, the  corporate  employee  would  be  denied  income  tax 
deduction  for  it.  The  result  would  be  a double  tax:  the  cor- 


poration first  paying  tax  on  the  unreasonable  amount  (since 
its  deduction  would  be  lost)  and  the  doctor  nevertheless 
paying  tax  on  all  that  he  receives. 

Over  the  past  two  years,  court  decisions  have  developed  a 
new  approach  to  “reasonableness  of  compensation.”  This 
approach  is  particularly  troublesome  for  professional  cor- 
porations, and  it  tends  even  to  change  the  basic  economics 
of  corporate  practice.  Under  it,  the  courts  would  measure  a 
corporation’s  net  income  after  all  payments  to  the  owner- 
employee.  If  there  is  regularly  little  or  no  such  income,  then 
the  courts  would  assume  that  some  portion  of  the  payments 
to  that  owner,  although  called  “compensation”,  was  really 
dividends — a return  on  his  ownership  of  the  corporation — 
rather  than  a return  on  his  employment  services. 

The  new  trend  of  decisions  is  important  to  professional 
corporations  because  it  rejects  the  old  idea  of  "stripping 
out”  all  corporation  income  each  year  through  salaries  and 
bonuses  to  its  owners.  Now,  some  significant  profit  must  be 
earned  by  the  corporation  and  be  subject  to  corporate  in- 
come tax  before  distribution,  probably  as  dividends,  to  its 
owners — where  the  second  tax  will  occur.  While  this 
requirement  does  not  necessarily  make  incorporation  un- 
desirable, it  obviously  causes  a tax  “cost”  which  rarely  ap- 
pears in  the  sales  presentations. 

Because  of  this  recent  trend  in  the  “reasonable  compensa- 
tion” decisions,  a doctor  should  certainly  not  incorporate 
without  considering  the  need  for  a corporate  profit,  which 
should  be  in  the  thousands  of  dollars  and  which  cannot 
inure  back  to  his  own  benefit  except  after  a double  tax. 

Corporate  Details 

Despite  our  good  state  statute  and  the  IRS’  concession  to 
professional  corporation  laws  generally,  a professional  cor- 
poration is  entitled  to  its  tax  benefits  only  if  it  in  fact  has 
the  characteristics  common  to  all  corporations.  Thus,  when 
a doctor’s  attorney  files  the  incorporation  papers  with  the 
Department  of  State  in  Flarrisburg,  only  the  slightest  of 
steps  has  been  taken.  The  important  steps  follow  that  simple 
beginning  and  must  be  remembered  continuously  thereaf- 
ter. 

My  review  of  numerous  medical  corporations  in  the  past 
two  years  shows  that  many  of  them  have  failed  to  comply 
with  what  should  be  no  more  than  minimal  corporate  de- 
tails. While  the  lack  of  any  one  or  two  of  these  details  might 
not  cause  loss  of  corporate  tax  treatment,  each  defect  makes 
it  more  difficult  to  convince  an  IRS  agent  that  the  doctor 
involved  is  incorporated  in  fact  as  well  as  in  state  law.  For 
this  reason,  I maintain  a three-page  checklist  of  items  that 
my  clients  must  satisfy  before  we  are  reasonably  assured 
that  a new  corporation  actually  will  be  accepted  as  such. 

Two  years  ago,’’'  I listed  those  details  which  had  been 
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overlooked  far  too  often.  Most  of  those  items  continue  to  be 
among  the  prime  problem  areas  and  deserve  to  be  repeated. 
They  are. 

1.  Are  the  patient  billings  actually  being  rendered  in  the 
name  of  the  corporation?  One  should  recognize  that 
upon  incorporation  medical  treatment  is  being  rendered 
by  that  corporation  through  its  physician-employees,  not 
by  the  physicians  on  behalf  of  themselves.  Their  actions 
should  conform  to  this  principle. 

2.  Has  the  physician’s  Blue  Shield  account  been  assigned 
into  the  corporation’s  name?  Blue  Shield  has  a specific 
procedure  for  adoption  of  such  an  "Assignment  Ac- 
count,” thus  recognizing  the  corporate  status. 

3.  Has  the  State  Board  of  Medical  Education  and  Licen- 
sure approved  the  practice  of  medicine  under  the  cor- 
porate name?  Such  approval  is  required  by  the  Board, 
which  will  act  only  after  receiving  favorable  recommen- 
dations of  both  the  Pennsylvania  Medical  Society  and 
the  county  medical  society  in  which  the  corporation’s 
major  office  is  situated.  The  State  Board  also  requires  a 
biennial  registration  of  the  organization  with  payment  of 
a $25  fee  each  year. 

4.  If  a physician  has  been  added  or  removed  from  the 
corporation,  have  the  proper  notifications  been  given? 
Both  the  Blue  Shield  rules  and  State  Board  regulations 
require  prompt  notice  upon  any  change  of  medical  per- 
sonnel. 

5.  Have  formal  employment  agreements  between  each 
physician  and  the  corporation  been  properly  executed? 
Although  such  agreements  may  seem  mere  legal  make- 
work,  many  court  decisions  upholding  the  professional 
corporation  recited  their  existence.  If  the  courts  consider 
them  significant,  it  would  at  least  be  prudent  to  use 
them. 

6.  Have  leases  for  medical  office  space  been  assigned 
from  the  physician’s  own  name  (or  the  name  of  the 
predecessor  partnership)  to  that  of  the  professional  cor- 
poration? Once  again,  the  practice  is  now  the  corpora- 
tion’s practice  and  the  facts  should  support  this  premise. 

7.  Have  all  the  utility  accounts,  including  telephone 
listings,  been  transferred  into  the  corporate  name?  These 
simple  steps  are  important  to  confirm  the  more  obvious 
lease  transfer  discussed  above. 

8.  Similarly,  has  all  appropriate  insurance  coverage  been 
amended  to  include  the  corporation  as  an  insured? 
Perhaps  the  most  important  policy  change  involves  the 
malpractice  insurance  under  which  the  corporation 
should  be  added  to  the  coverage,  but  the  physician  him- 
self should  obviously  not  be  removed.  The  addition  may 
involve  an  extra  premium,  but  it  certainly  helps  substan- 
tiate the  "corporate”  medical  practice. 

* “The  New  Professional  Corporation  Law;  What  Should 
Existing  Medical  Associations  Do?” 

Pennsylvania  Medicine,  September,  1 970, VoI.  73,  pp.  39-40. 


9.  If  the  medical  practice  involves  significant  pieces  of 
equipment,  has  the  transfer  of  this  equipment  to  the  cor- 
poration been  properly  documented?  Similarly,  if  the  ' 
physician’s  business  automobile  was  to  become  cor- 
porate property,  has  the  auto  registration  actually  been 
changed?  Although  the  auto  transfer  involves  a 6 percent 
sales  tax  on  the  car’s  value,  the  tax  cost  should  be  ac-  ' 
cepted  if  the  transfer  is  considered  useful  from  a tax  ' 
standpoint,  although  I tend  to  advise  against  such  a i 
transfer.  ' 

The  Corporate  Minute  Book 

A particularly  glaring  fault  of  many  Pennsylvania  medi- 
cal corporations  is  the  failure  to  maintain  proper  minute ; 
books.  While  purchasing  a minute  book  is  an  attorney’s 
standard  procedure  for  each  new  corporation  he  creates,  I l| 
am  amazed  at  how  many  books  are  virtually  empty.  Yet  '^ 
IRS  agents  routinely  ask  to  review  those  books  when  . 
auditing  corporate  tax  returns.  This  fact  alone  would  seem 
to  be  reason  enough  for  incorporated  doctors  and/or  their  , 
advisors  to  be  sure  the  minutes  are  up  to  date. 

The  minute  book  should  record  each  meeting  of  the  • 
shareholder(s)  and  of  the  Board  of  Directors.  These  meet- 
ings should  be  held  regularly,  for  one  of  the  corporate  char- 
acteristics is  that  business  decisions  be  made  by  the 
directors  or  shareholders  acting  as  such.  Thus  any  change  of 
professional  salaries  or  bonuses,  grant  of  fringe  benefits,  ex- 
ecution of  a new  office  lease,  purchase  of  new  equipment, 
lending  or  borrowing  of  money  (including  to  or  from  the 
doctor-owner),  etc.  should  be  reflected  in  the  minutes  of  a 
board  meeting.  If  such  actions  have  occurred  and  have  not 
been  recited  in  the  minute  book,  the  true  corporate  charac- 
ter of  the  practice  certainly  becomes  less  clear. 

Other  Tax  Problems 

While  a variety  of  other  professional  corporation  tax 
questions  have  been  debated  during  these  past  two  years, 
they  have  not  yet  developed  into  real  obstacles  to  corporate 
practice.  For  instance,  one  recent  court  decision  (Richard 
Rubin  V.  Commissioner)  recognizes  that  the  income  from 
an  owner-employee’s  work  may  be  taxed  directly  to  him 
rather  than  to  his  corporation.  Most  tax  advisers  are  satis- 
fied, however,  that  the  Rubin  situation  is  different  enough 
from  carefully  operated  professional  corporations  to 
prevent  its  direct  application.  Hence,  Rubin  is  merely  an- 
other warning  to  follow  corporate  details. 

Similarly  the  technical  objection  that  a small  professional 
corporation  may  be  adversely  taxed  as  a "personal  holding 
company”  has  remained  comparatively  academic.  While  the 
IRS  has  made  two  known  attacks  on  this  ground  in  tl^e  mid- 
west, neither  of  those  cases  has  developed.  There  appear  to 
be  enough  arguments  against  "personal  holding  company” 
treatment  in  the  case  of  most  well-advised  medical  corpora- 
tions that  expanded  IRS  attack  on  this  basis  should  not  ad- 
versely affect  us. 

Potential  Changes  in  Tax  Laws 

During  the  entire  span  of  our  Professional  Corporation 
Law,  there  have  been  predictions  that  the  tax  law  will  be 
' changed  to  make  incorporation  less  desirable.  Two  years 
ago  Treasury  Department  officials  were  sending  out  "trial 
balloons”  suggesting  pension  reforms  which  would  increase 
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the  Keogh  plan  contribution  limit  to  $10,000  and  corre- 
spondingly limit  corporations  to  the  same  per-person  con- 
tribution. That  proposal,  although  supported  by  a number 
of  tax  authorities,  has  faded  away  at  least  for  the  moment. 

There  is  now  pending  in  Congress  an  Administration 
pension  reform  bill  (H.R.  12272)  which  would  increase  the 
Keogh  limit  to  $7,500.  This  bill  would  make  no  overriding 
changes  to  corporations’  pension  limits,  although  the 
tripling  of  Keogh  contributions  would  obviously  persuade 
many  doctors  to  avoid  incorporation.  The  House  Ways  and 
Means  Committee  has  been  holding  some  hearings  on  this 
bill,  but  there  is  little  likelihood  of  its  passage  this  year. 

"Tax  reform”  is  one  of  the  big  issues  in  this  year’s 
presidential  campaign,  and  hence  we  can  expect  some  sort 
of  Congressional  attention  to  the  subject  after  the  election. 
How  any  tax  reform  laws  considered  next  year  might  affect 
professional  corporations  is,  however,  completely  conjectur- 
al. As  a result  we  can  only  conclude  that  potential  tax  law 
changes  are  as  uncertain  now  as  they  have  been  for  years. 
For  any  doctor  to  presently  defer  his  decision  for  or  against 


incorporating  because  of  possible  legislation  would  thus  be 
ill-advised. 

In  summary,  Pennsylvania  professional  corporations 
have  not  in  these  past  two  years  encountered  insuperable 
federal  tax  problems.  The  reasonable  compensation  issue  is 
requiring  a change  in  the  mathematics  of  those  corporations 
which  casually  assumed  absolute  advantage  of  every  cor- 
porate dollar.  Similarly,  those  incorporated  doctors  who 
have  too  casually  or  innocently  ignored  the  corporate  de- 
tails may  be  in  for  a rude  shock.  These  problems  can  be 
handled,  however,  simply  by  careful  planning  and  attention. 
Finally,  while  no  one  can  predict  what  future  tax  legislation 
may  do  to  the  subject,  we  can  presently  be  satisfied  that 
doctors  who  conscientiously  organize  and  operate  their  cor- 
porations should  in  the  near  future  be  entitled  to  fairly  pre- 
dictable tax  results.  □ 

Mr.  Beck  is  President  of  Management  Consulting  for 

Professionals,  Inc.  of  Bala  Cynwyd. 


Who  put  the  C 
in  Mrs.  Murphy’s 
orange  juice? 

Who  did  encourage  high  levels  of  vitannin  C in  fruit  juices?  Who 
fortified  milk  with  vitamin  D?  Condemned  water  pollution  way 
back  in  1895?  Urged  creation  of  the  Federal  Food  and  Drug 
Administration?  Recommended  seat  belts  in  1954? 

The  AMA.  Surprising?  Not  really.  Since  its  inception,  the 
AMA  has  worked  to  protect  and  improve  the  public  health. 

In  a very  real  sense,  it  was  the  forerunner  of  consumerism. 

Today,  the  AMA  is  actively  involved  in  virtually  every  facet 
of  health  care.  It  is  engaged  in  programs  to  provide  more 
doctors  for  slum  and  rural  areas.  Programs  to  solve  the 
problems  of  drug  and  alcohol  abuse,  mental  health, 
malnutrition. 

In  Washington,  the  AMA  has  lobbied  successfully  for  more 
doctors,  maternal  and  child  programs,  anti-pollution  laws, 
voluntary  national  health  insurance. 

It  is  financing  promising  pilot  programs  such  as  mobile 
health  vans  in  Chicago’s  slums,  a drug  abuse  center  in  Harlem 
anda  Medex  program  in  Washington  state. 

The  AMA  does  all  these  things  — and  more— for  the  public 
health.  With  your  support,  we  can  do  even  more.  Find  out  more 
about  what  the  AMA  does  for  the  public  and  you.  Send  for 
the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal.”  Write;  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 
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American  Medical  Association 

535  North  DeartDom  Street/Chicago,  Illinois  60610 
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let  George  say  it' 


The  Successful  Outcast 


Perhaps  more  serious  than  the  inconveniences  suffered  by 
blacks  in  a segregated  society  are  the  hidden  losses  experi- 
enced by  the  whites.  Among  blacks  are  many  vital  rewarding 
people  whose  society  and  talents  white  racists  deny  them- 
selves. 

The  same  sort  of  thing  goes  on  in  many  different  situa- 
tions. Christians  deny  Jews  and  Republicans  deny  Demo- 
crats. In  my  high  school,  the  son  of  one  doctor  could  not  be 
invited  to  a party  including  the  daughter  of  another.  You 
could  be  friends  of  both,  but  not  at  the  same  time. 

The  above  is  prologue  to  the  consideration  of  the  leading 
pariah  in  medical  America,  the  chiropractor.  I wonder  how 
many  doctors  join  Rotary  or  Lions  Clubs  and  find  themselves 
staring  across  the  luncheon  table  at  a pleasant  spoken  man 
who  turns  out  to  be  one  of  these  devils  from  the  hell  of  medi- 
cal quackery.  Surely  the  chiropractor  suffers  from  the  cold 
winds  that  sweep  down  from  medicine’s  ivory  tower,  but  the 
physician  also  loses  because  he  joined  a club  containing 
fifty-seven  good  fellows  and  a quack.  The  other  members 
suffer  a little  too  because  they  quickly  find  out  that  Fred  and 
Bill,  both  good  fellows,  just  don’t  mix. 

The  medical  profession  presents  persuasive  arguments 
debasing  the  followers  of  Daniel  Palmer,  but  large  scale  sup- 
port outside  the  profession  is  not  elicited.  Doctors  find  them- 
selves in  the  unenviable  position  of  the  respectable  married 
ladies  of  the  town  organized  to  get  rid  of  the  sporting  girls. 
They  may  make  things  so  hot  that  they  get  support  from  the 
mayor  and  the  chief  of  police  for  a while,  but  when  the  storm 
is  over  Madame  LaTour  and  Fifi  will  be  available  again  close 
by.  The  chief  and  the  mayor  may  very  well  be  waiting  in  the 
parlor. 

The  physicians’  arguments  are  disregarded  on  several 
grounds. 

1.  "The  doctors  get  too  excited  about  a little  matter.” 

2.  "If  1 am  sick,  of  course,  I go  to  the  doctor,  but  an  oc- 
casional adjustment  sure  makes  me  feel  better.” 

3.  "I  don’t  like  the  AMA  anyhow.  Doctors  think  they 
know  so  much  more  than  anybody  else.  The  chiropractor 
is  more  my  kind  of  fellow.  He  got  where  he  is  by  his  own 
efforts.” 

4.  "The  doctors  are  trying  to  push  the  chiropractors  out  of 
business.” 

The  D.C.  approach  is  clever.  They  clothe  themselves  with 
the  mantle  of  the  healing  arts,  even  carrying  the  title  of 
"Doctor”  which  infuriates  the  scientific  men  of  medicine  so 
much.  The  theory  of  chiropractic  is  still  taken  undiluted  by 
some  people,  but  more  and  more  both  patients  and 
manipulators  tacitly  agree  that  true  disease  states  call  for 
medical  care.  Today  the  punch  doctors  offer  one  of  the  luxu- 
ries in  a sybaritic  society. 

The  spine  is  not  ranked  high  on  most  lists  of  erogenous 
zones,  but  its  message  and  manipulation  have  been  accepted 


for  their  sensual  quality  since  time  immemorial.  Masseurs 
and  masseuses  were  necessary  features  at  Roman  baths  as 
they  are  today  at  Turkish  ones.  The  back  rub  every  patient 
got  at  bedtime  used  to  be  the  one  really  pleasant  feature  of  a . 
hospital  stay.  It  is  to  be  hoped  this  tradition  will  continue  for  • 
a long  time. 

Modern  living  is  strenuous  and  productive  of  tension.  In  i 
the  search  for  relaxation,  many  turn  to  gambling,  alcohol,  I 
and  more  recently  to  drugs.  A massage  does  not  carry  the  • 
moral  stigma  of  any  of  these.  If  the  tired  laborer  feels  better 
after  a short,  inexpensive  session  without  developing  any  ad- 1 
diction,  who  is  to  criticize? 

Chiropractors  live  off  the  fat  of  the  land  supplying  a luxury  • 
service  that  is  otherwise  unavailable  except  in  large  cities,  i 
The  big  guns  aimed  by  the  AMA  tend  only  to  convince  pa-  \ 
tients  that  the  D.C.  is  a worthy  opponent  of  the  M.D.  Thei 
blasts  seldom  disturb  the  spine  adjuster  who  makes  his  cus- . 
tomers  feel  good  even  if  he  seldom  cures  any  of  them.  When  i 
organized  medicine  recognizes  that  this  is  small  game  calling 
for  insect  spray  rather  than  high-powered  rifles,  better  results 
will  be  obtained.  The  chiropractor  will  fall  off  the  perch  I 
where  he  gets  consideration  as  a healer.  He  can  be  placed  in  ( 
his  proper  niche  as  a recreational  technician. 

George  A.  Rowland,  M.D.  i 

Millville 


He’s  pitched  twenty -three  innings . . . 
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Pink  isn’t  exactly  his  coR>r, 
but  he  loves  it  for  a change. 


For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


Winfhrop  ‘ 

WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


choose  the  topicals 
that  ^h^e  your  patient- 


"8?  broad  antibacterial  activity  against  : 

susceptible  skin  invaders  I 

low  allergenic  risk— prompt  clinical  response  I 


Special  Petrolatum  Base 

Neosporirf  ointment 

(polymyxi  n B-bacitraci  n-neomyci n) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg, 
neomycin, base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

\^ishing  Cream  Base 

Neosporin-G  Cre^ 

(polymyxin  B-neomycin-gramicidin)  \ 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  'im 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  ^ 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid-^ 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  M 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25'^f 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  usem 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appri 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  alierpct^ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mtnd^ 
Contraindications:  Not  for  use  in  the  external  ear  canai  if  the  eardru 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  tne  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  IS  present.  Caution:  Do  not  administer  to  children  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  to  C.B. FLEET  CO., INC., 
RO.  Box  1100,  Lynchburg,  Va,  24505. 

Fleet  Enema 

The  professional  aid  to 
itipation  relief 


consi 


I C.B.  FLEET  CO.,  INC. 
Lynchburg,  Va.  24505 


F70A7Z 


UticilliflVK 

(potassium  phenoxymethyl  penicillin^US.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 
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m.d.'s  in  the  news 


The  American  Pediatric  Society  has 
honored  WALDO  E.  NELSON,  M.D., 
Philadelphia,  with  the  presentation  of 
the  John  Howland  Award  for  his  con- 
tributions to  the  society’s  annual  con- 
ference in  Washington,  D.C.  Dr. 
Nelson  is  professor  of  pediatrics  at 
Temple  University  Health  Sciences 
Center  and  also  at  Medical  College  of 
Pennsylvania.  He  is  a past  president  of 
the  American  Pediatric  Society  and 
editor  of  the  Journal  of  Pediatrics. 

A Marietta  physician,  EDWARD  C. 
KOTTCAMP,  JR.,  M.D.,  was  hon- 
ored at  a dinner  marking  his  retire- 
ment after  thirty-five  years  of  medical 
service. 

VINCENT  G.  HAWLEY,  M.D., 
Meadville,  has  retired  from  practice 
after  forty-eight  years  of  service.  He  is 
a past  president  of  Crawford  County 
Medical  Society  and  is  a fellow  in  the 
American  and  International  Colleges 
of  Surgeons. 

ALBERT  J.  INGHAM,  M.D.,  Ti- 
tusville, has  retired  after  forty  years  of 
practice  in  Somerfield  and  Titusville. 
He  is  a past  president  of  the  Venango 
County  Medical  Society  and  a member 
of  the  American  Academy  of  Family 
Physicians. 

J.  EARLE  BRACKBILL,  M.D., 
Bangor,  was  presented  with  a plaque 
by  the  Lions  Club  at  a special  appreci- 
ation dinner  in  his  honor.  Among  the 
attendants  were  his  two  sons,  David 
Brackbill,  M.D.,  Georgetown,  Mass., 
and  James  Brackbill,  M.D.,  Portland, 
Maine. 


i ANNUAL  ALUMNI  DAY  at  Hah- 
i nemann  Medical  College  is  the  scene 
for  a reunion  by  Samuel  Hartman, 
M.D.,  Palmyra,  left,  and  Edwin  O. 
Geckler,  M.D.,  Philadelphia,  right,  of 
the  Class  of  '22,  which  was  honored 
at  the  reunion. 


HARRY  R.  MORSE,  M.D.,  Gei- 
singer  Medical  Center,  Danville,  has 
been  elected  a fellow  in  the  American 
Laryngological  Association. 

The  Philip  Hench  Distinguished 
Alumnus  Award  has  been  presented  by 
the  University  of  Pittsburgh  School  of 
Medicine  to  JOHN  CONLEY,  M.D., 
for  outstanding  contributions  to  the 
school  and  to  the  medical  profession. 
He  is  currently  chief  of  the  head  and 
neck  service  at  St.  Vincent’s  Hospital 
and  Columbia-Presbyterian  Center, 
New  York  City. 

MARY  LOUISE  SOENTGEN, 
M.D.,  was  the  recipient  of  an  out- 
standing alumna  citation  by  the  Com- 
monwealth Board  of  the  Medical 
College  of  Pennsylvania.  She  is  as- 
sociate professor  of  pediatrics  and  ob- 
stetrics and  gynecology  at  Jefferson 
Medical  College  of  Thomas  Jefferson 
University  and  is  director  of  Jef- 
ferson’s nursery. 

Two  Scranton  area  physicians  were 
cited  for  service  by  the  Lackawanna 
County  Medical  Society  recently. 
WALTER  A.  REDEL,  M.D.,  was 
honored  for  fifty  years  of  medical  serv- 
ice. He  is  a fellow  of  the  American 
College  of  Surgeons  and  the  American 
Society  of  Abdominal  Surgeons. 
JOHN  M.  WAGNER,  M.D.,  Clarks 
Summit,  received  an  American  Medi- 
cal Association  plaque  for  service  in 
the  AMA  Volunteer  physicians  for 
Vietnam  program.  He  is  medical 
director  of  the  Treatment  and  Rehabil- 
itation Center  for  Alcoholism  and 
Drug  Abuse  in  Scranton. 

Two  new  appointments  have  been 
announced  to  the  staff  of  the  Medical 
College  of  Pennsylvania.  JOSEPH  F. 
URICCHIO,  M.D.,  Philadelphia,  has 
been  appointed  clinical  professor  of 
medicine  in  cardiovascular  diseases. 
HENRY  T.  NICHOLS,  M.D.,  Wayne, 
has  been  named  clinical  professor  of 
surgery  and  director  of  thoracic  and 
cardiovascular  surgery. 

JOHN  W.  BURNSIDE,  M.D.,  Bryn 
Mawr,  has  joined  the  faculty  of  the 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University  as  as- 
sistant professor  of  medicine.  He  will 
also  serve  as  director  of  the  depart- 
ment of  medicine  outpatient  care  at 


the  center’s  hospital.  He  was  formerly 
chief  resident  in  medicine  at  Mas- 
sachusetts General  Hospital,  Boston, 
and  instructor  in  medicine  at  Harvard 
Medical  School,  Cambridge,  Mass. 


DR.  BURNSIDE  DR.  COLBERG 

JAMES  E.  COLBERG,  M.D.,  Al- 
bany, N.Y.,  has  been  named  chief  of 
the  new  transplantation  service  at 
Thomas  Jefferson  University  Hospital. 
He  was  formerly  assistant  attending 
surgeon  at  Albany  Medical  College 
and  cofounder  of  the  kidney  transplant 
service  at  Albany  Medical  Center  Hos- 
pital. He  was  also  director  of  tissue 
typing  for  the  New  York  State  Kidney 
Disease  Institute. 

ALBERT  F.  CLEVELAND,  M.D., 
Drexel  Hill,  was  named  attending 
surgeon  and  chief  of  general  receiving 
service  at  Wills  Eye  Hospital, 
Philadelphia.  He  is  also  a member  of 
the  executive  council  of  the  hospital. 

Two  new  appointments  have  been 
announced  by  the  University  of  Pitts- 
burgh School  of  Medicine.  THOMAS 
J.  GILL,  M.D.,  will  serve  as  professor 
and  chairman  of  the  department  of  pa- 
thology. He  will  also  serve  as 
pathologist-in-chief  of  the  University 
Health  Center  of  Pittsburgh.  Dr.  Gill 
was  formerly  associate  professor  of  pa- 
thology at  Harvard  Medical  School 
and  a senior  in  pathology  at  the  Peter 
Bent  Brigham  Hospital  in  Boston, 
Mass.  JAMES  J.  LEONARD,  M.D., 
has  been  promoted  to  chairman  of  the 
department  of  medicine.  He  is  a 
member  of  the  staff  committee  and  the 
advisory  committee  of  the  Western 
Pennsylvania  Regional  Medical  Pro- 
gram. 

THOMAS  L.  LEAMAN,  M.D., 
chairman  of  family  and  community 
medicine  at  Milton  S.  Hershey  Medi- 
cal Center,  is  the  new  president-elect 
of  the  southcentral  chapter  of  the 
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Pennsylvania  Academy  of  Family 
Physicians. 

The  new  president  and  president- 
elect of  the  Philadelphia  Psycho- 
analytic Society  are  ROBERT  C. 
PRALL,  M.D.,  and  HARRY  W. 
COHEN,  M.D.,  respectively. 
HERMAN  D.  STAPLES,  M.D.,  was 
reelected  secretary  and  GEORGE  P. 
KOCHIS,  M.D.,  treasurer. 

Officers  elected  to  serve  the  Univer- 
sity of  Pittsburgh  Medical  Alumni  As- 
sociation are  DRS.  PAUL  L. 
McLAIN,  president;  HOWARD  A. 
MERMELSTEIN,  president-elect; 


ROBERT  HARTSOCK,  vice- 
president;  ROBERT  S.  TOTTEN,  sec- 
retary; and  RICHARD  H.  HORN, 

treasurer. 

The  Obstetrical  Society  of  Philadel- 
phia has  elected  RUSSELL  R.  de  AL- 
VAREZ, M.D.,  professor  of  obstetrics 
and  gynecology  at  Temple  University 
School  of  Medicine,  as  its  president. 
He  is  editor  of  the  National  Quarterly 
Review  of  Surgery,  Obstetrics  and  Gy- 
necology and  serves  on  the  editorial 
boards  of  the  American  Journal  of  Ob- 
stetrics and  Gynecology  and  the  West- 


new members 


ern  Journal  of  Surgery,  Obstetrics  and 
Gynecology. 

JAMES  J.  FERGUSON,  JR.,  M.D., 
has  been  appointed  chairman  of  the 
biochemistry  department  at  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine.  He  is  a member  of  the 
American  Society  of  Biological  Chem- 
ists, the  Endocrine  Society,  the  Ameri- 
can Federation  of  Clinical  Research, 
the  American  Society  for  Clinical  In- 
vestigation, and  is  a fellow  of  the 
American  College  of  Physicians.  He 
directs  the  medical  scientist  training 
program  at  the  university. 


ADAMS  COUNTY: 

Luis  O.  Araneda,  M.D.,  1 75  Early  Ave.,  Gettysburg  1 7325. 

ALLEGHENY  COUNTY: 

Samuel  B.  Barley,  M.D.,  Western  Penna.  Hospital,  Pittsburgh 
15224. 

Atmaram  B.  Bhansali,  M.D.,  Allegheny  General  Hospital,  Pitts- 
burgh 15212. 

Earl  R.  Davis,  M.D.,  St.  Joseph  Hospital,  Pittsburgh  15203. 

W.  Mark  Coppage,  Jr.,  M.D.,  621  Robin  Wood  Dr.,  Pittsburgh 
15216. 

Janice  M.  Flaherty,  M.D.,  St.  Margaret  Memorial  Hospital, 
Pittsburgh  15201. 

John  W.  Garrott,  M.D.,  Magee  Women’s  Hospital,  Pittsburgh 
15213. 

Joel  E.  Haas,  M.D.,  Presbyterian  Hospital,  Pittsburgh  15213. 

Linda  J.  Himot,  M.D.,  3811  O’Hara  St.,  Pittsburgh  15213. 

Edward  G.  Kelly,  M.D.,  679  Pensbury  Blvd.  S.,  Pittsburgh 
15205. 

Tamesh  C.  Khurana,  M.D.,  Magee-Women’s  Hospital,  Pitts- 
burgh 15213. 

Kian  S.  Kooros,  M.D.,  9102  Babcock  Blvd.,  Pittsburgh  15237. 

Charles  M.  Kuhn,  M.D.,  St.  Margaret  Memorial  Hospital,  Pitts- 
burgh 15213. 

Robert  A.  Laughlin,  M.D.,  836  Elm  Spring  Rd.,  Pittsburgh 
15243. 

Mammohan  S.  Luthra,  M.D.,  10  Chapel  Dr.,  Pittsburgh  15237. 

Fiorello  G.  Malit,  M.D..  Sewickley  Valley  Hospital,  Sewickley 
15143. 

Mohan  S.  Mital,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

Nirmal  G.  Mital,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 15213. 

Walter  S.  Nettrour  III,  M.D.,  Presbyterian-University  Hospital, 
Pittsburgh  15213. 

Arthur  H.  Palmer,  M.D.,  1501  Locust  St.,  Pittsburgh  15219. 

Bernard  R.  Palus,  M.D.,  906  Highland  Bldg.,  Pittsburgh  15206. 

Gregory  P.  Park,  M.D.,  Braddock  General  Hospital,  Braddoek 
15104. 

Maurice  Rosenzweig,  M.D.,  5408  Aiken  Place,  Pittsburgh 
1 5232. 

Lawrence  Seidenstein,  M.D.,  2320  Sherbrook  St.,  Pittsburgh 
15217. 

BEAVER  COUNTY: 

John  A.  Carter  II.,  M.D.,  721  Fifth  Ave.,  New  Brighton  15066. 

BERKS  COUNTY: 

Joseph  J.  DeSanctis,  Jr.,  M.D.,  715  Old  Mill  Rd.,  Wyomissing 
19610. 

Ronald  D.  Emkay,  M.D.,  1422  Old  Mill  Rd.,  Wyomissing  19610. 

C.  Darrell  Lane,  M.D.,  P.O.  Box  231,  Bowmansville  17507. 

J.  Robert  McTammany,  M.D.,  620  Walnut  St.,  Reading  19601 . 


Barry  E.  Meyers,  M.D.,  714  N.  5th  St.,  Reading  19601. 

Elisa  V.  Mondala-Ocbo,  M.D.,  124-6  Colonial  Dr.,  Shillington 
1 9607. 

Chandrakant  C.  Patadia,  M.D.,  Community  General  Hospital, 
145  N.  6th  St.,  Reading  19601. 

Martin  L.  Spangler,  D.O.,  900  N.  5th  St.,  Reading  19601. 

Larry  A.  Rotenberg,  M.D.,  1401  Ridge  Ave.,  Alden  Terrace, 
Reading  19607. 

Hector  J.  Seda,  M.D.,  841  N.  5th  St.,  Reading  19601. 

John  F.  Shuman,  M.D.,  301  S.  7th  Ave.,  #300,  West  Reading 
19602. 

Henry  N.  Aurandt,  M.D.,  301  S.  7th  Ave.,  West  Reading  19602. 
James  T.  Rothermel,  M.D.,  1650  Penn  Ave.,  Wyomissing  19610. 

BLAIR  COUNTY: 

Edward  D.  Radasky,  M.D.,  Altoona  Hospital,  MHC,  Altoona 
16602. 

BRADFORD  COUNTY: 

Werner  A.  Gergen,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 
Zenaida  E.  Ostman,  M.D.,  Guthrie  Clinic,  Robert  Packer  Hospi- 
tal, Sayre  1 8340. 

Ralph  D.  Zehr,  M.D.,  Robert  Packer  Hospital,  Sayre  18840. 
Richard  S.  White,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

BUCKS  COUNTY: 

Cornelis  S.  Nol,  M.D.,  219  Marlboro  Rd.,  Morrisville  19067. 

Ram  G.  Shankar,  M.D.,  136  Canterbury  Rd.,  Farrless  Hills 

19030. 

BUTLER  COUNTY: 

Swamikkan  A.  Nallathambi,  M.D.,  230  S.  Washington  St.,  Butler 
16001. 

CAMBRIA  COUNTY: 

Gholam  H.  Amini,  M.D.,  1072  McKinley,  Johnstown  15905. 
James  A.  Eckenrode,  M.D.,  1709  Sunshine  Ave.,  Johnstown 
1 5905. 

Thomas  A.  Keller,  M.D.,  224  Mabel  St.,  Johnstown  15905. 
Robert  B.  Falk,  Jr.,  M.D.,  752  Viewmont  Ave.,  Johnstown  15905. 
Ronald  H.  Hirokawa,  M.D.,  Conemaugh  Valley  Memorial  Hospi- 
tal, Johnstown  15905. 

Sergio  O.  Pontejos,  M.D.,  Colver  15927. 

Paul  A.  Raymond,  M.D.,  314  Bantell  St.,  Johnstown  15905. 

John  P.  Stone,  M.D.,  228  Cherokee  Lane,  Johnstown  15905. 
Michael  J.  Turock,  M.D.,  122  Montour  St.,  Johnstown  15905. 
Duane  V.  Wilkins,  M.D.,  101  Antonia  St.,  Johnstown  15905. 
Samuel  J.  Wint,  M.D.,  111  Leon  St.,  Johnstown  1 5905. 

CENTRE  COUNTY: 

Terence  C.  Feir,  M.D.,  801  E.  Branch  Rd.,  State  College  16801; 
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CHESTER  COUNTY: 

Harold  H.  Orvis,  M.D.,  401  W.  Pleasant  Grove  Rd.,  West 
Chester  19380. 

; Raymond  M.  Catton,  M.D.,  601  Gay  St.,  Phoenixville  19460. 

John  Dempsher,  M.D.,  833  Maplewood  Ave.,  Wayne  19087. 

Herman  P.  Phillips,  M.D.,  74  State  Rd.,  Paoli  19301. 

■ Robert  L Yoxtheimer,  M.D.,  1027  Valley  Forge  Rd.,  Devon 
19333. 

I DAUPHIN  COUNTY: 

: M.  Jeffrey  Maisels,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Dept,  of  Pediatrics,  Hershey  17033. 

\ Brent  J.  O’Connell,  M.D.,  Polyclinic  Hospital,  Harrisburg 
17105. 

FAYETTE  COUNTY: 

Donald  S.  Franklin,  M.D.,  58  Evergreen  Terrace,  Uniontown 

, 15401. 

LANCASTER  COUNTY: 

I Fred  M.  Lowell,  M.D.,  26  Conestoga  Dr.,  Lancaster  17602. 

LEHIGH  COUNTY: 

David  Davis,  M.D.,  71  Hemlock  Court,  Wescosville  18106. 

Pieter  Knibbe,  M.D.,  901  N.  19th  St,  Allentown  18104. 

MONTGOMERY  COUNTY: 

James  E.  Dynan,  M.D.,  S.  Broad  &.  Allentown  Rd.,  Lansdale 
19446. 

William  W.  Holm,  M.D.,  491  Allendale  Rd.,  King  of  Prussia 
19406. 

Michael  L.  Popoiow,  M.D.,  578  Wanamaker  Rd.,  Jenkintown 
19096. 

NORTHAMPTON  COUNTY: 

J.S.  Deoi,  M.D.,  21st  & Fairview  Ave.,  Easton  18042. 

William  R.  Thompson,  M.D.,  St  Luke’s  Hospital,  Bethlehem 
18015. 

D.F.  Turtzo,  M.D.,  38  E.  Pennsylvania  Ave.,  Pen  Argyl  18072. 


PHILADELPHIA  COUNTY: 

James  O.  Finnegan,  M.D.,  100  Loages  Lane,  Philadelphia 
19004 

Sariel  G.  Ablaza,  M.D.,  1319  W.  Tabor  Rd.,  Philadelphia  19141. 

Harvey  S.  Brodovsky,  M.D.,  Jefferson  Medical  College,  34th  & 
Curie  Ave.,  Philadelphia  19104. 

Makbulmian  M.  Kureshi,  M.D.,  230  N.  Broad  St,  Philadelphia 
191 OZ. 

Arnold  Masters,  D.O.,  3664  Morrell  Ave.,  Philadelphia  19114. 

Frank  Moore,  M.D.,  9 Dutch  Dr.,  Holland  18966. 

Arnaldo  Bendlin,  M.D.,  80-22  Drexelbrook  Dr.,  Drexel  Hill 
19026. 

Gordon  P.  Holt,  M.D.,  1015  Walnut  St,  Philadelphia  19107. 

Robert  S.  Hong,  M.D.,  718  Graisbury  Ave.,  Haddonfield,  N.J., 
08033. 

Solomon  D.  Hersohn,  M.D.,  220  E.  Mermaid  Lane,  Philadelphia 
19118. 

W.D.  O’Sullivan,  M.D.,  Mercy  Catholic  Medical  Center,  Darby 
19023. 

Naresh  K.  Parikh,  M.D.,  5001  Frankford  Ave.,  Philadelphia 
19124. 

Richard  D.  Zemlin,  M.D.,  8200  Henry  Ave.,  Apt  F-17, 
Philadelphia  19128. 

Suresh  C.  Ghosh,  M.D.,  8835  Roosevelt  Blvd.,  Philadelphia 
19152. 

John  A.  Coller,  M.D.,  140  Kenilworth  Rd.,  Merion  19066. 

Paul  F.  Stewart,  M.D.,  420  S.  Jessup  St.,  Philadelphia  19147. 

James  M.  Sumersom,  M.D.,  Wissahickon  Gardens  #5C, 
Philadelphia  19144. 

Arthur  R.  Thomas,  M.D.,  1335  Tabor  Rd.,  Philadelphia  19141. 

WARREN  COUNTY: 

Yang  Kon  Kim,  M.D.,  Box  249,  Warren  16365. 

Kincy  J.  Scott,  M.D.,  Warren  State  Hospital,  Warren  16365. 

Arthur  Y.  Hoshino,  M.D.,  Box  249,  Warren  16365. 

WASHINGTON  COUNTY: 

Jalal  Sadrieh,  M.D.,  145  Lemoyne  Ave.,  Washington  15301. 


ALSO  AVAILASLE  FOR  THE  TREATMENT  OF 


iue  to  androgenic  deficiency  in  tht  American  malt* 


DESCRIPTION:  Methyltestosterone  is  17/;-Hydroxy-17-Me!hylandros!-4  en 
S-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Male 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptor 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  such 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  i<ave  been  reported 
after  Methyltestosterone.  These  changes  appear  to  be  related  to 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  m Iivjm 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  and 
fluid  retention.  This  may  present  a problem,  especially  in  patients 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  males 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas- 
ing the  nervous,  mental,  ”and  physical  activities  beyond  the  patient  s 
cardiovascular  capacity. 


BUCCAL  Tabs 


Androicf  1 5 

Methyltestosterone  N.R-5  mg. 

Androicf  1 10 

Methyltestosterone  N.R-10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  !f  priapism  or  other  signs  of  excessive  sexual  stimulation 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  or 
excessive  dosage  may  cause  inhibition  of  testicular  function,  with 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caul 
iously  In  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  may 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metastn 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  and  dr 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patients 
with  metastic  breast  carcinoma  This  usually  indicates  progression  ol 
bone  metastases-  » Sodium  and  water  retention  * Pnapism  » Viriii 
zation  m female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individualized, 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  best 
administered  in  divided  doses.  The  following  chart  is  suggested  as  an 
average  daily  dosage  guide. 

INDICATION  Dosage 

In  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  mg 

Male  climacteric  symptoms  and  impotence 

due  to  androgen  deficiency  10  to  40  mg 

Postpuberal  cryptorchism  30  mg 

HOW  SUPPLIES:  5.  10.  25  mg  in  bottles  of  60.  250. 


Write  lor  Literature  and  Samples 

THE  BROWN  PHARMACEUTICAL  CO.,  INC. 

2500  West  6th  Street,  Los  Angeles.  California  90057 
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cardiovascular  brief 


Infective  Endocarditis 
Part  1 


Hobart  A.  Reimann,  M.D.,  Professor 
of  Medicine,  Hahnemann  Medical 
College,  Philadelphia,  Pennsylvania,  is 
questioned  by  William  G.  Leaman,  Jr., 
M.D. 

Has  the  name  of  bacterial  endocarditis 
changed? 

The  disease  is  renamed  because 
microbes  other  than  bacteria  are  causal. 
Subacute,  chronic  or  lenta,  bacterial, 
valvular  or  mural  endocarditis  is  called 
subacute  infective  endocarditis.  Acute 
ulcerative  disease  is  called  acute  infec- 
tive endocarditis. 

Is  the  incidence  of  the  disease  changed? 

Yes,  somewhat.  After  1930  and  the 
subsequent  decline  of  rheumative  fever, 
the  chief  predisposing  factor,  the  in- 
cidence of  endocarditis  from  that  cause 
has  declined  in  proportion.  Unfortu- 
nately, the  incidence  of  rheumatic  fever 
in  children  receiving  prophylaxis  is 
unchanged.  Other  causal  or  underlying 
factors,  however,  have  increased. 

What  are  these  other  factors? 

There  are  several,  chiefly  in  patients 
whose  cardiac  valves  and  endocardium 
are  abnormal  congenitally  from  rheu- 
matic fever,  arteriosclerosis,  syphilis  or 
otherwise.  Cardiac  catheterization  and 
surgery,  urethral  instrumentation,  oral 
and  dental  surgery,  unnecessary  an- 
timicrobic  prophylaxis  and  treatment, 
immunosuppressive  and  cytotoxic  ther- 
apy favor  infection.  To  these  are  added 
the  increasing  numbers  of  narcotic  ad- 
dicts and  of  senile  persons  in  whom  un- 
suspected endocarditis  occasionally  is 
found  at  necropsy.  Arterial  coarctation 
and  arterio-venous  fistulas  (en- 
dovasculitis)  anywhere  are  vulnerable 
sites  of  infection. 

Have  the  causal  microbes  changed  in- 
cidence? 

Yes.  While  viridans  streptococci  (50 


percent)  and  enterococci  (10  percent) 
still  predominate,  staphylococci  cause 
10  percent  of  cases.  The  rest  are 
Gram-negative  bacilli,  anaerobes  and 
fungi.  Among  the  rare  causes  which 
must  be  identified  to  insure  specific 
therapy  are  Brucella,  Coxsiella  (Q 
fever),  Bedsonia  (psittacosis),  Rick- 
settsia,  diptheroids.  Treponema  pal- 
lidum, spiral  forms,  and  possible 
viruses  (Coxsackie). 

Mycotic  infections  (Candida,  Asper- 
gillus, Histoplasma)  affect  narcotic  ad- 
dicts, who  use  unsterile  injection 
technic,  and  occur  after  vascular  injury 
in  debilitated  patients. 

Pneumonococcal  and  hemolytic 
streptococcal  pneumonias  and  sep- 
ticemias and  meningococcal  infections 
as  sources  of  metastatic  acute  infective 
endocarditis  have  been  reduced  by  an- 
timicrobic  therapy.  The  increasing  in- 
cidence of  gonorrhea  may  increase  the 
previous  low  incidence  of  endocarditis 
from  that  source. 

What  is  the  status  of  focal  infection  as  a 
source? 

Obviously,  metastatic  endocarditis 
arises  from  foci  elsewhere  (pneumonia, 
meningitis,  etc.),  but  “infected”  teeth 
and  tonsils  are  minor  factors  in  fur- 
nishing indifferent  streptococci  to 
faulty  valves.  However,  in  a number  of 
instances  endocarditis  has  followed 
dental  or  oral  surgery  within  three  to 
four  weeks,  especially  if  the  cardiac 
valves  are  abnormal.  I know  of  no  in- 
stance wherein  a “gum  boil”  or  a peri- 
tonsillar abscess  was  the  source  of  in- 
fection. 

When  should  endocarditis  be  sus- 
pected? 

The  possibility  must  be  considered 
when  fever,  otherwise  unexplained, 
persists  for  three  weeks,  especially  if 
cardiac  murmurs  are  heard.  A cold 
often  is  suspected  early.  Suspicion  is 


aroused  in  patients  with  rheumatic  or 
congenital  valvular  disease,  after  recent 
oral  or  urinary  tract  surgery,  after 
vascular  or  cardiac  surgery,  and  in 
those  receiving  immunosuppressive 
agents,  antimicrobic,  or  radiation  ther- 
apy for  other  purpose.  Debilitated,  se- 
nile, and  drug  addicted  patients  may  be 
afebrile.  The  appearance  or  change  of 
murmurs  is  significant.  Petechias,  pur- 
pura, microscopic  hematuria  or  emboli 
of  unknown  source  occur.  Cerebral 
embolism  may  be  the  first  evidence  of 
endocarditis.  The  leukocytes  usually 
are  increased  in  number.  Anemia, 
achropachy  (digital  clubbing),  cardiac 
failure,  and  splenomegaly  are  late 
manifestations. 

What  tests  are  helpful  in  diagnosis? 

Blood  culture  demonstrates  the  cause 
in  80  percent  of  cases.  If  anti- 
microbics  have  been  given,  they 
should  be  stopped  and  blood  drawn 
after  two  to  three  days.  Venous  blood 
may  be  taken  regardless  of  the  time  of 
day  or  presence  of  fever.  Some 
physicians  recommend  several  cultures 
during  the  first  day  and  at  intervals 
thereafter.  Marrow  cultures  are  unnec- 
essary. Special  culture  media  must  be 
used  to  detect  the  rarer  causes  men- 
tioned above.  Etiologic  diagnosis  is 
imperative  in  order  to  apply  specific 
therapy.  Mild  leukocytosis  and  micro- 
scopic hematuria  occur. 

Abacteremic  endocarditis  with  or 
without  cardiac  murmurs  causes  diag- 
nostic difficulty.  Empiric  antimicrobic 
therapy  may  be  helpful.  In  one  of  my 
patients  after  seventy  sterile  cultures 
during  ten  months,  diagnosis  finally 
was  made  post-mortem  by  demon- 
strating cocci  in  the  valvular  lesion. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.,  for  the  Council 
on  Education  and  Science,  in  coopera- 
tion with  the  Pennsylvania  Heart  Asso- 
ciation. 
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1972  Scientific  Assembly 

Host  Farm  Resort  Motel  • Lancaster 


Theme:  Problem-Oriented  Medicine 


Morning 

Monday 

Peer  Review  and  the  Problem-Oriented 

Record 

Pennsylvania  Orthopaedic  Society — all  day 

Afternoon 

October  9 

Pennsylvania  Allergy  Association 

Pennsylvania  Psychiatric  Society 

Urological  Association  of  Pennsylvania,  Inc. 

Pennsylvania  Society  of  Internal  Medicine 

Seminar  for  Nurses 

Tuesday, 

Shock,  Trauma  and  Burns — Use  of  the 

Problem-Oriented  Record  in  Patient 

Evaluation  and  Treatment 

Planned  and  presented  by  the  University 
of  Pittsburgh  School  of  Medicine 
working  with  the  Latrobe  Area 

Hospital 

Medical  Writers — all  day: 

October  10 

Pennsyivania  Association  of  Clinical 

Pathologists — "New  Developments  in 
the  Clinical  Laboratory” 

Commission  on  Environmental  Health 

Pennsylvania  Section,  District  III, 

American  College  of  Obstetricians 
and  Gynecologists 

Seminar  for  Nurses 

/Workshop  on  Medical  Writing” 

Wednesda 

Hematology  and  Cancer  Chemotherapy 

Use  of  the  Problem-Oriented  Record 
in  Patient  Evaluation  and  Treatment 

Planned  and  presented  by  the  Jefferson 

Medical  College  working  with  Reading 

Hospital 

y,  October  1 1 

International  College  of  Surgeons — all  day 

Pennsylvania  and  Philadelphia  Divisions,  ACS 
“Recurrent  Cancer  in  Family  Practice” 

Pennsylvania  Committee  on 

Trauma,  American  College  of  Surgeons 

Pennsylvania  Section,  Mid-Atlantic 

Neurosurgical  Society 

Pennsylvania  Academy  of  Ophthalmology  and 
Otolaryngology 

Pennsylvania  Academy  of  Physical  Medicine 
and  Rehabilitation — "Rheumatoid  Arthritis” 

Nurses  Seminar 

Thursday 

Cardiovascular  Disease — Use  of  the 

Problem-Oriented  Record  in  Patient 

Evaluation  and  Treatment 

Planned  and  presented  by  the  Hahnemann 

College  working  with  the  Grand  View 

Hospital,  Sellersville 

October  12 

American  College  of  Emergency  Physicians 

Pennsylvania  Thoracic  Society — 

Pennsylvania  Society  of  Anesthesiologists 

Pennsylvania  Heart  Association 

Pennsylvania  Society  of  Colon  and  Rectal 

Surgery 

Nurses  Seminar 

Luncheon  with  the  experts  every  day  at  noon 

These  continuing  medical  education 
activities  may  be  reported  for  hour- 
for-hour  credit  toward  the  AMA’s 

Physician  Recognition  Award  as 

follows:  Morning  Sessions — Category  I credit 

Noon  Sessions — Category  II  credit 

Afternoon  Sessions — Category  II  credit 

For  more  information,  contact: 

Commission  on  Scientific  Assembiy 

Pennsylvania  Medical  Society 

20  Erford  Road 

Lemoyne,  Pa.  17043 
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editorials 


Survival  Education 


Great  emphasis  has  been  placed  in  recent  years  on  the  de- 
velopment in  people  of  habits  to  maintain  good  health.  This 
is  not  the  responsibility  of  the  medical  profession  alone,  but 
of  society  as  a whole.  Every  aspect  of  life  affects  health  of 
mind  and  body. 

While  efforts  to  develop  sensible  attitudes  toward  achiev- 
ing and  maintaining  good  health  among  all  are  important, 
we  know  well  how  hard  it  is  to  teach  “an  old  dog  new 
tricks.”  Because  of  this,  we  see  emphasis  on  efforts  to  train 
the  young  members  of  our  society  to  live  in  such  a way  that 
good  health  is  maintained. 

The  Pennsylvania  Department  of  Education  several  years 
ago  recognized  the  growing  need  for  a realistic  health  edu- 
cation program.  A study  of  this  need  resulted  in  a new  cur- 
riculum guide.  Conceptual  Guidelines  for  School  Health 
Programs  in  Pennsylvania.  The  philosophy  of  the  guide  and 
its  implementation  appear  in  this  issue  of  Pennsylvania  Med- 
icine on  page  31. The  format  includes  the  traditional  presen- 
tation of  the  health  instruction  units  and  suggestions  for  the 
administration  of  a proper  school  environment.  Total  health 
instruction  requires  the  proper  integration  of  health  instruc- 
tion, health  services,  and  healthful  school  environment.  The 
concept  of  total  health  is  aimed  toward  a healthy  human 


being,  functioning  capably,  interacting  maturely  and 
responsibly  with  every  aspect  of  his  environment,  and 
capable  of  making  prudent  decisions  that  are  of  benefit  to 
himself  and  to  society. 

Health  education  has  in  the  past  presented  factual  knowl- 
edge clearly  and  validly  but  has  not  served  the  need  of 
young  people  to  interpret  and  resolve  the  health  problems 
of  a complex  world.  To  build  a penetrating  understanding 
of  total  health,  the  guide  presents  a program  of  practical  as- 
sistance in  the  development  in  a healthy  individual  of  the 
awareness  of  his  own  human  dignity  and  of  the  dignity  of 
every  other  human. 

The  guide  attempts  to  present  material  as  usefully  as  pos- 
sible, but  a guide  is  effective  only  when  the  educator  uses  it 
creatively. 

Since  February  1970,  only  a few  of  the  state’s  516  school 
districts  have  accepted  the  guide  and  attempted  to 
implement  it.  The  disturbing  lack  of  initiative  on  the  part  of 
administrators  and  teachers  calls  for  outside  pressure  to 
support  the  guide.  As  physicians,  we  have  an  obligation  to 
support  the  guide  and  “push”  our  local  schools  into  “survival 
education.”  David  A.  Smith,  M.D. 

Medical  Editor 


State’s  VD  Treatment  Schedule  Updated 


The  Pennsylvania  Department  of 
Health  has  recommended  new  treat- 
ment schedules  for  gonorrhea.  For 
Neisseria  gonorrhoeae  infection,  the 
preferred  drug  is  penicillin  or  am- 
picillin.  Physicians  are  cautioned  to 
use  no  less  than  the  recommended 
doses  of  antibiotics. 

For  Treatment  of  Uncomplicated 
Gonorrhea  (Urethral,  Cervical, 
Pharyngeal,  or  Rectal — Parenteral — 
Men  or  Women — Aqueous  procaine 
penicillin  G.,  4.8  million  units  in- 
tramuscularly divided  into  at  least  two 
doses  and  injected  at  different  sites  at 
one  visit,  together  with  1 gram  of  oral 
probenecid,  perferably  given  at  least 
thirty  minutes  prior  to  the  injection. 
OR  Oral — Men  or  Women — Am- 
picillin,  3.5  grams,  with  probenecid,  1 
gram,  administered  simultaneously. 

Treatment  of  contacts:  Patients  with 
known  exposure  to  gonorrhea  should 
receive  the  same  treatment  as  those 
known  to  have  gonorrhea. 

When  Penicillin  or  Ampicillin  are 
Contraindicated*  or  When  the  Above 


Schedules  are  Ineffective — Paren- 
teral— Men — Spectinomycin,  2 grams 
in  one  intramuscular  injection. 
Women — Spectinomycin,  4 grams  in 
one  intramuscular  injection.  OR 
Oral — Men  or  Women — Tetracycline 
HCL,  1 .5  grams  initially,  followed  by 
0.5  gram  four  times  a day  for  four 
days,  a total  dosage  of  9 grams.  Other 
tetracyclines  are  not  more  effective. 

Follow-Up — Follow-up  urethral  cul- 
tures should  be  obtained  from  males 
seven  days  after  completion  of  treat- 
ment. Cervical  and  rectal  cultures 
should  be  obtained  from  females  at 
seven  to  fourteen  days  after  comple- 
tion of  treatment. 

Complications — Although  treatment 
of  complications  (gonococcal  salpin- 
gitis, bacteremia,  arthritis,  etc.)  must 
be  individualized,  repeated  large 
parenteral  doses  of  aqueous  crystalline 
penicillin  G have  been  shown  to  be  ef- 
fective. The  efficacy  of  alternate  anti- 
biotic regimens  is  unproven.  Post- 


gonococcal  urethritis  can  be  treated 
with  tetracycline,  0.5  gram,  orally  four 
times  a day  for  at  least  seven  days. 
Syphilis — All  gonorrhea  patients 
should  have  a serologic  test  for  syphilis 
at  the  time  of  diagnosis.  Patients 
receiving  the  recommended  parenteral 
penicillin  schedule  need  not  have 
follow-up  serologic  tests  for  syphilis. 
Patients  treated  with  ampicillin,  spec- 
tinomycin, or  tetracycline  should  have 
a follow-up  serologic  test  for  syphilis 
each  month  for  four  months  to  detect 
syphilis  that  may  have  been  masked  by 
treatment  for  gonorrhea. 

Patients  with  gonorrhea  who  also 
have  syphilis  should  be  given  addi- 
tional treatment  appropriate  to  the 
stage  of  syphilis. 

While  long-acting  forms  of  peni- 
cillin (such  as  benzathine  penicillin  G) 
are  effective  in  syphilotherapy,  they 
have  no  place  in  the  treatment  of 
gonorrhea. 

* Allergy  to  penicillin,  ampicillin,  pro- 
benecid, or  previous  anaphylactic  reac- 
tion. 
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New  Guidelines  for  Health  Education 


A Challenge  for  Change 

DOUGLAS  BOELHOUWER 
Harrisburg 

ROBERT  G.  ZEIGLER 
Towson,  Md. 


Traditionally,  man  has  been  concerned  with  the  interac- 
tion of  his  body  and  environment,  and  the  premise  has  been 
that  physical  health  is  an  end  in  itself.  Needless  to  say,  an  un- 
derstanding of  man’s  biologic  problems,  the  means  to  physi- 
cal health,  the  nature  of  diseases,  and  the  signs  and  symptoms 
suggesting  ill  health  are  vital.  However,  physical  health  is  in 
itself  only  a means  to  an  end. 

The  concept  of  total  health  implies  an  understanding  of  a 
sound  body  and  the  appreciation  of  one’s  potential  capabili- 
ties and  individual  worth  in  order  to  permit  the  expression  of 
:■  an  individual’s  creativity  and  to  allow  the  dignity  and  satis- 
j faction  that  comes  only  through  one’s  individual  ability  to 
i give  of  himself.  It  is  not  enough  to  expect  that  man  may  as- 
’ sume  the  state  of  total  health  alone;  for  each  of  us  is,  in  addi- 
; tion,  a function  of  our  environment.  Education  for  total 

■ health  must  employ  parallel  programs  in  an  ideal  situation 
! aimed  at  children  and  their  families  and  also  evolve  new  un- 
^ derstanding  on  the  part  of  teachers  and  school  adminis- 
trators. 

The  successful  realization  of  education  for  health  must  be 
' the  result  of  a combined  effort  of  individuals  with  mutually 
I complementary  activities  who  supplement  the  information 
: offered  and  reinforce  the  attitudes  developed  in  youth  by 
. challenging  them  to  think. 

■ It  would  be  unwise  to  establish  health  education  and  at  the 
i same  time  dissociate  the  teaching  of  health  from  the  many 
I other  resources  through  which  new  knowledge  becomes 
: available. 

Good  health  is  not  accidental,  but  rather  a product  of  na- 
1 ture  and  culture,  and  must  be  related  to  understanding  and 
values.  Good  health  must  not  only  be  philosophical,  but 
' capable  of  extension  into  the  realities  of  daily  living.  Good 
health  and  related  understanding  should  not  be,  and  must  not 
remain,  the  right  of  a privileged  few. 

It  is  hoped  that  as  a product  of  the  new  health  education 
programs,  the  student  will  conceive  an  image  of  himself  as  a 
being  embodying  all  of  the  understanding  regarding  op- 
timum health.  This  image  of  himself  or  of  a specific  aspect  of 
, health  as  applied  to  himself  will,  in  fact,  be  the  concept  to 
which  we  refer.  It  may  very  well  be  that  the  only  way  in 
which  he  can  demonstrate  his  understanding  of  this  concept 
is  through  personal  behavior  rather  than  through  an  ability  to 
verbally  communicate  the  abstract  to  those  who  measure  his 
achievement. 

Educators  are  constantly  seeking  ways  of  helping  children 
to  cope  with  and  make  wise  choices  in  a rapidly  changing  so- 
; ciety.  One  must  be  concerned  about  the  way  children  learn 
• and  change  their  thinking  and  actions  as  a result  of  their  ex- 
I perience  in  health  education.  In  other  words,  the  ultimate  ob- 


jective of  health  education  should  be  to  assist  the  individual 
in  evaluating  and  reacting  to  his  everchanging  environment 
and  those  influences  it  imposes  upon  his  life  and  society. 

An  increase  in  emphasis  is  being  given  to  conceptual 
learning  because  concepts  can  greatly  affect  an  individual’s 
behavior.  Verbalization  and  repetition  of  isolated  facts  does 
not  necessarily  produce  understanding,  nor  does  it  often  af- 
fect human  motives. 

The  formation  of  a concept  is  the  development  of  an  idea 
or  an  understanding  of  something.  Each  person  forms  his 
own  concepts  from  his  personal  contact  and  experiences  with 
actual  objects  and  events  in  life  through  sensory  organs  and 
through  his  feelings.  From  these  accumulated  perceptions,  he 
constructs  his  concepts.  Concepts  affect  behavior,  while  the 
process  of  memorizing  isolated  facts  without  conceptualiza- 
tion has  little  value  in  decision  making.  Many  studies  have 
come  to  the  conclusion  that  the  development  of  a concept 
arises  out  of  one’s  own  perceptions  of  objects  and  situations 
and  through  participation  in  experiences  of  various  kinds.  A 
concept  is  a relatively  complete  and  meaningful  idea  occur- 
ring in  the  mind  of  an  individual.  It  is  understanding  an  idea 
presented  by  an  individual  and  not  simply  a restatement  of  a 
well-memorized  group  of  someone  else’s  thoughts  and  ideas. 

The  ultimate  measure  of  understanding  of  the  concepts  of 
heath  is  not  the  ability  to  pass  the  examination,  but  rather  is 
reflected  in  the  obvious  attitudes  and  behavior  of  an  individ- 
ual as  indicated  by  his  health  practices.  It  is  difficult  for 
health  concepts  to  be  developed  to  their  fullest  in  the  individ- 
ual without  parallel  understanding  on  the  part  of  his  family 
and  community. 

Basic  concepts  should  serve  as  guides  for  the  teacher  in 
selecting  learning  experiences  for  the  child.  Concepts  them- 
selves should  not  be  taught  as  such,  but  the  teacher  needs  to 
plan  the  learning  experiences  that  will  provide  the  student 
with  opportunities  for  developing  and  personalizing  the  con- 
cepts for  himself. 

It  may  be  well  to  emphasize  at  this  point  that  the  ultimate 
goal  of  the  health  teacher  should  be  to  make  health  instruc- 
tion meaningful  and  relevant  to  the  learner.  It  should  be 
meaningful  to  his  needs  mentally,  physically,  and  socially 
and  should  be  relevant  to  his  personal  involvement.  Through 
involvement,  concepts  become  personalized  and  their 

Mr.  Boelhouwer  is  adviser  of  health  and  physical  educa- 
tion in  the  Pennsylvania  Department  of  Education.  Dr. 
Zeigler  is  chairman  of  the  department  of  physical  educa- 
tion at  Towson  State  College  in  Towson,  Maryland.  He 
was  formerly  coordinator  of  health,  physical  and  conser- 
vation education  in  the  Pennsylvania  Department  of  Ed- 
ucation. 
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application  realized.  It  is  to  this  end  each  child  must  progress 
if  health  education  is  to  be  successful. 

Health  teaching  is  effective  in  achieving  its  objectives 
when  it  results  in  the  changed  behavior  of  children  associated 
with  the  correction  of  defects,  improvement  of  health  habits, 
establishment  of  desirable  attitudes,  correction  of  faulty  con- 
cepts, and  the  development  of  interests  which  will  lead  to  an 
enjoyable  and  useful  life  now  and  in  the  future. 

Instructional  objectives  provide  the  direction  and  content 
necessary  for  reaching  selected  concepts.  Concepts  may  serve 
to  categorize  or  organize  health  knowledge,  but  clear, 
explicitly  stated  objectives  are  essential  for  communicating 
the  intent  of  the  proposed  instruction. 

Health  instruction  should  be  designed  to  offer  students  and 
teachers  varied  opportunities  for  learning  and  the  develop- 
ment of  attitudes  and  values  concerning  personal  and  public 
health.  The  formulation  of  personal  attitudes  and  values  may 
be  found  to  be  more  important  than  the  acquisition  of  facts. 
The  student  needs  to  understand  how  his  attitudes  and  values 
can  influence,  to  a large  extent,  how  he  interprets  and  evalu- 
ates health  information  and  what  application  he  makes  of 
such  information  in  personal  behavior  change. 

Hopefully,  many  methods  of  instruction  are  employed  by 
the  teacher,  not  only  for  relief  of  repetition,  but  to  better  fa- 
cilitate learning.  Students  need  opportunities  for  more  than 
recall  and  comprehension  of  factual  information.  It  is  impor- 
tant that  the  curriculum  offer  to  each  student  an  environment 
for  learning  that  encourages  application,  analysis,  synthesis, 
and  evaluation  of  health  knowledge,  principles  and  values. 

Health  is  an  interdisciplinary  subject  and  as  such  is  subject 
to  duplication  of  content  by  several  subject  areas  including 
biology,  home  economics,  social  studies,  driver  education, 
etc.  It  is  vitally  important  that  a vertical  coordination,  grade 
to  grade,  as  well  as  a horizontal  coordination,  cross-dis- 
cipline, be  developed.  Such  intra-school  coordination  will  do 
much  to  help  eliminate  needless  repetition  of  content  and 
serve  to  strengthen  certain  areas  which  can  be  more  ade- 
quately presented  by  one  discipline  or  another.  It  may  further 
provide  for  a broader  and  more  frequent  coverage  of  topics 
in  health  education  and  in  total  curriculum  development. 

A critically  important  aspect  of  health  instruction  is  evalu- 
ation. Should  evaluation  only  test  the  student?  Should  it  in- 
volve only  the  recall  of  facts  from  rote  memory?  Should  eval- 
uation be  solely  for  the  purpose  of  grading  students?  Or 
should  it  encompass  an  opportunity  for  the  learner  to  apply 
health  knowledge  and  to  analyze  and  examine  health  infor- 
mation in  such  a way  as  to  be  meaningful  and  useful  to  him? 

Authorities  seem  to  agree  that  evaluation  involves  much 
more  than  providing  a basis  for  grading  students.  Fodor  and 


Dalis*  state  that  the  purposes  for  evaluation  in  health  educa-  | 
tion  should  include  (a)  an  assessment  of  health  needs  and  in-  ^ 
terests;  (b)  a determination  of  the  strengths  and  weaknesses  j 
of  the  instructional  program;  and  (c)  an  evaluation  of  the  t 
attainment  of  behaviors  sought  in  the  learner. 

Evaluation  methods  explained  in  detail  are  part  of  the 
Department  of  Education’s  publication.  Conceptual 
Guidelines  for  School  Health  Programs  in  Pennsylvania. 
This  publication  was  developed  primarily  to  meet  the 
growing  need  which  Pennsylvania  school  districts  experi- 
enced in  implementing  comprehensive  school  health  pro- 
grams. It  is  a guide  designed  to  assist  teachers  and  adminis- 
trators in  developing  curriculum  to  meet  contemporary 
health  problems  utilizing  current  approaches  to  instructional 
methods. 

Recognizing  that  any  guide  is  only  as  effective  as  the  edu- 
cator who  will  creatively  implement  its  content,  the  Depart- 
ment of  Education,  through  its  Division  of  Health,  Physical 
and  Conservation  Education,  coordinated  eight  inservice 
workshops  over  the  past  eighteen  months  to  provide  assist- 
ance to  school  district  personnel  in  the  utilization  of  the 
guide. 

A follow-up  evaluation  was  conducted  to  measure  the  ef- 
fectiveness of  the  initial  series  of  workshops.  Participants 
indicated  that  the  new  guide  involving  the  conceptual  ■ 
approach  to  health  education,  the  writing  of  behavioral  ob- 
jectives, and  the  demonstration  of  modes  of  instruction 
were  the  most  beneficial  aspects  of  the  workshop. 

A challenge  for  change  has  encouraged  health  educators 
to  make  efforts  toward  learner-centered  instructional  prac- 
tices— practices  which  stimulate  learner  involvement 
toward  wholesome  attitude  development  and  decision  * 
making.  In  the  past  two  years,  implementation  and  use  of 
Conceptual  Guidelines  for  School  Health  Programs  in 
Pennsylvania  as  well  as  several  video  tape  lessons  with  dem- 
onstration teachers  have  been  used  in  some  school  districts. 
Demonstration  lessons  in  content  areas  of  drugs  and  narcot- 
ics and  human  growth  and  development  have  been  con- 
ducted. Small  group  meetings  featuring  elementary  and  sec- 
ondary demonstration  teachers  and  department  of  Educa- ' 
tion  health  and  physical  education  advisors  have  been  held 
to  provide  opportunities  for  personal  dialogue  in  the  areas  : 
of  content,  methodology,  curriculum,  and  regulations.  The 
goal  now  is  full  implementation  of  the  program  in  every 
school  district  in  the  Commonwealth. 


’'Fodor,  John  T.  and  Gus  T.  Dalis,  Health  Instruction: 
Theory  and  Application.  (Philadelphia:  Lea  and  Febiger, 
1966,  pp.  1 24-1 25). 
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The  apathy  about  and  disinter- 
est in  geriatrics  was  reflected  at  a 
recent  meeting  of  the  American  Psy- 
chiatric Association  where  hundreds 
of  papers  were  presented  for  critical 
review  prior  to  presentation.  Not  one 
^ paper  was  received  on  the  subject  of 
' geriatric  psychiatry.  At  a luncheon 
meeting  to  discuss  the  psychiatric 
aspects  of  aging,  with  approximately 
7,000  in  attendance  at  the  convention, 
ten  were  present  at  the  luncheon.  In 
Pennsylvania,  the  Commision  on 
Geriatrics  of  the  State  Society  offers  a 
prize  for  the  best  paper  by  a resident 
on  the  subject  of  geriatric  medicine. 
Not  one  paper  was  received  during  this 
past  year. 

Scope  of  the  Prohiem 

A recent  article  published  in  Aging 


points  out  that  by  1 985  the  older  popu- 
lation is  expected  to  increase  about  40 
percent  to  25  million  people.  Every 
tenth  person  in  the  United  States  at 
present  is  65  years  or  older.  The  steadi- 
ly increasing  number  of  patients  over 
65  has  created  a special  problem  for 
hospitals.  People  over  65  spend  two  and 
a half  times  as  many  days  in  the  hospital 
as  those  under  65. 

The  resistance  among  physicians  to 
the  treatment  of  the  aged  has  its  coun- 
terpart in  the  popular  resistance  to  psy- 
chiatry. The  territories  are  emotionally 
charged.  Unresolved  emotional  conflict 
of  dependent  or  hostile  feelings  against 
one’s  own  parents;  a reminder  of  death 
so  poignant  in  the  aged;  identification 
with  the  feelings  of  helplessness  and  fu- 
tility of  the  elderly  and  discouragement 
of  the  possibility  of  immediate  suc- 
cessful therapeutic  results  are  all 


factors.  If  the  physician  is  afraid  of 
growing  old  himself  and  finds  this 
thought  depressing  he  will  be  uneasy 
with  elderly  patients.*  The  medical 
world  remains  skeptical  about  the  pos- 
sibility of  treating  geriatric  patients 
but  recognizes  the  urgency  of  the 
problem. 

Old  Age  and  Aging 

Where  does  aging  begin?  Where 
does  old  age  begin?  Old  age  is  even  less 
definable  than  aging.  Aging  begins 
when  the  possibility  of  new  things  or 
even  the  possibility  of  sustained  con- 
tinuation of  whatever  has  been 
achieved  before  (either  intrapsy- 
chically  or  in  the  external  world)  is 
limited,  and  disengagement  becomes 
necessary.  This  point  cannot  be  put  on 
a graph,  nor  can  we  give  it  a number. 
It  is  recognizable,  however,  in  people 
around  us — in  our  patients  and 
perhaps  in  some  of  us  who  are  at  the 
point  of  beginning  to  count  our  assets 
and  liabilities. 1 

In  considering  normal  and  ab- 
normal aging,  the  distinction  between 
mental  health  and  illness  is  difficult 
even  among  the  younger  populations. 
A San  Francisco  study®  noted  that 
despite  the  increased  risk  of  organic 
brain  disease  with  age,  psychiatric  im- 
pairment may  not  be  notably  different 
from  that  of  younger  people,  except  at 
very  advanced  ages.  There  is  reason  to 
believe  that  this  increase  is  purely  the 
result  of  organic  brain  damage. 

We  must  distinguish  between  the  ef- 
fects of  disease  processes  and  those  of 
aging  per  se.  This  raises  the  question 
of  whether  any  individual  if  he  is  to 
last  long  enough  will  eventually  suffer 
chronic  brain  damage.  A recent 
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clinical  study  of  twenty-three  Hungari- 
an centenarians  found  only  thirteen  of 
these  very  elderly  subjects  to  be  suffer- 
ing from  such  damage  (Drietomszky, 
1965,  6). 

In  a study  of  centenarians,  Dunbar 
found  that  those  who  had  aged  suc- 
cessfully had  shown  ingenuity  in 
avoiding  frustration.  They  had  escaped 
conflict  with  authority.  If  they  were 
businessmen,  they  had  built  up  small 
businesses.  They  had  worked  hard,  but 
they  were  rarely  interested  in  getting 
to  the  top.  They  were  sociable,  active, 
and  did  not  worry  about  minor  annoy- 
ances. They  had  avoided  acute  illness 
almost  completely.  They  had  taken 
catastrophe  in  their  stride  and  seemed 
not  to  have  reacted  with  shock  to  per- 
sonal injury.  In  this  group  98  percent 
had  been  married.  The  marriages  were 
successful,  and  if  the  spouses  died, 
they  married  again.  They  were 
religious,  but  avoided  extreme  ortho- 
doxy. They  were  more  interested  in 
being  creative  than  in  being  perfect. 
They  were  interested  in  new  ideas  and 
combated  lethargy  by  remaining 
curious.  1 

From  a combination  of  very  early 
experiences  centering  on  physical  care, 
emotional  environment  and  the  his- 
tory of  trauma  or  injury,  an  anchor- 
age of  basic  bodily  security  involving  a 
body  image  is  established. ^ All  recent 
studies  point  to  the  significance  of 
these  early  experiences  in  later  object 
relationships  and  to  their  importance 
in  determining  the  capacity  to  bear 
anxiety  and  stress.  This  concept  of  the 
self  is  a serious  and  important  source 
of  adult  ego  strength  that  helps  eventu- 
ally to  determine  the  capacity  to  cope 
with  loss  and  depletion.  The  inner 
resources  acquired  early  in  life,  in  so 
far  as  they  have  been  genuinely 
achieved,  remain  potentially  available 
at  every  later  developmental  crisis. 

A point  of  view  put  forward  is  that 
life  is  a series  of  renunciations.  The  in- 
fant must  first  renounce  union  with 
the  mother  and  develop  a separate  ego 
structure.  Next  comes  the  renunciation 
of  the  breast,  and  after  that  comes  the 
renunciation  of  sexuality,  and  finally, 
there  is  the  renunciation  of  life  itself. 
Life,  Buncker  thus  postulates,  is  a 
series  of  renunciations,  and  the  maturi- 
ty or  health  of  the  individual  depends 
on  the  extent  to  which  these  various 
separations  have  been  mastered. 


Other  evident  reactions  are  "psy- 
chosclerosis” or  rigidity;  marked  resig- 
nation; frank  admission  of  defeat  with 
the  rationalization  “I’m  too  old”; 
increase  in  martyrdom,  often  expressed 
as  "Don’t  worry  about  me — I’ll 
manage”;  biting  sarcasm  manifesting 
sharp  oral  aggression,  e.g.,  deriding 
anything  young  or  new;  and  hypochon- 
driacal preoccupation.  These  neurotic 
character  traits  appear  in  accentuated 
form  but  with  one  important  aspect  in 
common.  They  serve  as  defensive  ma- 
neuvers against  further  depletion  and 
loss.  Accordingly,  they  may  be  clas- 
sified as  defense  against  depletion  anxi- 
ety. 

A clear  pattern  of  the  relationship 
between  genetic  components  and  age 
changes  has  not  emerged. * Deep  irra- 
tional convictions  of  our  own  invul- 
nerability often  appear  to  sustain  us  to 
the  end.  There  is  no  uniform  pattern  of 
decline.  Mental  and  emotional  health 
takes  on  the  aspect  of  a continuum. 
The  person  healthy  in  these  respects  in 
adolescence  is  usually  healthy  while 
aging.'^ 

Factors  Precipitating  Mental  Illness 

Social  disorganization  that  comes 
with  aging  has  less  to  do  with  age  per 
se  and  more  to  do  with  society’s  favor- 
able orientation  towards  youth  and 
progress  and  negative  attitude  toward 
old  age.^  This  accounts  for  our  lack  of 
focusing  on  social  deprivation  and 
major  concern  with  the  senile  brain 
and  organic  deterioration. 

In  regard  to  social  supportive 
factors,  such  as  being  married,  having 
children  in  the  vicinity,  or  living  with 
others,  it  is  reported  that  hospital- 
ization for  those  people  does  not  differ 
greatly  from  hospitalization  for  those 
who  live  alone.®  This  leads  us  directly 
to  the  problem  of  social  isolation,  long 
construed  as  a possible  cause  of  mental 
illness.  The  lifelong  extreme  isolates 
run  no  greater  risk  of  being  hospital- 
ized for  mental  illness  in  old  age  than 
socially  active  people. 

Previously  it  has  been  assumed  that 
the  advantage  of  marriage  continued 
throughout  life  and  that  having  been 
married  increase’s  one’s  life  chances. 
In  other  words,  singleness  was  thought 
to  be  negatively  correlated  with  lon- 
gevity. A recent  paper  appeared  to 
show  the  reverse  was  true.^  Self-ac- 
tualization and  self-realization  appear 


to  be  the  most  important  determinants 
throughout  life  against  mental  illness. 

Widowhood  and  retirement,  often 
related  to  the  feeling  of  well-being,  are 
not  unequivocally  associated  with 
mental  illness  in  the  elderly.  If  an  indi- 
vidual’s former  roles  have  no  reality  for 
others  currently  in  this  social  milieu, 
his  sense  of  well-being  (morale)  may  be 
affected.  That  these  losses  are  not 
similarly  related  to  mental  illness  sup- 
ports the  possibility  that  ego-integrative 
tasks  of  the  older  person  may  be 
focused  more  on  internal  than  on  ex- 
ternal reality.® 

Many  observers  indicated  that  a low 
living  standard  is  associated  with  a 
high  rate  of  psychiatric  disability.  This 
does  not  establish  a cause  and  effect 
relationship.  Neither  does  it  imply  that 
improving  the  living  standard  will 
decrease  the  psychiatric  disability. 

Personality  attributes  play  an 
ameliorating  role  between  sociocul- 
tural or  psychic  stress  and  coping 
capacities,  but  their  potential  is  con- 
siderably weakened  in  the  face  of 
physical  illness. 

In  a study  of  mental  hospital  admis- 
sions, physical  problems  played  some 
role  in  two-thirds  of  cases  and  precipi- 
tated the  psychiatric  illness  in  10  per- 
cent. The  index  of  physical  condition 
is  in  itself  one  of  the  strongest  corre- 
lates of  psychiatric  status.  Even  though 
it  does  not  involve  serious  or  critical 
illness,  the  older  individual  is  most 
vulnerable  to  the  stress  of  physical 
illness.  Physical  disabilities,  unlike 
socio-cultural  stress,  may  directly  un- 
dermine the  ego  thus  reducing  its  ef- 
ficiency as  a mediator  between  stress 
and  adaptation. 

Psychiatric  Illness  in  the  Aged 

Psychiatric  illness  in  later  life  is 
recognized  as  one  of  the  greatest  medi- 
cal. and  social  problems.^  Shuster 
(1952)  maintains  that  instinctual  life 
does  not  grow  older.*  In  ar- 
teriosclerosis, the  structural  alteration 
of  cerebral  tissue  results  in  a deterio- 
ration of  ego  function.  The  ego  re- 
treats to  an  earlier  level  of  develop- 
ment and  a lower  level  of  adaptive  in- 
tegration and  function,  with  a 
consequently  decreased  versatility  and 
ability  to  deal  with  instinctual  life. 
Both  physical  and  psychological 
factors  are  apparent  in  the  decline  of 
ego  function.  The  feeling  of  decreased 
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capacity,  the  loss  of  prestige,  and  the 
decreased  expectation  for  the  future  all 
foster  a return  to  the  past.  Emotional 
energy  is  withdrawn  from  the  current 
scene  and  reinvested  in  the  past,  where 
it  can  be  elaborated  safely  in  the  main- 
tenance of  self-esteem.  Behavior 
depends  on  the  quantity  and  quality  of 
previously  unresolved  emotional 
problems.  Many  old  persons  demon- 
strate childish  sexual  behavior  and 
aggressiveness  never  before  seen  by 
those  around  them.  The  more  ego 
resources  the  aged  person  has  had 
i during  his  life  the  better  able  he  will  be 
to  resist  the  incursions  of  age. 

Thus,  it  becomes  apparent  that  good 
mental  health  continues  to  become  an 
insurance  against  mental  disability  at  a 
late  r age  • 

There  is  nothing  radically  different 
in  the  nature  of  neurotic  disease  in  the 
i elderly  from  such  disease  in  younger 
I patients.  Also,  in  a study  of  250  elderly 
persons*  (Newman  and  Nichols,  1960), 

; the  data  on  the  whole  showed  little 
: correlation  between  sexual  activity  and 
I age.  Given  conditions  of  reasonably 
I good  health  in  both  partners,  elderly 
persons  can  be  active  sexually  into  the 
seventh,  eighth,  and  ninth  decades. 
Subjects  were  asked  to  compare  the 
strength  of  their  sexual  urges.  Those 
whose  urges  were  strongest  in  youth 
rated  them  as  moderate  in  old  age. 
Those  who  remembered  them  as  weak- 
to-moderate  in  youth  were  almost 
without  sexual  urges  in  old  age. 

Depression  and  associated  suicide 
increases  with  age.  In  the  early  years 
the  suicide  ratio  of  male  to  female  is 
three  or  four  males  to  one  female, 
whereas  in  the  70-and  80-year-old  age 
groups  the  ratio  is  ten  to  one.  The 
reasons  for  the  difference  may  be 
debatable,  but  the  figures  are  certainly 
significant. 

Depression  is  frequently  associated 
with  loss.  Loss  in  the  aged  has  vari- 
ables not  found  in  younger  age  groups. 
Loss  refers  to  many  things  other  than 
the  loss  of  loved  or  significant  people 
in  one’s  life.  It  is  axiomatic  to  point 
out  that  the  older  one  gets,  the  more 
one  experiences  the  loss  of  significant 
persons.  The  aging  person  who 
responds  emotionally  will,  of  necessity, 
undergo  many  more  grief  reactions. 
Some  people  learn  how  to  cope  with  or 
adapt  to  this  very  normal  human  expe- 
rience by  such  repeated  experiences, 


while  for  others  each  new  loss  or  death 
is  experienced  as  freshly  as  the  last. 

Therapy  and  Rehabilitation 

In  most  surveys  and  reports  on  the 
aged  there  is  an  assumption  that  all  old 
people  fit  into  one  pattern  with  similar 
plans  for  treatment,  rehabilitation,  and 
retirement.  Elderly  citizens  who  have 
resources — emotional,  intellectual, 

and  financial — are  left  to  fend  for 
themselves.  Special  plans  need  to  be 
made  for  this  particular  group. 

There  is  a tremendous  reservoir  of 
better  educated,  vitally  alive,  and 
vigorously  alert  older  people  who  are 
being  treated  in  exactly  the  same  way 
as  those  who  are  physically  or  emo- 
tionally disabled,  either  by  incapaci- 
tating lifelong  patterns  of  maladjust- 
ment or  by  slowly  advancing  physical 
deterioration.  Culturally,  by  both  gov- 
ernment and  industry,  the  two  groups 
have  been  lumped  together  automati- 
cally discarded  and  permitted  to  un- 
dergo the  ravages  of  isolation.* 

We  have  a tendency  to  consider  and 
plan  for  the  aged  as  if  they  could  be  as- 
sumed to  be  a rather  homogeneous 
group.  Haun  (1963)  suggests,  however, 
that  we  may  be  in  error  in  attempting 
to  provide  global  social  solutions  that 
would  overplan  for  older  persons  and 
that  we  should  invite  the  elderly  back 
into  memberships  in  the  human  race, 
whereby  they  can  make  a few  choices 
of  their  own. 

Locke  has  written  an  excellent  ar- 
ticle that  suggests  that  many  disorders 
in  the  aged  are  results  of  "deprivation 
and  the  disuse  of  the  receptor  organs 
rather  than  the  process  of  deterio- 
ration.”^ The  need  for  continued  daily 
stimulation  is  suggested.  Experimental 
studies  and  sensory  deprivation  in  the 
young  have  demonstrated  that  even  an 
intact  nervous  system  may  exhibit  un- 
usual behavior  patterns  when  deprived 
of  normal  incoming  stimuli.  Many  old- 
sters suffer  in  the  same  way  children 
do  when  exposed  to  emotional  depri- 
vation and  neglect  or  by  wrong  emo- 
tional forces  directed  at  or  sur- 
rounding them.  Their  repressed  infan- 
tile urges  are  released  similarly  to  the 
way  in  which  the  growing  child  gives 
vent  to  his  primitive  instincts. 

Other  counterbalancing  maneuvers 
may  be  associated  with  those  who  are 
creative,  in  the  arts  or  sciences,  who 
support  philanthropic  institutions,  or 


who  renew  interest  in  religion.  The 
most  common  characteristic  of  all 
religions  is  a promise  of  an  eternal  life 
and  forgiveness,  known  as  salvation. 
Its  magical  appeal  is  the  continued 
hope  for  a future.  Anxiety  about  an- 
nihilation of  the  self  is  dissipated  by 
the  assumption  of  a nucleus  of  the  soul 
that  lives  on. 

Good  results  are  often  achieved  by 
presenting  the  patient  with  a signifi- 
cant relationship  in  reality  to  assist  his 
natural  restorative  potential.  A ra- 
tionale as  well  as  some  special  tech- 
niques for  therapy  with  the  aged 
should  be  adjusted  to  the  severity  of 
object  loss  and  depletion.  Many  elderly 
people  are  in  fact  dependent  on  the 
help  and  continued  interest  of  others. 
It  is  thus  extremely  important  in  dis- 
cussing reactions  to  threatened  loss  in 
later  life  to  differentiate  between  anxi- 
ety as  a signal  of  instinctual  intra- 
psychic danger  and  fear  of  object  loss 
which  relates  to  the  outside  world. 

Later  life  demands  the  capacity  to 
resign  oneself  to  the  inevitable  without 
bitterness,  self-reproach,  or  seif  pity. 
Flexibility  may  be  a critical  personali- 
ty attribute  required  to  lessen  or 
redirect  the  impact  of  impending  stress 
on  the  elderly. 

It  is  impossible  to  treat  older  people 
unless  the  milieu  in  which  the  therapy 
takes  place  is  also  treated.  Nurses,  at- 
tendants, janitors,  social  workers,  psy- 
chologists, physicians,  and  others  may 
make  up  the  environment  for  the  pa- 
tients. They  have  a variety  of  attitudes 
toward  the  aged.  Group  sessions  with 
personnel  working  with  the  aged  are 
essential  to  maintain  the  proper  milieu 
for  adaptation  and  improvement.  The 
attitude  of  professionals  requires  more 
refinement  in  understanding  and 
resources  than  we  have  yet  attained.^ 

The  San  Francisco  study  also  sug- 
gested that  it  was  not  a fact  that  older 
people  were  being  dumped  into  institu- 
tions by  families  who  want  to  get  rid  of 
them.  On  the  contrary,  they  are  by  and 
large  being  kept  too  long  at  home 
when  they  need  the  kind  of  care  they 
can  only  get  elsewhere.® 

Program  and  treatment  planning  for 
the  mentally  impaired  aged  should  be 
based  upon  a comprehensive  team 
approach  and  should  have  built-in 
flexibility  sufficient  to  provide  for  con- 
tinuing clinical  research  into  the  valid- 
ity of  all  of  our  present  assumptions 
about  the  aging  process.  Since  the 
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geriatric  patient  represents  a biologi- 
cal, psychological,  and  sociological 
unity,  only  a coordinated  approach, 
taking  into  consideration  all  three 
aspects,  will  help  us  in  solving  the  ur- 
gent problems  he  presents. 

The  Second  White  Conference  on 
Aging  took  place  late  in  1971  in  the 
nation’s  capitol.  Nearly  400  organiza- 
tions participated  in  the  meeting.  It  is 
hoped  the  1971  conference  results  will 
improve  the  status  of  older  Americans. 

A factor  of  very  great  influence  on 
the  emotional  and  physical  health  of 
our  aged  is  our  cultural  attitude 
toward  them.  Our  century  is  the  "cen- 
tury of  youth.”  We  are  all  directed 
toward  social  and  economical  goals 
and  are  driven  by  an  irresistable  force 
to  achieve  them.  We  live  in  a world  of 
continuous  competition  and  have  to 
work  compulsively  and  strenously  to 
improve  our  social  position  and  main- 
tain it.®  We  live  in  continuous  anxiety. 
We  decide  that  "time  is  money.”  We 
are  overburdened  with  work,  have  not 
time  for  recreation,  for  relaxation,  and 
sometimes  not  even  for  sleep.  We  lose 
the  connection  with  the  beauty  of  the 
natural  world  and  with  the  rhythm  of 
life.  Music,  art,  and  literature  are  con- 
sidered a "waste  of  time.”  We  fail  to 
find  relaxation  in  our  family  life,  not 
even  in  love.  Emotionally  detached 
sexuality  frequently  has  taken  the 


place  of  true  love,  and  the  responsi- 
bilities of  our  family  life  makes  us 
worry  day  and  night.  We  live  without 
imagination,  without  play,  without 
fantasy,  without  romance.  We  some- 
times lose  the  feeling  of  being  human 
beings  and  do  things  mechanically  and 
without  interest.  Then,  as  the  end  of 
our  life  comes  nearer  to  us,  we  are 
exhausted  and  have  the  feeling  we 
have  not  really  lived  at  all.  In  such  a 
world  of  tension,  of  compulsion,  of 
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work,  and  of  competition,  elderly  peo- 
ple are  considered  a burden.  They 
know  it,  they  feel  it,  they  see  and  hear 
it,  and  are  unhappy  and  dejected.  El- 
derly people  can’t  compete  with  this 
modern  trend  any  more,  and  they  are 
unable  to  change  it.  We,  however,  can 
and  should  do  something  about  it.  □ 
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Rehabilitation  Potential  of  the  Aging 


WITH  THE  progressive  increase 
in  our  life-span,  we  have  come 
to  a place  in  history  where  the  popula- 
tion has  reached  an  all-time  high.  In 
the  United  States  there  are  more  than 
20  million  people  who  are  65  years  of 
age  or  over.  Among  the  many  who 
continue  to  live  productive,  creative, 
and  meaningful  lives  in  a heteroge- 
neous society  or  in  retirement  commu- 
nities there  are  a goodly  number  that 
are  handicapped  in  varying  degrees. 
For  these  the  spectrum  of  disability 
may  range  from  minimal  losses  of  the 
usual  activities  of  daily  living  to  being 
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bed-bound  and  completely  de- 
pendent— requiring  total  nursing  care. 

It  wasn’t  too  long  ago  that  many  of 
the  disabled  aged  were  shunted  into 
chronic  disease  facilities  or  the  back 
rooms  of  their  homes  or  those  of  their 
adult  children,  with  little  or  no  effort 
to  upgrade  potentially  functioning 
capacities.  They  made  up  a large  seg- 
ment of  an  adynamic  society. 

At  present  rehabilitation  (the 
frequently  identified  third  phase  of 
medicine)  with  its  multiple  disciplines 
has  not  only  come  face  to  face  with  the 
handicapped  aging  patient,  but  has 


demonstrated  that  a tailored  compre- 
hensive program  will  enable  many  to 
reach  meaningful  levels  of  self-suf- 
ficiency and  even  return  to  community 
living. 

Thus  the  concept  of  a total  restora- 
tive process  should  be  directed  toward 
assisting  the  individual  in  achieving  his 
maximal  plateau  of  functional  capaci- 
ty. This  involves  the  best  use  of  his 
physical,  emotional,  and  intellectual 
resources.  Ideally,  it  should  encompass 
the  mastery  of  total  self-care  and  full 
recovery,  plus  gainful  employment. 


36 


PENNSYLVANIA  MEDICINE 


I For  certain  of  the  aged,  the  achieve- 
i ment  of  total  rehabilitation  may  never 
■ materialize.  These  include  those 
with  the  residuals  of  a disabling  para- 
lysis secondary  to  central  or  peripheral 
nervous  system  pathology,  those  with 
an  amputation  usually  brought  on  by 
( the  relentless  vascular  changes  of 
I diabetes  mellitus  or  peripheral  vas- 
f cular  disease,  those  with  the  painful 
F limitations  in  joint  mobility  of  the 
arthritides,  those  with  the  loss  of 
ambulatory  function  precipitated  by  a 
fractured  hip,  or  those  with  incapacity 
resulting  from  vertebral  compression 
fractures.  However,  in  the  absence  of 
any  rehabilitative  effort,  these  individ- 
uals will  invariably  fall  heir  to  an  ac- 
celerating process  of  deconditioning, 
deterioration,  and  will  soon  lose  addi- 
tional levels  of  self-care  activities  with 
a concomitant  need  for  increasing 
nursing  care. 

Ideally  at  the  very  onset,  all 
physicians  involved  with  aged  patients 
having  neuro-musculoskeletal  prob- 
lems should  strive  for  a therapeu- 
tic environment  where  they  are  not 
overwhelmed  by  details  of  correcting 
' the  sequelae  of  neglect  that  could  have 
been  prevented.  Germane  to  this  issue 
lare  the  inevitable  contractures,  and 
deformities  that  result  when  no  atten- 
tion is  given  to  their  prevention. 
Consequently,  the  early  physiologic 
• positioning  of  a patient  and  his  in- 
ivolved  parts  with  properly  located 
pillows,  sandbags  or  splints  should 
share  the  hallmark  of  good  profes- 
sional care  that  is  usually  granted  the 
astute  use  of  good  clinical  and  thera- 
-peutic  practices. 

Furthermore,  when  a rehabilitation 
effort  is  initiated,  all  goals  should  be 
realistic  and  molded  to  the  individual’s 
'potential  for  achievement.  Thus  one 
must  bear  in  mind  that  for  the  aged 
with  diminished  capacities,  all  pro- 
grams must  be  geared  to  their  pace  of 
performance  and  slower  rate  of  recov- 
lery.  Low  fatigue  thresholds  necessitate 
the  exercise  of  considerable  patience 
or  frequent  modifications  in  a given 
prescription.  Fortunately,  present  re- 
habilitation principles  and  philosophy 
not  only  attempt  to  meet  all  the  needs 
of  the  disabled,  but  offer  hope  and 
some  of  the  essential  elements  that 
buttress  personal  dignity. 

; As  a prototype  of  the  most 
frequently  encountered  problem,  one 


may  use  the  victim  of  a completed 
stroke.  The  usual  modalities  and  tech- 
niques of  management  are  readily 
adaptable  and  applicable  to  the  other 
problems  brought  to  a rehabilitation 
department  of  a general  hospital,  ex- 
tended care,  or  nursing  facility  or  re- 
habilitation center. 

The  objective  is  to  reduce  the  physi- 
cal limitations  resulting  from  chronic 
degenerative  disease  or  acutely  disa- 
bling catastrophies.  For  the  aged  this 
problem  is  often  compounded  by  con- 
comitant multi-system  pathologies  that 
influence  his  general  health  w'ith 
incremental  losses  in  strength,  stamina, 
and  mental  acuity.  Hence  a careful 
and  complete  physical  and  mental 
evaluation  is  a prerequisite  before  em- 
barking on  a rehabilitation  regimen. 
This  permits  the  conceptualization  of 
both  immediate  and  long  range  objec- 
tives that  are  titrated  to  the  individual 
patient.  There  are  pertinent  factors  to 
be  considered  in  the  structuring  of  a 
rehabilitation  prescription:  (1)  Does 
the  patient  possess  adequate  motiva- 
tion which  is  not  overwhelmed  by  a sit- 
uational or  involutional  depression? 

(2)  Is  he  adequately  free  from  deficits 
in  space  perception?  (3)  Is  his  balance 
or  proprioceptive  sense  seriously  im- 
paired? (4)  Is  existing  cardiac  damage 
so  severe  that  he  cannot  expend  the  ad- 
ditional energy  required,  or  is  malig- 
nant hypertension  present?  (5)  Is  his 
brain  damaged  to  the  extent  that  in- 
struction can’t  be  followed  or  memory 
so  poor  that  he  is  unable  to  recall  what 
he  learned  yesterday?  (6)  Are  such  ad- 
vanced or  progressive  changes  noted 
that  participation  in  the  program 
becomes  an  exercise  in  futility? 

Any  candidate  for  a rehabilitation 
program  will  have  a poor  prognostic 
outlook  if  he  possesses  contractures  or 
severe  motor  loss.  The  following  rule 
of  thumb  criteria  may  prove  a useful 
identification  of  the  degree  of  impair- 
ment: (!)  Is  mental  preservation  com- 
patible with  chronologic  age?  (2)  Does 
slight  deviation  from  the  normal  exist? 

(3)  Is  he  severely  demented?  Also  to  be 
noted  are  the  most  frequently  encoun- 
tered mental  aberrations  of  the  aged, 
confusional  and  depressive  states,  as 
well  as  delusional  and  hallucinatory 
manifestations.  All  of  which,  if  present 
to  any  marked  degree,  will  keep  the 
patient  from  becoming  a participant  in 
a dynamic  restorative  program. 


As  the  patient  progresses  and  the 
possibility  for  leaving  the  facility 
exists,  two  factors  must  be  evaluated. 
The  home  environment  must  be  ade- 
quate, and  the  patient  should  be  able 
to  do  the  following:  (1)  Ambulate, 
with  or  without  an  assistive  device,  or 
be  able  to  relocate  from  a bed  to  his 
chair  w'ithout  assistance.  (2)  He  must 
have  good  control  of  both  bowel  and 
bladder.  (3)  He  must  manage  such  per- 
sonal needs  as  bathing,  dressing  and 
eating.  (4)  He  must  possess  sufficiently 
adequate  orientation  and  mental  clari- 
ty for  social  integration  with  family 
and  friends. 

All  these  factors  are  necessary  com- 
ponents in  a rehabilitation  oriented 
evaluation  of  each  patient  with  neuro- 
musculoskeletal  deficits.  At  this  point 
the  physician  has  identified  the 
primary  and  secondary  diagnosis  and 
the.  concomitant  deficits,  plus  their 
degree.  The  desired  objectives  are 
enumerated  and  the  anatomical  parts 
requiring  special  treatment  noted. 

It  is  good  practice  to  acquaint  the 
physical  and  occupational  therapists 
with  the  existence  of  other  system 
problems,  eg.  marked  cardiovascular 
impairment,  stress  incontinence  of  the 
bladder,  or  incomplete  bowel  control. 
In  the  latter  two  cases  the  patient  can  be 
spared  much  embarrassment  by  the  use 
of  diapers  and  waterproof  pants  before 
he  is  brought  to  the  physical  or  occupa- 
tional therapy  departments. 

In  choosing  available  physical  thera- 
py modalities,  care  should  be  exercised 
in  their  selection  from  the  standpoint  of 
indication,  contraindication,  frequency 
of  application,  and  duration.  All  thera- 
peutic exercises  must  be  graded  to  tol- 
erance and  utilized  for  both  the  in- 
volved and  uninvolved  extremities.  For 
the  patient  with  poor  or  no  ability  to 
ambulate,  initially,  the  proper  timing 
for  gait  training  is  judged  by  the  avail- 
ability of  functioning  muscle  masses  in 
the  lower  extremities  which  are  for- 
tified with  a good  sense  of  balance  and  a 
functioning  kinesthetic  sense.  For  the 
deconditioned  patient  (whether  he  has  a 
hemiplegia,  a fractured  hip,  or  is  an 
arthritic  with  advanced  changes  in  his 
weight  bearing  joints),  the  same  basic 
program  is  employed  with  appropriate 
modifications  according  to  need. 

With  functional  ambulation  as  a 
goal,  repetitive  excursions  through  the 
parallel  bars,  with  assistance  and  super- 
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vision,  is  a constant  preamble  to  the  use 
of  a walker,  crutches,  or  canes. 

At  times  this  process  is  facilitated  by 
using  an  appropriate  support  for  an  un- 
stable joint  or  poorly  balanced  mo- 
tivators of  the  ankle,  knee,  or  hip.  It  has 
been  frequently  demonstrated  that 
judicious  bracing  can  do  wonders  and 
in  some  instances  accelerate  goal 
achievement. 

In  addition  to  exercising  self-care 
and  ambulation,  the  ability  to  com- 
municate with  others  requires  adequate 
attention.  Speech  therapy  for  those 
cases  with  aphasia  and  dysarthria  must 
be  an  integral  part  of  the  program.  The 
qualified  therapist  will  utilize  technics 
which  will  facilitate  movement  in  the 
tongue  and  facial  muscles  necessary  for 
phonation.  This  process  usually  starts 
with  sounds  and  progresses  to  words, 
phrases,  and  sentences  depending  upon 
the  patient’s  potential.  Quite  often  he 
will  develop  small  gains  which  will  en- 
able him  to  communicate  sufficiently  to 
function  in  his  home  or  community. 

The  entire  field  of  rehabilitation  is 
constantly  being  challenged  with  the 
needs  of  the  aged,  and  there  have  been 
many  advances  that  are  currently 
proving  to  be  of  great  value.  For  ex- 
ample, early  ambulation  in  postsurgical 
patients  has  shortened  convalescent 
time  considerably.  Immediate  on-the- 
table  fitting  of  amputees  with 
prostheses,  restorative  surgery  for  a va- 
riety of  arthritic  conditions,  plus  new 
technics  in  dentistry  are  but  a few  of  the 
new  procedures  that  are  assisting  in  re- 
storing the  handicapped  geriatric  pa- 
tient. Of  particular  interest  are  the  hip 
procedures  ranging  from  osteotomy  to 
total  hip  replacement.  The  latter  was 
made  possible  by  the  development  of  a 
self-curing  cement.  By  happenstance  it 
is  to  the  older  patient  with  a painful 
poorly  functioning  osteoarthritic  hip 
that  such  a prosthesis  is  offered.  In  suc- 
cessfully performed  operations,  the  pa- 
tient is  soon  ambulatory  and  pain  free. 
Here  again  specific  and  rigid  criteria 
must  be  met  before  the  orthopedic  sur- 
geon will  accept  any  given  patient. 
Another  exciting  breakthrough  has  ma- 
terialized for  the  patient  who  has  en- 
dured the  relentless  progress  of 
rheumatoid  arthritis  over  the  years  and 
is  left  with  ankylosed  and  deformed 
fingers  possessing  no  grasp  or  pinch 
ability.  In  these  joints  the  silastic  finger 
prosthesis  has  restored  phalangeal  func- 


tion and  permits  the  patient  additional 
increments  of  self-care. 

For  the  malaligned,  painful,  and 
poorly  functioning  knee  joint  there  is 
also  an  opportunity  for  improvement 
by  replacing  the  severely  damaged  ar- 
ticular cartilage  with  a metallic  plateau 
prosthesis.  In  addition,  one  must  not 
overlook  the  other  available  prophy- 
lactic surgical  procedures,  eg. — 
synovectomy,  tendon  transplant,  and 
the  correction  of  architectural  deficits. 
Although  for  the  most  part  these 
technics  lend  themselves  to  earlier 
stages  of  joint  disease,  all  of  these  must 
be  followed  post-operatively  with 
sound  rehabilitation  principles  until  the 
patient  is  discharged. 

Furthermore,  the  patient  with  a 
progressive  nervous  system  pathology 
such  as  multiple  sclerosis  or  Park- 
inson’s syndrome,  should  not  be  de- 
nied the  decelerating  effect  achieved  by 
the  services  of  physical  medicine  and 
rehabilitation.  The  same  holds  true  for 
all  institutionalized  aged  wherein  a 
meaningful  program  can  be  devised  to 
counteract  the  consequences  of  decon- 
ditioning. This  frequently  prevents 
weakness  secondary  to  disease  and 
helps  avoid  the  constant  threat  of 
decubiti  and  contractures.  Here  the  ob- 
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jective  would  be  the  maintaining  or 
regaining  of  optimal  capacity  at  which 
the  individual  can  perform  with  safety. 

Whatever  success  is  achieved  with 
the  disabled  aged,  it  can  never  material- 
ize unless  adequate  motivation  is 
present.  This  may  be  difficult  to  find — 
for  many  elderly  have  little  to  look  for- 
ward to  after  discharge,  and  there  are 
those  where  the  disability  provides 
them  with  their  only  feeling  of  security. 
Frequently  the  mere  offering  of  the 
usual  incentives  that  work  for  the 
younger  patient  are  useless  in  this 
group.  Nonetheless,  if  a potential  for 
improving  exists,  the  patient  should  be 
exposed  to  a dynamic  program  supple- 
mented with  praise  for  his  efforts. 

In  the  final  analysis,  rehabilitation  is 
a learning  process.  For  the  aged  there  is 
usually  a downgrading  in  the  faculties 
of  reasoning,  remembering,  learning, 
and  understanding.  This  may  be  com- 
bined with  failing  vision  or  hearing. 
Since  it  is  well  documented  that  a 
goodly  number  of  the  elderly  can  be  re- 
trained, these  problems  make  it  essen- 
tial for  all  members  of  the  rehabili- 
tation team  to  have  a good  knowledge 
of  teaching  techniques  plus  an  abun- 
dance of  patience.  To  lose  patience  and 
to  rush  an  elderly  patient  is  to  lose  his 
confidence  and  frequently  his  co-opera- 
tion. Many  of  these  people  are  capable 
of  good  performance  if  the  assigned 
task  is  carefully  selected,  properly 
supervised,  and  done  unhurriedly. 

In  summary,  a rehabilitation  poten- 
tial for  the  disabled  aged  does  exist,  and 
the  means  for  its  materialzation  can  be 
made  available.  However,  only  through 
the  selection  of  those  patients  meeting 
established  criteria  can  a good  restora- 
tive program  be  intelligently  utilized. 
On  the  other  hand,  some  facets  of  a re- 
habilitation concept  can  be  used  to  ad- 
vantage for  the  preservation  of  threat- 
ened abilities  in  those  patients  with  no 
potential.  q 
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PENNSYLVANIA  MEDICINE 


He  won’t  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 


liquid  myIAIMTAI^blets 

aluminum  and  magnesium  hydroxides  with  simethicone 

STUART  PHARMACEUTICALS  i Division  of  ICI  America  Inc.  ] Wilmington,  Del.  19899  ( Pasadena,  Calif.  91109 


IfyouN/e 
, seen  one, 
have  you 
really  seen 
them  all? 


The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses  . 
with  occasional  menorrhagia.  Now  i 
on  a sequential  O.C.  for  four  months 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg.-estrogen  O.C. 

(such  as  Defflulen’^'). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E'''' or  a sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen'^). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C,  (such  as  Enovid-E*), 


balanced 


:ontain 


Produc 
G.D.SI 
P.O.  Be 

Where 


> Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg.-estrogen  O.C. 

Has  recurrent  trichomoniasis 
(and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E’’  or 
Ovulen*^  ora  sequential). 


(Jnmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough... or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 

Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are;  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
proge.stogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen"). 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen’*). 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice:  A 50-mcg.-estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen"). 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

OvuleiT  Demulen' 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg /mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland,  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one'  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates''  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
ien.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  IS  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy, 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse reactionsobserved  in  patients receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  12:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J,  Epidem.  9Q365-380(Nov.)  1969. 
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Enovid-E‘ 

norethynodrel  2.5  mg./ mestranol  0 1 mg 

Actions-Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication  - Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 


SEARLE 


Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Where  "The  Pill"  Began 
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Advertisement 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


W)uld  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 
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Results  of  a survey  of  physicians : 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Wbuld  it  be  useful  in  clinical  practice! 
to  have  government  predetermine  i 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice’’  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  bif 
determined. 

The  Bureau  of  Drugs  ha 
suggested  the  package  in' 
sert  as  a possible  means  o 
communicating  inf  ormatioi 
on  relative  efficacy  of  drugii 
to  the  physician.  I find  thii' 
objectionable,  since  I d( 
not  believe  the  physiciai 
should  have  to  rely  on  thi: 
source  for  final  scientifii 
truth.  There  is  also  a prac^ 
tical  objection:  Since  fev 
physicians  actually  dis 
pense  drugs,  they  seldon 
see  the  package  insert.  L 
any  event,  I would  main 
tain  that  the  physiciai: 
should  know  what  drug  hij 
wants  and  why  without  de' 
pending  on  the  governmen 
or  the  manufacturer  to  tel 
him. 

Undoubtedly,  physician; 
are  swamped  by  excessivi 
numbers  of  drugs  in  somi 
therapeutic  categories.  Anc 
I am  well  aware  that  manj 
drugs  within  such  cate 
gories  could  be  eliminatec 
without  any  loss,  or  per 
haps  even  some  profit,  ti 
the  practice  of  medicine 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  othe 
single  group  has  the  exper 
tise  and  the  wisdom  neces 
sary  to  determine  the  om 
“drug  of  choice”  in  al 
areas  of  medical  practice. 
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In  my  opinion,  it  is  not 
the  function  of  any  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
the  properties  of  a drug, 
and  then  it  will  be  based  on 
his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
ernment, at  the  time  a new 
drug  is  being  approved  for 
marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
the  basis  of  limited  knowl- 
edge, it  may  be  considered 
to  be  more  potent,  more 
effective,  or  safer  than 
products  already  on  the 
market.  Conceivably,  at 
this  time  the  new  drug 
could  be  labeled  “the  drug 
of  choice.”  But  as  addi- 
tional clinical  experience  is 
accumulated,  new  evidence 
may  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


« 

Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 
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Concentrations  of  Tetracycline  and  Minocycline 

in 

Joint  Effusions  Following  Oral  Administration 

GEORGE  E.  EHRLICH,  M.D. 

Philadelphia 

Abstract 

Joint-fluid  specimens  from  thirty-two  arthritic  patients  with  non-infected 
effusions  were  assayed  for  antibiotic  concentrations  following  oral  adminis- 
tration of  a single  200  mg  dose  of  minocycline  (12)  or  250  mg  of  tetracycline 
(20).  While  these  two  antibiotics  appeared  in  the  joint  fluid  more  siowiy  than 
they  did  in  the  serum,  appreciable  joint-fluid  levels  were  obtained  between 
three  and  twelve  hours.  This  finding  suggests  that  orally  administered  tet- 
racycline and  minocycline  may  have  therapeutic  efficacy  in  infectious  joint 
disease,  and  that  they  may  be  useful  as  labels  in  studies  of  joint  fluid  dy- 
namics. 


Joint  infections  have  been  recog- 
nized as  complications  of  rheuma- 
toid arthritis.  They  result  from  hema- 
togenous spread  or,  less  frequently, 
have  been  noted  following  intra-ar- 
ticular  instillation  of  corticosteroids. 
While  the  direct  instillation  of  antibi- 
otics into  the  joint  by  paracentesis  or 
lavage  was  previously  recommended, 
several  recent  studies  have  made  it 
clear  that  antibiotics  can  penetrate 
into  the  joint  from  the  blood  stream. 
This  approach  to  treatment  is  well  es- 
tablished in  gonococcal  arthritis  but 
has  not  received  full  acceptance  for 
other  infective  microorganisms. 

Our  preliminary  studies  suggested 
that  tetracycline,  when  administered 
orally,  produced  ultraviolet  fluores- 
cence of  joint  fluid  and  was  thus  a po- 
tentially useful  label  for  diagnosis, 
especially  of  rheumatoid  arthritis.®  As 
this  technique  provided  evidence  that 
tetracycline  reached  the  joint,  addi- 
tional studies  were  undertaken  to  de- 
termine the  concentrations  of  tet- 
racycline and  minocycline  (7-demeth- 
demethyl-6-deoxy  -6- demethyl  tetra- 
cycline in  the  joint  fluid  at  various  in- 
tervals after  oral  administration. 


Materials  and  Methods 


The  individuals  studied  were  in-pa- 
! tients  at  the  Arthritis  Center  of  the  Al- 
I bert  Einstein  Medical  Center,  Phila- 
i delphia.  All  patients  had  inflamed,  but 
not  infected  knee  joints. 

Twenty  patients  were  given  250  mg 


of  tetracycline  orally,  at  three-quarters 
of  an  hour  to  forty-eight  hours  preced- 
ing knee  aspiration.  Seventeen  carried 
a diagnosis  of  adult  rheumatoid  arthri- 
tis (two  with  concurrent  gout,  proven 
through  the  demonstration  of  monoso- 
dium urate  crystals  in  joint  fluid).  One 
had  juvenile  rheumatoid  arthritis,  one 
Reiter’s  syndrome,  and  one  general- 
ized osteoarthritis.  These  patients 
ranged  in  age  from  14  to  82  years; 
there  were  twelve  women  and  eight 
men.  In  most  cases,  the  erythrocyte 
sedimentation  rate  was  considerably 
elevated,  and  latex  fixation  tests  for 
rheumatoid  factor  were  positive  in  all 
but  one  who  had  rheumatoid  arthritis. 

An  additional  twelve  patients  were 
given  200  mg  of  minocycline  orally. 
This  group  consisted  of  five  men  and 
seven  women,  ranging  from  43  to  77 
years  of  age.  Ten  carried  the  diagnosis 
of  rheumatoid  arthritis,  one  had  gout, 
and  one  degenerative  joint  disease  of 
the  knee.  The  erythrocyte  sedimenta- 
tion rate  was  significantly  elevated  in 
all;  the  latex  fixation  test  for  rheuma- 
toid factor  was  positive  in  six  and  neg- 
ative in  four  of  the  ten  patients  with 
rheumatoid  arthritis. 

All  patients  took  concurrent  medi- 
cations as  indicated  in  Table  I. 

Knee  joint  aspirations  and  blood 
serum  specimens  were  obtained  simul- 
taneously and  were  held  at  — 20°C. 
until  assayed.  Duplicate  antibiotic 
assays  were  done  at  Lederle  Labora- 
tories, Pearl  River,  New  York,  using 
the  standard  Bacillus  cereus  (ATCC 


No.  11778)  agar  diffusion  method. 
The  limits  of  detection  in  these  tests 
were  0.10  m g of  tetracycline  per  ml 
and  0.025  ai  g of  minocycline  per  ml. 
No  information  other  than  which  anti- 
biotic had  been  administered  was 
available  to  the  assay  laboratory. 

Results 

Pertinent  clinical  and  laboratory  ob- 
servations are  shown  in  Table  I.  Anti- 
biotic levels  in  serum  and  synovial 
fluid  are  illustrated  in  Figures  1 and  2. 

Tetracycline  was  demonstrable  in 
the  serum  (0.13  yu  g/ml)  as  early  as 
forty-five  minutes  after  oral  adminis- 
tration, but  not  in  the  simultaneously 
aspirated  fluid.  In  1.5  hours,  the  serum 
level  was  appreciable  (0.66  n g/ml)  and 
the  joint  fluid  was  just  beginning  to 
show  penetration  by  this  antibiotic 
(0.10  ijglrnl).  Significant  serum  levels 
(0.43  to  2.75  yu  g/ml)  were  found  at  1 .5 
to  12  hours,  and  significant  joint-fluid 
levels  in  similar  concentrations  (0.41 
to  2.51  M g/ml)  were  obtained  at  2 to 
12  hours.  Maximal  values  were 
reached  in  4.5  hours.  Appreciable  con- 
centrations of  tetracycline  were  de- 
tected in  both  the  joint  fluid  and  serum 
from  2 to  1 8 hours  after  the  oral  ad- 
ministration of  a single  250  mg  dose. 

Comparable  results  were  obtained 
with  minocycline.  While  this  antibiotic 
was  demonstrable  (0.16  yu  g/ml)  in  the 
joint  fluid  one  hour  after  oral  adminis- 
tration, the  concentration  was  substan- 
tially lower  than  in  the  serum  (0.73 
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Fig.  1:  Average  serum  and  synovial  fluid  levels  of  tetracycline 
following  the  oral  administration  of  a 250  mg  dose. 


Fig.  2:  Average  serum  and  synovial  fluid  levels  of  minocycline 
following  the  oral  administration  of  a 200  mg  dose. 


Aig/ml).  Significant  serum  levels  (0.66 
to  1.75  u g/ml)  were  maintained  for 
1.33  to  12  hours  after  administration. 
Joint-fluid  levels,  while  consistently 
lower,  were  substantial  between  3 and 
12  hours  (0.43  to  0.88  /j  g/ml). 
Appreciable  concentrations  of  minocy- 
cline were,  therefore,  found  in  both 
joint  fluid  and  serum  from  3 to  12 
hours  after  oral  administration  of  a 
single  200  mg  dose.  No  18-hour  deter- 
minations were  made. 

Discussion 

Both  tetracycline  and  minocycline 
entered  the  knee  joint  readily  at  signif- 
icant concentrations  and  remained  in 
this  joint  for  an  appreciable  interval 
after  a single  oral  dose.  The  antibiotic 
concentrations  achieved  in  the  joint 
fluid  were  comparable  to  those  in  the 
serum,  but  there  was  a slight  lag  in  the 
appearance  of  these  antibiotics  in  the 
joint.  Similar  results  have  recently 
been  reported  by  Nelson®  for  ampi- 
cillin,  methicillin,  penicillin,  and 
cephalothin. 

Previous  studies,  such  as  that  of 
Drutz  et  aP  on  the  appearance  of  anti- 
biotics in  joint  fluids  have  dealt  with 
their  use  as  antibacterial  agents  in 
septic  arthritis.  In  the  present  inves- 
tigation, the  joint-fluid  levels  of  two 
tetracycline  antibiotics  were  deter- 
mined in  inflamed,  but  not  infected, 
knee  joints.  The  crossing  of  the  synovial 
membrane  by  tetracyclines  has  pre- 
viously been  reported  by  Jocson,'*  Lin- 
sell  and  Fletcher,®  Werner,  Knight, 
and  McDermott,^  and  our  group®  in 
isolated  instances. 

A recent  report  by  Dick  et  aP  on 
xenon  ('®®Xe)  clearances  suggested 
that  the  disappearance  curve,  which 
was  monoexponential,  could  be  de- 
scribed by  a biological  half-life.  The 
half-life  value  depended  upon  the 
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degree  of  inflammatory  involvement 
of  the  knee  joint  at  the  time  of  the 
study.  The  greater  the  inflammation, 
and  thus,  presumably,  the  vascularity, 
the  shorter  the  half-life.  A greater 
blood  flow  through  chronically  in- 
flamed synovium  would  be  reflected  in 
an  increased  rate  of  disappearance  of 
i®®Xe.  Rheumatoid  arthritis,  resulting 
in  increased  vasculature,  may  thus 
promote  antibiotic  levels  in  joint  fluid 
comparable  to  those  in  blood.  In  addi- 
tion, the  molecular  shape  and  weight 
of  the  antibiotic,  the  degree  of  protein 
binding,  and  the  variable  permeability 
in  response  to  other,  perhaps  un- 
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known,  factors  should  influence  antibi- 
otic levels  in  joint  fluid. 

The  present  study  provides  evidence 
that  both  tetracycline  and  minocycline 
reach  the  inflamed  knee  joint  con- 
taining significant  effusion  in  appre- 
ciable concentrations  after  a single  ■ 
oral  dose.  As  both  drugs  are  useful  an-  ! 
tibiotics  for  the  treatment  of  infections  ■ 
by  staphylococci,  streptococci,  pneu-  i 
mococci,  Escherichia  coll,  pasteurella,  ; 
and  klebsiella,  their  introduction  into  j 
the  joint  from  the  blood  rather  than  i 
through  direct  injection  is  of  potential  ' 
importance  in  the  treatment  of  in-  ! 
fected  as  well  as  non-infected  joints.  1 
Also  of  importance  is  "the  potential  ' 
usefulness  of  these  antibiotics  to  serve 
as  labels  for  studies  of  joint  fluid  dy-  ; 
namics,  as  previously  suggested.®  Fur-  i 
ther  studies  of  antibiotic  concentra- 
tions measured  against  type  of  joint 
disease,  degree  of  inflammation, 
amount  of  rheumatoid  factor,  and  con- 
comitant drug  therapy  seem  indicated. 
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TABLE  I Clinical  and  laboratory  data 


LEGEND 

RA  = rheumatoid  arthritis;  PGO  — primary  generalized  osteoarthritis; 
DJD  = degenerative  joint  disease;  ESR  = erythrocyte  sedimentation  rate  (Wes- 
tergren);  and  LATEX  — titer  of  rheumatoid  factor  by  the  method  of  Singer  and 
Plotz. 
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Current  Concepts 


The  Care  of  Epistaxis 


EMIL  P.  LIEBMAN,  M.D. 
Philadelphia 


Epistaxis  is  not  a subject  which 
fires  the  imagination  or  stirs  the 
intellect,  but  it  has  awakened  all  of  us 
from  a warm  bed  on  many  a cold 
night.  It  is  incidentally  a statistical  fact 
that  epistaxis  occurs  more  commonly 
in  the  winter  months.'  Possibly  the 
increased  incidence  of  upper  respira- 
tory infections  and  the  dryness  of  the 
air  in  most  homes  during  the  cold 
weather  play  a role  in  the  increased  oc- 
currence of  this  problem. 

Blood  Supply 

The  interior  of  the  nose  receives  its 
blood  supply  from  the  internal  and  ex- 
ternal carotid  arteries.  The  internal 
carotid  supplies  the  anterior  superior 
aspect  of  the  nose  through  the  anterior 
and  posterior  ethmoid  arteries. 

The  external  carotid  artery  provides 
the  maxillary  artery  which  gives  off 
the  sphenopalatine  artery  supplying 
the  posterior  portion  of  the  nose.  The 
naso-palatine  branch  of  the  sphenopa- 


latine artery  runs  down  the  nasal 
septum  and  anastamoses  with  a branch 
of  the  superior  labial  artery,  anterior 
ethmoid  artery,  and  anterior  palatine 
artery  to  form  Kesselbach’s  plexus  on 
the  anterior  inferior  aspect  of  the  nasal 
septum. 2 

When  a patient  of  any  age  presents 
with  epistaxis,  the  first  and  most  im- 
portant task  is  to  determine  the  source 
of  bleeding.  Adequate  lighting  and 
suction  are  mandatory.  A shrinking 
agent  such  as  ephedrine  1%,  Neosyn- 
ephrine  !4%,  or  cocaine  1%  can  be 
sprayed  into  the  nasal  chamber  or 
applied  topically  on  cotton  pledgets. 
The  location  of  the  bleeding  can 
usually  then  be  determined  as  to  an- 
terior or  posterior. 

Anterior  Nasal  Bleeding 

I . Profuse  bleeding  may  arise  from 
the  anterior  ethmoid  artery.  The 
bleeding  is  observed  high  in  the  nose 
anterior  to  the  middle  turbinate.  An- 


terior packing  is  necessary  to  control 
this  type  of  bleeding.  Ligation  of  the 
vessel  is  sometimes  necessary  if 
packing  fails  to  control  the  problem. 

2.  Trauma  by  external  blows  to  the 
nose  can  produce  torn  mucosa  and 
vessels.  Unless  the  injury  is  massive, 
bleeding  is  usually  not  excessive  and 
stops  spontaneously  or  with  light 
packing.  Trauma  to  the  septum  by 
nose  picking  is  most  common  etiology 
of  bleeding  at  all  ages.  The  bleeding  is 
usually  found  in  the  area  of  Kessel- 
bach’s plexus.  There  may  be  a general- 
ized area  of  oozing  or  an  arterial 
"pumper.”  A cotton  pledget  with  10% 
cocaine  is  applied  and  gentle  pressure 
is  exerted  to  the  area  by  pinching  the 
nostrils  for  several  minutes.  Cautery 
by  silver  nitrate  stick,  Trichloro  acetic 
acid  50%,  or  by  means  of  electric  or 
heat  cautery  will  prevent  the  recur- 
rence of  the  bleeding.  Great  care  must 
be  taken  with  using  thermal  cautery.  If 
the  burn  is  too  deep  or  over  an  exces- 
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sively  large  area,  a septal  perforation 
may  result.  After  any  type  of  cautery  a 
small  piece  of  Gelfoam  should  be 
applied  to  the  area  and  left  in  place. 

3.  Anterior  septal  bleeding 
frequently  is  seen  in  allergic  children. 
Commonly  the  bleeding  point  is  noted 
inferior  to  Kesselbach’s  area  towards 
the  floor  of  the  nose.  Chemical  cautery 
can  usually  be  done  in  the  office  under 
local  anesthesia  as  above  described. 

4.  Septal  perforations  frequently 
become  crusted  about  their  margins 
and  bleed  easily.  Frequent  cautery  is 
sometimes  needed.  If  the  bleeding  is 
persistent  and  recurrent  in  spite  of 
cautery,  surgical  closure  of  the  perfo- 
ration should  be  attempted. 

5.  Hereditary  telangiectasia  may 
produce  recurrent  and  troublesome  an- 
terior septal  bleeding,  and  is  treated 
with  repeated  chemical  cautery.  If  the 
cautery  fails  to  control  the  problem, 
skin  grafting  the  affected  area  is  some- 
times successful  in  preventing  future 
bleeding. 

6.  Neoplasms.  Any  treated  bleeding 
area  must  be  followed  to  be  certain 
that  healing  occurs  after  cautery  or 
packing.  If  an  area  of  ulceration  per- 
sists, biopsy  must  be  obtained. 

Posterior  Nasal  Bleeding 

Posterior  bleeding  is  character- 
istically more  profuse  than  anterior 
bleeding.  It  usually  arises  from  a major 
branch  of  the  sphenopalatine  artery. 
Patients  are  older  and  frequently 
hypertensive.  The  bleeding  naturally 
alarms  the  patient  thus  driving  the 
blood  pressure  even  higher.  The  need 
for  adequate  sedation  and  reassurance 
therefore  is  extremely  important. 
Large  cotton  pledgets  with  cocaine  ex- 
tending past  the  posterior  extent  of  the 
middle  turbinate  should  be  inserted 
and  left  in  place  for  several  minutes 
while  sedation  becomes  effective. 
Quite  often,  once  the  patient  has  been 
sedated,  the  blood  pressure  drops  to 
more  normal  levels  and  bleeding  will 
stop.  Should  the  bleeding  persist  or 
recur  after  the  anterior  packing  has 
been  removed,  a posterior  pack  should 
be  inserted.  Either  gauze  packing  or  a 
Foley  catheter  inflated  with  approxi- 
mately 10  to  12  cc’s  of  water  is  used.  A 
knot  in  the  Foley  or  an  umbilical 
clamp  attached  to  the  Foley  must  be 
used  to  hold  the  catheter  in  place  with 
the  inflated  bulb  exerting  pressure  on 
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the  posterior  aspect  of  the  nose.  Great 
care  must  be  taken  in  this  type  of 
packing  to  protect  the  anterior  aspect 
of  the  external  nares  from  pressure 
necrosis  to  the  skin.  Tight  anterior 
packing  must  also  be  inserted.  In  many 
cases  bilateral  packing  is  necessary, 
and  it  is  left  in  place  for  four  to  six 
days.  The  patient  should  be  admitted 
to  the  hospital  while  the  packing  is  in 
place,  and  covered  with  broad  spec- 
trum antibiotics.  During  the  hospital- 
ization the  blood  pressure  can  be 
brought  under  control  and  studies 
done  to  rule  out  coagulation  and  other 
hemotologic  defects.  Transfusion,  of 
course,  is  used  if  necessary. 

Ligation  of  the  external  carotid  arte- 
ry had  been  used  for  many  years  for 
severe  epistaxis.  It  is  no  longer  com- 
monly used  because  of  the  extensive 
colateral  circulation  of  the  vessels  in- 
volved and  the  more  direct  approaches 
to  the  maxillary  artery  in  the 
pterygopalatine  fossa  that  are  now 
available.  The  approaches  to  the  max- 
illary artery  include:  (1)  Injection  of 
the  pterygopalatine  fossa  through  the 
greater  palatine  foramen.  Originally  a 
solution  of  2%  lidocaine  with 
1:100,000  epinephrine  was  used.® 
Recently  Weingarten  has  suggested 
using  lidocaine  2%  and  2 cc’s  of 
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glycerine. ''  A twenty-five  gauge  needle 
25  to  30  millimeters  in  length  is  used. 
The  needle  must  not  exceed  30 
millimeters  to  prevent  extension  into 
the  inferior  orbital  fissure  and  orbit. 
Should  packing  fail  to  control  the 
bleeding  or  if  it  recurs  after  the 
packing  has  been  removed,  the  max- 
illary artery  may  be  ligated through 
a transantral  or  Caldwell-luc  approach. 
Local  or  general  anesthesia  can  be 
used. 

A Caldwell-luc  sublabial  incision  is 
used.  The  anterior  wall  of  the  maxillary 
sinus  is  removed  in  the  classical  manner 
except  that  somewhere  more  extensive 
removal  of  the  wall  is  carried  out  for 
better  exposure.  The  operating  micro- 
scope is  then  brought  into  the  field,  and 
the  posterior  wall  of  the  maxillary  sinus 
is  identified.  Using  a sharp  curette,  the 
posterior  wall  is  removed  and  the 
pterygopalatine  fossa  is  entered.  Blunt 
dissection  is  carried  out  to  identify  the 
maxillary  artery.  A neurosurgical 
applicator  applies  two  clips  to  the 
vessel.  A small  piece  of  Gelfoam  is 
placed  over  the  exposed  artery.  A nasal 
antral  window  is  created  for  drainage 
and  the  sub-labial  incision  is  usually 
closed  with  3-0  plain  catgut. 

Summary 

A brief  review  of  epistaxis  control 
has  been  presented.  Local  measures 
are  described  for  control  of  anterior 
and  posterior  bleeding.  It  is  our  feeling 
that  attempts  should  be  made  to  con- 
trol posterior  bleeding  by  packing  ini- 
tially, and  should  the  packing  fail  to 
control  the  problem,  direct  approach 
by  injection  or  surgery  to  the 
pterygopalatine  fossa  should  next  be 
carried  out.  General  hematologic 
disorders  must  always  be  searched  for, 
but  account  for  a small  percentage  of 
epistaxis  patients.  □ 
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Cerebral  Hemispheric  Blood  Flow 


Studies  of  the  time  concentration 
curve  of  an  intravenously  injected 
bolus  of  radioactive  pertechnetate  as  it 
passes  through  the  cerebral  circulation 
have  been  the  subject  of  numerous 
reports.  This  paper  represents  a 
clinical  correlation  of  the  diagnosis  at 
discharge  and  the  interpretation  of  that 
time  concentration  curve  which  we 
call  the  “cerebral  hemispheric  blood 
flow.”  (CHBF) 


Materials  and  Methods 

The  data  which  is  used  to  determine 
the  CHBF  is  accumulated  on  magnetic 
tape  during  the  bolus  injection  of  per- 
technetate (10  mCi®^"’  Tc).  This  de- 
tection and  dynamic  recording  is  ac- 
complished by  the  digital  autofluoros- 
cope  using  one  second  accumulation 
intervals.  This  technique  and  method 
of  curve  analysis  have  been  described 
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in  detail  previously. 3’“*  The  analysis 
includes  the  C max,  the  determination 
of  significant  asymmetry  (based  upon 
mathematical  manipulation  of  the  C 
max)  and  inspection  of  the  curves. 

The  fifty-six  patients  reported  in  this 
study  were  referred  for  brain  scanning 
by  their  attending  physician.  The 
CHBF  was  routinely  performed  at  the 
time  of  the  injection  of  pertechnetate. 
These  patients  were  selected  from  the 
entire  group  of  more  than  800  CHBF 
studies  only  because  they  were 
reasonably  current.  Sufficient  time  had 
elapsed  for  complete  processing  of  the 
chart  and  a followup  was  available. 

At  a convenient  time  after  the  study 
was  performed,  the  referring  physician 
was  asked  to  complete  a questionnaire 
including  information  on  diagnosis,  his 
opinion  of  an  anticipated  abnormality 
of  blood  flow,  clinical  improvement  (if 
present — it’s  degree),  and  mortality. 
Further  details  of  the  patient’s  medical 


history  were  obtained  by  reviewing  the 
hospital  chart  when  indicated. 

Of  the  fifty-six  patients,  twenty-six 
(46  percent)  had  a spiked,  symmetrical 
pattern.  This  is  considered  a normal 
CHBF.  Thirteen  patients  (23  percent) 
were  reported  as  having  an  abnormal 
CHBF  because  of  asymmetry  of  the  C 
max.  The  remaining  seventeen  patients 
(30  percent)  had  curves  which  were 
symmetrical  in  height,  but  revealed  a 
prolonged  transit  time.  See  Table  I. 

The  final  diagnosis  in  each  of  the 
patients  is  listed  in  Table  I in 
decreasing  order  of  frequency.  Al- 
though patients  with  cerebral  vasular 
disease  are  seen  in  all  three  groups, 
nearly  half  (seven  of  fifteen)  are  found 
in  the  abnormal  (prolonged  transit 
time)  group.  The  total  number  of  pa- 
tients in  this  group  represents  only  30 
percent  of  the  entire  series.  Cerebral 
vascular  disease  was  diagnosed  in  27 
percent  of  the  patients.  Psychiatric  and 


TABLE  I 


Cerebral  Hemispheric  Blood  Flow  interpreted  as; 

Principal 

Discharge 

Diagnosis 

Spiked 

Symmetrical 

Normal 

Spiked 

Asymmetric 

Abnormal 

Prolonged  Transit 
Symmetrical 
Abnormal 

Total 

Cerebral  Vase.  Dis. 

5 (19%) 

3 (23%) 

7 (41%) 

15  (27%) 

Psychiatric 

1 (4%) 

3 (23%) 

2 (12%) 

6 (11%) 

Anxiety 

3 (11.5%) 

1 (8%) 

1 (6%) 

5 (9%) 

Seizures 

3 

0 

0 

3 

Organic  Brain  Syn. 

1 

0 

2 

3 

Tension  Headache 

3 

0 

0 

3 

Muscle  Contract  Head. 

1 

0 

0 

1 

Labyrinthitis 

2 

0 

0 

2 

Post  Injury 

1 

1 

0 

2 

Hypoglycemia 

0 

2 

0 

2 

Arthritis 

1 

0 

0 

1 

Bell's  Palsy 

0 

0 

1 

1 

Encephalitis 

1 

0 

0 

1 

Hypertension 

1 

0 

0 

1 

Multiple  Sclerosis 

0 

1 

0 

1 

Optic  Atrophy 

1 

0 

0 

1 

Senility 

0 

0 

1 

1 

Syncope 

1 

1 

0 

2 

Tremor 

0 

1 

0 

1 

Pansinusitis 

1 

0 

0 

1 

Ptosis 

0 

0 

1 

1 

Cerebral  Dysfunction 

0 

0 

1 

1 

Idiopathic  Thromb  Pur 

0 

0 

1 

1 

Totals 

26 

(46%) 

13 

(23%) 

17 

(30%) 

56 
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TABLE  II 


Reported  by  Attending  Physician 

CHBF 

interpreted  as: 

Number  of  patients 
with  CNS  Disease 

Number  of 
patients  in  whom 
altered  CBF 
would  be  expected 

Number  of  patients 
who  improved  after 
the  CHBF 

Number  of  patients 
who  had  marked 
improvement 

Normal 

11 

6 

16 

12 

27  pts. 

41% 

22% 

59% 

44% 

Abnormal 

Asymmetric 

5 

3 

9 

6 

1 3 pts. 

38% 

23% 

69% 

46% 

Abnormal 

Prolonged 

Transit  Time 

9 

8 

10 

6 

17  pts. 

53% 

47% 

59% 

35% 

anxiety  neuroses  were  the  second  (11 
percent)  and  third  (9  percent)  most 
frequently  encountered  diagnoses.  Fif- 
teen different  primary  diagnoses  were 
recorded  in  the  patients  whose  CHBF 
is  considered  normal.  Eight  diagnoses 
are  represented  in  the  abnormal  (asym- 
metric) group;  nine  in  the  abnormal 
(prolonged  transit  time)  group.  This 
probably  reflects  only  the  increased 
number  of  patients  in  the  normal 
group. 

Correlation  of  data  supplied  by  the 
attending  physician  with  the  report  of 
the  CHBF  is  tabulated  in  Table  II.  In 
patients  with  an  abnormal  CHBF 
manifest  by  prolonged  transit  time,  a 
greater  percentage  of  symptomatic 
central  nervous  system  disease  as- 
sociated with  an  anticipated  alteration 
in  cerebral  blood  flow  was  found. 
Marked  improvement  was  less  com- 
monly seen  in  this  group  as  compared 
with  the  others.  The  high  frequency  of 
central  nervous  system  (CNS)  disease 
in  all  groups  is  a reflection  of  the  bias 
introduced  by  the  performance  of  this 
study  only  on  patients  referred  for 
brain  scanning.  No  deaths  were  ob- 
served during  the  variable  follow-up 
period. 

Discussion 

Intuitively  physicians  have  believed 
that  knowledge  of  cerebral  blood  flow 
would  be  useful.  This  should  assist  in 
the  treatment  of  sick  people  and  is  a 
popular  subject  for  investigation.  At 
the  1971  meeting  of  the  Society  of 
Nuclear  Medicine  in  Los  Angeles,  sev- 
eral reports  concerning  this  type  of 
study  were  presented. 


Some  physicians  routinely  record 
the  appearance  of  radioactivity  after  a 
bolus  injection  using  the  Anger  cam- 
era. Some  of  them  believe  that  this  is 
valuable  and  constitutes  a “poor  man’s 
arteriogram.”®  Others  are  less  enthusi- 
astic.® 

This  analysis  suggests  that  the  "cere- 
bral hemispheric  blood  flow”  is  ab- 
normal, with  a prolongation  of  transit 
time  in  many  patients  with  cerebral 
vascular  disease.  It  is  of  interest  that 
asymmetry  of  the  curve  is  less  com- 
monly associated  with  cerebral  vas- 
cular disease.  This  observation  is  not 
inconsistent  with  the  report  of 
O’Reilly.^ 

The  CHBF  has  not  contributed  sig- 
nificant clinically  useful  diagnostic 
data.  This  harsh  appraisal  is  not  in- 
tended to  criticize  the  assumption,  the 
technique,  or  the  interpretations.  We 
have  much  to  learn  about  blood  flow, 
particularly  in  sick  people.  It  may  be 
that  many  disorders  not  primarily  af- 
fecting the  central  nervous  system  will 
alter  cerebral  blood  flow. 

The  contribution  of  CHBF  data  to 
clinical  decision  making  may  yet  be  in 
diagnosis.  It  may,  however,  be  found 
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to  contribute  more  to  therapy  and 
prognosis.  These  areas  have  not  been 
studied  and  must  be. 

Summary 

The  cerebral  hemispheric  blood 
flow  pattern  may  be  divided  into  three 
groups;  (1)  Spiked  symmetrical  - 
normal;  (2)  Spiked  asymmetrical  - ab- 
normal, asymmetric;  (3)  Prolonged 
transit,  symmetrical  - abnormal, 
prolonged  transit. 

The  abnormal  prolonged  transit  pat- 
tern is  more  frequently  associated  with 
cerebral  vascular  disease.  Marked  im- 
provement is  less  likely  to  occur  in  pa- 
tients with  this  type  of  curve. 

Patients  with  a normal  CHBF  are 
less  likely  to  have  cerebral  vascular 
disease  and  more  likely  to  show 
marked  improvement  after  discharge. 

The  contribution  of  CHBF  or  simi- 
lar studies  is  unclear.  The  diagnostic 
aid  is  currently  small.  Other  roles  are 
yet  to  be  explored.  □ 
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Cervical  Lymph  Node  Metastases 

with 

Occult  Primary  Site 


The  problem  of  definitive  treatment 
for  an  adult  who  presents  with  meta- 
static carcinoma  to  neck  nodes,  with 
the  primary  site  of  the  cancer  eluding 
detection,  is  well  illustrated  in  the  fol- 
lowing case  report. 

A 48-year-old  white  male  was  first 
seen  on  February  22,  1971,  com- 
plaining of  a painless  mass  in  the  left 
upper  neck  of  six  weeks’  duration.  A 
multinodular,  movable  mass  filled  the 
upper  half  of  the  left  jugular  chain 
measuring  8X6X4  cms.  The  re- 
mainder of  the  examination  of  the 
head  and  neck  area,  including  the  oral 
cavity  and  pharynx,  was  negative.  A 
needle  aspiration  biopsy  of  the  mass 
was  reported  as  showing  metastatic 
squamous  cell  carcinoma.  Direct 
laryngoscopy  and  bronchoscopy  were 
negative,  as  were  bronchial  washings 
and  multiple  sputum  cytologic  exami- 
nations. 

Chest  x-ray,  barium  swallow,  lateral 
view  of  the  head  to  outline  the 
nasopharynx  and  x-ray  studies  of  the 
para-nasal  sinuses  and  base  of  the  skull 
were  negative.  With  topical  anesthesia 
and  retraction  of  the  soft  palate,  the 
nasopharynx  was  thoroughly  examined 
by  mirror  and  no  lesion  was  seen. 
Blind  punch  biopsies  of  the  posterior 
wall  and  of  the  fossa  of  Rosenmuller 
showed  no  evidence  of  tumor.  With  no 
primary  evident  with  this  extensive 
work-up,  left  radical  neck  dissection 
was  done  on  March  2,  1971.  Meta- 
static squamous  cell  carcinoma  was 
found  in  the  lymph  nodes  of  the  upper 


ROBERT  D.  HARWICK,  M.D. 

Head  and  Neck  Tumor  Clinic 
Temple  University  Health  Sciences  Center 
Philadelphia 

two-thirds  of  the  Jugular  chain  and  in 
the  posterior  triangle  of  the  neck.  The 
patient  was  seen  monthly  for  follow-up 
examinations.  Examination  of  the  oral 
cavity,  oropharynx,  nasopharynx,  and 
hypopharynx  were  negative.  On  the 
follow-up  examination  of  July  8,  1971, 
multiple  enlarged  nodes  were  found  in 
the  right  neck.  No  primary  lesion  was 
again  evident  on  examination.  A blind 
biopsy  of  the  posterior  wall  of  the 
nasopharynx,  however,  revealed 
squamous  cell  carcinoma. 

Following  extraction  of  his  carious 
teeth,  he  completed  a course  of  radia- 
tion therapy  on  September  1,  1971.  He 
received  a total  of  6,000  rads  to  the 
region  of  the  primary  and  6,000  rads 
to  the  cervical  nodes  with  the  2 MEV 
Van  DeGraaf  apparatus  in  a six-week 
period.  There  has  been  no  evidence  of 
recurrence  or  further  metastases.  How- 
ever, prognosis  is  quite  guarded. 

A "lump  in  the  neck”  in  an  adult 
male  is  almost  always  metastatic 
cancer  and  is  usually  metastatic  from  a 
primary  lesion  in  the  mouth  or 
pharynx.  If  the  primary  lesion  is  not 
evident  after  thorough  examination, 
needle  aspiration  biopsy  is  preferred  to 
establish  a histologic  diagnosis.  Open 
biopsy  or  excisional  biopsy  is  more 
compromising  to  the  field  but,  if  nec- 
essary, the  incision  should  be  planned 
in  such  a way  that  it  could  be  excised 
and  encompassed  in  a possible  radical 
neck  incision. 

In  one  series,  104  of  123  such  pa- 
tients had  metastatic  squamous  cell 


carcinoma — the  histology  of  a primary 
site  in  the  mouth  or  pharynx.  The  en- 
doscopic procedures  and  x-ray  studies 
used  to  attempt  to  find  the  occult 
primary  are  outlined  in  the  case 
report.  The  most  frequent  sites  for  the 
cancer  to  be  found  initially  or 
subsequently  are  the  nasopharynx, 
tonsil,  base  of  the  tongue  or  the 
pyriform  sinus  in  the  hypopharynx.  A 
blind  biopsy  of  the  nasopharynx  and  of 
the  base  of  the  tongue  on  the  side  of 
the  neck  metastases  will  occasionally 
be  histologically  positive  even  though 
there  is  no  observable  gross  lesion. 

If  the  primary  lesion  continues  to 
remain  undetected,  a radical-neck  dis- 
section is  indicated.  In  the  ensuing 
months,  the  primary  lesion  will  often 
be  found.  If  it  should  be  the 
nasopharynx  or  the  base  of  the  tongue, 
radiation  therapy  can  be  given.  If, 
however,  the  neck  metastases  had 
received  radiation  therapy  rather  than 
a neck  dissection,  the  portals  of  treat- 
ment in  the  upper  neck  might  well 
overlap  and  compromise  the  irradia- 
tion. 

In  a series  of  441  radical  neck  dis- 
sections from  our  clinic,  the  primary 
cancer  site  was  not  found  initially  in 
seventeen  patients.  Following  neck  dis- 
section, the  primary  site  was  discov- 
ered in  seven  patients  from  one  month 
to  six  years  later.  At  the  time  of  the 
report,  three  patients  survived  without 
recurrence  in  the  neck  and  without  a 
demonstrable  primary  focus  from  six 
to  thirteen  years. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 

Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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continuing  education 


Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA’s 
Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Philadelphia;  September  11-15,  1972 
AMA/C — Critical  Care  Medicine  (28th  Hah- 
nemann Symposium);  at  Marriott  Motor  Hotel;  7 
hrs.  per  day;  41/2  days;  30  hrs.  total;  fee  = $175. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia,  19102. 


Sayre;  September  1 , 1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Norristown;  September  7 - October  12,  1972 
Thyroid  Disease  and  Associated  Endocrine  Ab- 
normalities; at  Montgomery  Hosp.;  1 hr.  per  day;  1 
day  per  week;  6 weeks;  6 hrs.  AAFP  credit 
approved;  no  fee.  Contact  Leonard  Frank,  M.D., 
Prgm.  Dir.,  Postgraduate  Educ.,  Montgomery 
Hosp.,  Powell  and  Fornance  Sts.,  Norristown 
19401. 


Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

Pittsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm.,  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St..  Pittsburgh  15201. 


Pittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  = $50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  tor  AMA  Physician’s  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  Stale  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jelterson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  Stale  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 
AMA— Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch,  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


DuBois:  January  - December,  1972. 

Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


Easton;  September  20,  1972  - June  20,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  IVa  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.  Dir,  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St., 
Lancaster  17604. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr.  per  day;  1 day 
ea.  mo,  (except  July  and  Aug);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D.,  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 


Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Philadelphia;  October  18  - December  6,  1972 
Recent  Advances  in  Medicine;  at  Temple;  5 hrs. 
per  day;  1 day  per  week;  8 weeks;  36  hrs.  AAFP 
and  ACGP  credit  requested;  fee=$80.  Contact  Al- 
bert J.  Finestone,  M.D.,  Dir.  Cont.  Educ.,  Temple, 
Broad  & Ontario  Sts.,  Philadelphia  19140. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  p>er  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972  - May  10,  1 973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  IVi  hrs.  per  day  1 day  per 
week;  32  hrs,  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pottsville  Hospital;  September  1972  - June  1973 
A Program  of  Continuing  Medical  Education;  2 
hrs.  per  day;  1 day  ea.  mo.;  10  months;  20  hrs. 
AAFP  credit  approved;  no  fee.  Contact  Edward  W. 
Cubler,  M.D.,  DME,  Pottsville  Hosp.,  Mauch  Chunk 
& Jackson  Sts.,  Pottsville  17901. 


Pottsville;  September  28,  1972  - May  31,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K,  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D.,  Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 1 5767. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med,  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601 . 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credit  requested.  Contact  R.N,  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2y2  hrs.  per  day;  1 day 
ea.  Mo.;  221/2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs..  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 


AUGUST  1972 
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AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Conact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 

Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St,, 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr,  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce.  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OTOLARYNGOLOGY 

Pittsburgh;  September  1 1 , 1972  - May  21 , 1 973 
AMA — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cent,  Educ.,  Pitt.,  1022  Scaife  Hall,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,1 972  - May  9,  1973 
S — Surburban  Pathology  Slide  Seminars;  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 
gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Easton  Hospital;  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  IV2  hrs. 
per  day;  1 day  per  mo.;  13y2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educa.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg;  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  In  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Philadelphia;  September  5,  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee=$50.  Contact  Peter 
B.  Bloom,  M.D..  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
iy2  hrs.  per  day;  1 day  per  week;  40y2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $75.  Contact 
Paul  J.  Fink.  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences.  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  September  25,  1972  - November  13, 
1972 

AMA/S — Psychopharmacology;  by  Dept,  of  Psy- 
chiatry of  U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.; 
iy2  hrs.  per  day;  1 day  per  week;  8 weeks  total; 
fee  = $100.  Contact  Peter  B.  Bloom.  M.D.,  Institute 
of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139, 


Philadelphia,  October  11  - 25,  1972  (repeat 

starting  January  17  and  April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
Pa.  Hosp.;  4 hrs,  per  day;  1 day  per  week;  3 


weeks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B,  Bloom,  M.D.,  Institute  of  Pa. 
Hosp,  111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  11  - December  13, 

1972/January  3 - March  7,  1973/March  14  - May  16, 
1973. 

AMA — Seminars  in  Psychotherapy;  Short-Term, 
Crisis  and  Supportive  Therapies  (for  general  prac- 
tice and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee=$75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D,, 
Dir,,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee  = $20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
Hahnemann;  2 hrs.  per  day;  1 day  per  wk;  12 
weeks;  24  hrs.  AAFP  and  ACGP  credit  requested; 
fee=$75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St, 
Margaret  Mem,  Hosp,;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee=$50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med,  Educ.,  St,  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


SURGERY 

Easton  Hospital;  March  17  - November  3,  1972 
0/S — Visiting  Professor  in  Surgery;  1 day  a mo.; 
(Mar.,  June,  Sept,  and  Nov.);  no  fee;  creditable 
hours.  Contact  Lee  S.  Serfas,  M.D.,  Dir.  of  Surg., 
Easton  Hosp.,  21st&  Lehigh  Sts.,  Easton  18042. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (September  4 - October  27,  1972); 
Philadelphia 

(repeat  February  5 - March  30,  1973;  May  7 - 
June  29,  1973;  and  September  3 - October  26, 
1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee=$500.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 
Philadelphia 

AMA/P  G — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee=$150.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean-,  Sch,  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee=$300  per  course. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 


Philadelphia  I 

AMA/PG — Tutorial  Courses  (15  days  in  each  1 
sub-speciality;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology-  , 
physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee=$300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


September  28  - 30,  1972;  Philadelphia 
AMA/C — Mechanisms  and  Therapy  of  Cardiac 
Arrhythmias;  by  Hahnemann  and  American 
College  of  Cardiology;  at  Holiday  Inn  Penn 
Center;  7 hrs.  per  day;  3 days;  21  hrs.  AAFP  credit 
requested;  fee^Sias  for  A.C.C.  members  ($150 
non-members);  max.  regis.  = 125.  Contact 

Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee=$350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


October  9-20,  1972;  Philadelphia 

PG/S — Special  Course  in  Bronchoesophago- 
logy;  by  Temple;  at  Chevalier  Jackson  Clinic; 
planned  for  chest  physicians,  thoracic  surgeons, 
anesthesiologists  and  gastroenterologists;  fee  = 
$350.  Contact  Charles  F.  Norris,  M.D.,  Chrm., 
Dept,  of  Laryn.,  Chevalier  Jackson  Clinic,  Temple, 
3401  N.  Broad  St.,  Philadelphia  19140. 


EMERGENCY  MEDICINE 
September  7-9,  1972;  Hershey 

C/AMA — Continuing  Education  for  Hospital 
Emergency  Department  Physicians  and  Nurses;  by 
Committee  on  Trauma  of  the  Amer.  Coll,  of  Sur- 
geons and  Dept,  of  Surg.  at  M.S.  Hershey,  Fee  = 
$100.  AAFP  credit  requested.  Contact  W.E. 
DeMuth,  M.D.,  Dept,  of  Sur.,  M.S.  Hershey, 
Hershey  17033. 


October  2-  13,  1972;  Philadelphia  (repeat  February 
5 - 16,  1973  and  May  7- 18,  1973.) 

AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  tee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (September  4 - 29,  1972);  Philadelphia 
(repeat  March  5 - 30,  1973  and  September  3-28, 
1973) 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K,  Heath,  M.D,,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


GENERAL  MEDICINE 
As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities, M.C.P. , 3300  Henry  Ave.,  Philadelphia  19129. 


September  21 , 1972;  Harrisburg 

Laboratories  Newest  Advances  for  the  Practi- 
tioner; a combined  continuing  education  program 
of  the  Harrisburg  and  Harrisburg  Polyclinic  Hospi- 
tals; at  Harrisburg  Hospital;  6 hrs.  Contact  Thom- 
as F.  Fletcher,  M.D.,  Dir.  of  Med.  Educ,  Harrisburg 
Hosp.,  So.  Front  St.,  Hbg.  17101. 


October  27  - 28,  1972;  Philadelphia 

C — Symposium  on  Peripheral  Arterial  Disease; 
by  Rehabilitation  Research  and  Training  Center;  at 
Temple  Conference  Center;  6 hrs.  per  day;  12  hrs. 
AAFP  Credit  requested;  fee  = $100  (resi- 
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dents  = $SO).  Contact  Richard  A.  Chidsey,  M.D., 
Asst.  Prof.  Rehab.  Med.,  Temple,  3400  N.  Broad 
St.,  Philadelphia  19140. 


Fall,  1972;  Philadelphia 

PG — Retraining  Program;  by  MCP;  8 hrs.  per 
day;  30  days;  6 weeks;  no  fee.  Contact  Ethel  Wein- 
berg, M.D.,  Assoc.  Dean,  MCP,  3300  Henry  Ave., 
Philadelphia,  Pa.  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee  = $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Seh.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


HEMATOUOGY 

October  30  - November  1 , 1972;  Philadelphia 
AMA/C — Drugs  and  Hematologic  Reactions 
(29th  Hahnemann  Symposium);  by  Hahnemann;  at 
Sheraton  Hotel;  7 hrs.  per  day;  17  hrs.  AAFP  credit 
requested:  fee— $125.  Contact  Frederick  K.  Heath, 
M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


INTERNAL  MEDICINE 
October  2-4,  1972;  Pittsburgh 
AMA/C — Current  Concepts  in  Hematology;  by 
Amer.  Coll,  of  Physicians;  at  Pitt;  max. 
Regis.  = 180;  fee  = $80  for  members  ($125-non- 
members,  $40-as8ociates.  $80-other  residents  and 
research  fellows).  Contact  Registrar,  Postgraduate 
Courses,  A.C.P.  4200  Pine  St.,  Philadelphia  19104. 


. October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews:  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks: 
81  hrs,  total;  fee=$175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  SI.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course:  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-speoiaity — adult  Neurology,  -neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D,,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
November  5-11 , 1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
> Pitt;  max.  regis.  = 13;  fee  = $500.  Contact 
William  M.  Cooper,  M.D..  Dir.,  Div.  of  Cont.  Educ., 
Pitt.  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PHYSIOLOGY 

August  28-September  1,  1972;  University  Park 
C — Physiology;  (annual  meeting  of  Amer.  Physi- 
ological Soc.):  at  Keller  Conference  Center;  6 hrs. 
per  day;  24  hrs.  AAFP  credit  requested;  fee — $15. 
Contact  E.R.  Buskirk,  103  Human  Performance 
Bldg,,  Penn  State,  University  Park  16802. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — -Tutorial  Course/Cardiac  Radiology 
I and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
i 15  days:  fee=$300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  Si,  Philadelphia  19102. 


SPORTS 

August  10,  1 972;  Pittsburgh 
AMA/0- — Sports  Medicine;  by  Pitt;  at  Scaife 
Hall;  6 hrs.  AAFP  credit  requested;  fee=$15.  Con- 
tact William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont. 
^ Educ.,  Pitt.,  1022  Scaife  Hall,  Pittsburgh  15123. 


Prescribe 

the  discoverer’s  brand 

Bactociii 

(sodium  oxacillin) 


’capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


AUGUST  1972 


Beecham-Massengill  Pharmaceuticals 
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House  Physicians — Openings  for 
House  Physicians  available.  Salary 
$18,000  per  year.  274  bed  accredited 
general  hospital.  Must  be  eligible  for  or 
have  licensure  in  Pennsylvania.  Write: 
Office  of  Administrator,  Lower  Bucks 
Hospital,  Bristol,  Pennsylvania. 

Coatesville,  Pa. — Physician  needed  for 
full-time  Officer-of-the-Day  duties  five 
(5)  week  nights  in  accredited  psychia- 
tric VA  Hospital,  38  miles  west  of 
Philadelphia.  Affiliated  with  Jefferson 
Medical  College  of  the  Thomas  Jef- 
ferson University.  License  any  state. 
Salary  range,  $18,737  through 
$28,548 — commensurate  with  training 
and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 
Hospital,  Coatesville,  Pa.  19320. 
NONDISCRIMINATION  IN  EM- 
PLOYMENT. 

Wanted — Interns  and  residents  with 

health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Psychiatric  Staff — Requirements  of  3 
year  residency  training  to  Board  Cer- 
tified. $26,000  to  $36,300  depending 
on  qualifications  and  experience.  Ex- 
cellent Michigan  Civil  Service  fringe 
benefits.  Smog  free,  peaceful,  cultural, 
summer-winter  vacationland  commu- 
nity. College  town.  Near  Interlochen 
National  Music  Camp.  1400  bed 
progressive  psychiatric  hospital.  JCAH 
approved.  3 year  psychiatric  residency 
program.  Contact  M.  Duane  Som- 
merness,  M.D.,  Room  330,  Traverse 
City  State  Hospital,  Traverse  City, 
Michigan  49684.  An  equal  opportuni- 
ty employer. 

Coatesville,  Pa.  General  Practitioner 

to  work  in  accredited  Psychiatric  Vet- 
erans Administration  Hospital,  38 
miles  west  of  Philadelphia.  Affiliated 
with  Jefferson  Medical  College,  Thom- 
as Jefferson  University.  License  any 
state.  Salary  range,  $22,000  to 
$28,000.  Commensurate  with  training 


and  experience.  Excellent  fringe 
benefits.  Contact  Chief  of  Staff,  VA 
Hospital,  Coatesville,  Pa.  19320.  Non- 
discrimination in  employment. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Anesthesiologist — Wanted  for  a busy 
120  bed  community  hospital — Board 
eligible  or  board  certified — Fee  for 
service — surgical  and  obstetrical  cov- 
erage— Please  apply  to  Charles  Ak- 
selrad,  M.D.,  Freehold  Area  Hospital, 
Freehold,  N.J.  07728. 

Internist  or  General  Practitioners 
needed  for  396-bed  general  medical 
hospital  with  102-bed  nursing  home 
unit;  salary  based  on  qualifications; 
licensure  any  state;  excellent  fringe 
benefits;  located  35  miles  from  Pitts- 
burgh metropolitan  area;  non- 
discriminatory  employment.  Contact: 
Chief  of  Staff,  VA  Hospital,  Butler,  Pa. 
16001. 

Physician — to  provide  medical  serv- 
ices in  a new  ambulatory  care  center; 
opportunity  to  participate  in  a 
Physician’s  Assistant  Training  Pro- 
gram. Group  practice  setting — support 
personnel,  attractive  hours,  vacation, 
retirement,  other  fringe  benefits.  Sala- 
ry $27-30,000  or  higher,  depending  on 
qualifications.  Write:  Lester  M. 
Saidman,  M.D.,  Rural  Health  Corpora- 
tion of  Luzerne  County,  116-118  S. 
Main  St.,  Wilkes-Barre,  Pa.  18701. 
Near  Pocono  Mts.,  golfing  and  skiing 
are  excellent.  New  York  City — 2% 
hrs.,  Phil. — 2 hrs.,  Balt. — 3 hrs., 
Wash. — 3%  hrs. 

Emergency  Room  Physician,  immedi- 
ate opening.  42- hour  week,  contract 
available.  $30,000  annual  minimum 
guarantee.  259-  bed  general  hospital 
located  in  resort  area,  noted  for  horses 
and  golf.  Please  contact  Dr.  Charles 
A.S.  Phillips  or  Mr.  J.F.  Shinn,  Ad- 
ministrator, Moore  Memorial  Hospi- 


tal, Pinehurst,  N.C.  Telephone  (919) 
295-6861. 


lid 

PeB 


iWi 


Position  Open:  Radiologist  for  medium 
sized  Accredited  General  Hospital  in|^^ 
Central  Pennsylvania  College  town,J 
new  recreational  area  under  develop-] 
ment.  New  and  enlarged  department 
with  modern  diagnostic  and  therapeu 
tic  equipment.  Please  send  resume  td' 


Box  No.  610,  Pennsylvania  Medicine. 


Internist — N ortheastern  Pennsylvania.1 
Immediate  opening  to  share  prac- 
tice with  a well-established  general] 
practitioner.  Salary  $30-35,000  area.| 
Offers  new  well-equipped  hospital;  dy-% 


namic  young  staff  and  many  recrea-g* 
tional  opportunities.  Easy  access  to  all 
major  east  coast  cities  and  medical^ 
centers,  yet  the  comfort  of  country  livn 
ing  in  an  active  community.  Write  Box  jjj| 
611.  Pennsylvania  Medicine,  20  Er- ^ 
ford  Rd.,  Lemoyne,  Pa.  17043. 


r: 


Psychiatrist — To  be  Assistant  Superin-* 
tendent  of  Dixmont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500-bed  hospi-. 
tal.  Requires  Pennsylvania  license, 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 


0( 


State  College,  Pa.  needs  one  doctor  tc 
complete  five-man  Emergency  Room  ^ 
staff  of  brand-new  hospital.  Salatyj  Hi 
$35,000  with  many  fringe  benefits.!  y 
Beautiful  community.  Outstanding  ed-l| 
ucationa!  advantages.  Contact  Dr 
Tom  Mebane,  233  Easterly  Parkway. 
State  College,  Pa.  16801.  Telephone;  P[ 
(814)  238-6852. 

IN  PRACTICE  : 

David  Myers,  M.D.,  and  Woodrow  D Si 
Schlosser,  M.D.,  will  continue  to  prac  jj 
tice  otolaryngology  in  their  presen  , 
location.  The  Beury  Building,  3701  n'  * 
Broad  Street,  Philadelphia,  Pennsyl 
vania  19140. 


.11 
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I 


FOR  RENT 


ii^edia  Vicinity — Rose  Tree  Medical 
lOental  Center  offers  prime  profes- 
sional location  near  routes  1 and  252 
or  January  1973  occupancy.  Please 
telephone:  1-215-L06-891 1 or  1-125- 
.06-2711. 

! 


I FOR  SALE 

I 

^Physician’s  office — fully  equipped. 
I'urnished  or  unfurnished.  Six  rooms, 

Iuitable  for  family  practice  or  other 
pecialty.  Very  close  to  hospital. 
..ocated  in  beautiful  central  Pennsyl- 
ania.  Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
pa.  17043.  Present  owner  plans  to  re- 
Hre. 


Ik.  home  and  office  combination  in  the 
^oconos.  Physician  wishes  to  retire 
ind  will  leave  office  completely 
:quipped  and  will  introduce.  Physician 
occupied  home  for  over  50  years.  Con- 
act:  A.V.  Lupcho,  M.D.,  New- 
foundland, Pa.  18445. 
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named  it, 


put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

idtacillin' 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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dispensing 


Panmycin 


(tetracycline  HCl, Upjohn) 

Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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meetings 

SEPTEMBER 


International  Congress  of  Internal  Medicine,  September  5- 
9,  Sheraton  Boston  Hotel,  Boston.  Sponsored  by  the 
American  College  of  Physicians.  Contact:  Thomas  A. 
Warthin,  M.D.,  4200  Pine  St,  Philadelphia  19104. 

American  College  of  Surgeons  Committee  on  Trauma,  Sep- 
tember 7-9,  Hershey.  Contact:  Trauma  Division,  Ameri- 
can College  of  Surgeons,  55  East  Erie  St,  Chicago 
60611. 

American  Association  of  Obstetricians  and  Gynecologists, 
September  7-9,  Homestead  Hotel,  Hot  Springs,  Va.  Con- 
tact: Charles  A.  Hunter,  Jr.,  M.D.,  Indiana  U.  Med. 
Center,  1 100  W.  Michigan  St.,  Indianapolis  46202. 
American  Society  for  Gastrointestinal  Endoscopy,  Sep- 
tember 10-16,  Castle  Harbour  Hotel,  Bermuda.  Postgrad- 
uate course  in  clinical  gastroenterology.  Contact:  Vernon 
M.  Smith,  M.D.,  301  St.  Paul  Place,  Baltimore,  Md. 
21202. 

American  Medical  Association  Congress  on  Occupational 
Health,  September  11-12,  Drake  Hotel,  Chicago.  Con- 
tact: AMA  Dept,  of  Occupational  Health,  535  N.  Dear- 
born St.,  Chicago  60610. 

Association  for  Hospital  Medical  Education,  September  13- 
I 16,  Mayflower  Hotel,  Washington,  D.C.  Contact: 

: Theodore  G.  Kummer,  1911  Jefferson  Davis  Hwy., 

I Arlington,  Va.  22202. 

-American  Thyroid  Association,  September  20-23,  Drake 
Hotel,  Chicago.  Contact:  Alvin  B.  Hayles,  M.D.,  Mayo 
! Clinic,  Rochester,  Minn.  55901. 

;■  American  Association  for  Cancer  Education,  September 
21-23,  Rochester,  N.Y.  Contact:  Benjamin  F.  Rush,  Jr., 
M.D.,  Martland  Hospital,  65  Bergen  St,  Newark,  N.J. 

; 07107. 

I American  Academy  of  Family  Physicians,  September  23- 
I 28,  Hilton  Hotel,  New  York  City.  Contact:  Roger 
I Tusken,  Volker  Blvd.  at  Brookside,  Kansas  City,  Mo. 

I 64112. 

-American  Academy  of  Ophthalmology  and  Otolaryngology, 
September  24-28,  Convention  Center,  Dallas,  Texas. 
Contact:  C.  M.  Kos,  M.D.,  15  Second  St,  SW, 

Rochester,  Minn.  55901. 

National  Cancer  Conference,  September  27-29,  Biltmore 
Hotel,  Los  Angeles.  Sponsored  by  the  American  Cancer 
Society  and  the  National  Cancer  Institute.  Contact: 
Sidney  L.  Arje,  M.D.,  American  Cancer  Society,  219  E. 

: 42  St,  New  York  City  10017. 

'International  Forum  of  Psychoanalysis,  September  28-Oct- 
ober  2,  Hilton  Hotel,  New  York  City.  Contact:  Gerard 
, Chrzanowski,  M.D.,  20  W.  74  St,  New  York  City  10023. 
t American  Society  of  Anesthesiologists,  September  30-Oct- 
ober  4,  Sheraton  Hotel,  Boston.  Contact:  John  W.  Andes, 
515  Busse  Hwy.,  Park  Ridge,  III.  60068. 

f 
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Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Andrew  L.  Relvich,  Harverford; 
University  of  Urkow,  Poland;  age  59; 
died  January  3,  1972.  He  was  affiliated 
with  Haverford  State  Hospital.  His  wife 
survives  him. 

• Bernard  M.  Gilbert,  Philadelphia; 

Hahnemann  Medical  College,  1939; 
age  60;  died  May  7,  1972.  He  was  a 
member  of  the  American  Academy  of 
Pediatrics.  Survivors  include  his  wife,  a 
daughter,  a son,  two  brothers,  and  two 
sisters. 

• Frederick  W.  Herman,  Pottsville; 
Temple  University  School  of  Medicine, 
1941;  age  62;  died  April  11,  1972.  Dr. 
Herman  was  chief  of  staff  of  obstetrics 
and  gynecology  at  Good  Samaritan 
Hospital  until  his  recent  retirement.  His 
wife,  a brother,  and  his  mother  survive 
him. 

• Leo  A.  Kane,  Philadelphia;  Jef- 
ferson Medical  College,  1914;  age  80; 
died  April  18,  1972.  Dr.  Kane  was  a pe- 
diatrician. No  information  on  survivors 
is  available. 

• Frank  O.  Keagy,  Altoona;  Jef- 
ferson Medical  College,  1904;  age  92; 
died  April  13,1 972.  He  is  survived  by  a 
son,  R.  Marvel  Keagy,  M.D.,  Altoona, 
and  two  daughters. 

• Benjamin  Leff,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, 1919;  age  78;  died  April  26, 
1972.  Dr.  Leff  was  consultant  emeritus 
at  Albert  Einstein  Medical  Center  and 
attending  physician  of  obstetrics  and 
gynecology.  He  was  a fellow  of  the 
American  College  of  Obstetrics  and 
Gynecology.  He  is  survived  by  his  wife, 
three  daughters,  two  sons,  and  a 
brother. 

• Lewis  H.  Bacon,  Pottsville;  Jef- 
ferson Medical  College,  1924;  age  71; 
died  May  28,  1972.  He  was  a fellow  of 
the  American  College  of  Surgeons  and 
a member  of  the  American  Board  of 
Ophthalmology  and  Otolaryngology. 
He  is  survived  by  a brother,  Walter  A. 
Bacon,  M.D.,  Pottsville;  and  a sister. 

• Moses  Baker,  New  Oxford;  John 
Hopkins  School  of  Medicine,  1907; 
age  88;  died  May  12,  1972.  He  had 
been  a pathologist  for  Children’s  Hos- 
pital and  St.  Francis  Hospital  in  Pitts- 
burgh prior  to  his  retirement.  Several 


cousins  survive  him. 

• William  A.  Bauer,  Pittsburgh;  Jef- 
ferson Medical  College,  1929;  age  68; 
died  May  20,  1972.  He  was  a fellow  of 
the  American  College  of  Obstetrics 
and  Gynecology.  His  wife  and  a son, 
William  F.  Bauer,  M.D.,  Pittsburgh, 
survive  him. 

• Robert  C.  Canivan,  Honesdale; 
Georgetown  University  School  of 
Medicine,  1930;  age  67;  died  May  13, 
1972.  He  was  a past  president  of  the 
Wayne-Pike  Medical  Society.  His  wife 
and  three  daughters  survive  him. 

• Merl  G.  Colvin,  Williamsport; 
University  of  Pennsylvania  School  of 
Medicine,  1925;  age  71;  died  May  21, 
1972.  He  was  city  health  advisor, 
pathologist  at  the  Williamsport  Hospi- 
tal, and  a past  president  of  the 
Lycoming  County  Medical  Society. 
He  is  survived  by  two  daughters  and  a 
sister. 

• Francis  P.  Dostal,  Conemaugh; 
Hahnemann  Medical  College,  1925; 
age  75;  died  May  25,  1972.  Before  his 
retirement  he  was  medical  director  of 
the  Johnstown  office  of  the  Veterans 
Administration.  His  wife  and  five 
children  survive  him. 

• James  C.  Frye,  Williamsburg; 
University  of  Maryland  Medical 
School,  1911;  age  96;  died  May  13, 
1972.  He  had  practiced  medicine  for 
fifty-five  years.  One  son  and  a sister 
survive  him. 

• Edward  S.  Kumian,  Philadelphia; 
Hahnemann  Medical  College,  1943; 
age  56;  died  June  2,  1972.  Survivors 
include  his  wife,  two  daughters,  a son, 
and  a brother. 

• M.  August  LIndauer,  Philadel- 
phia; University  of  Pennsylvania 
School  of  Medicine,  1931;  age  65; 
died  May  28,  1972.  He  was  an  assist- 
ant professor  of  medicine  at  the  Uni- 
versity of  Pennsylvania  Medical 
School.  Dr.  Lindauer  was  a diplomate 
of  the  American  Board  of  Internal 
Medicine,  a fellow  of  the  American 
College  of  Physicians,  the  American 
College  of  Cardiology,  and  the  College 
of  Physicians  of  Philadelphia.  He  is 
survived  by  his  wife  and  two  daugh- 
ters. 


• William  H.  Robinson,  Mt.  Pleas- 
ant; University  of  Pennsylvania  School 
of  Medicine,  1922;  age  75;  died  June 
5,  1972.  He  had  completed  fifty  years 
of  medical  practice.  In  addition  to  his 
wife,  he  is  survived  by  one  son, 
William  O.  Robinson,  M.D.,  Fox 
Chapel;  one  sister,  and  three  brothers. 

• George  W.  Means,  Brookville; 
Washington  University  School  of 
Medicine,  St.  Louis,  Missouri,  1932; 
age  81;  died  May  10,  1972.  His  wife 
survives. 

• Eugene  M.  Schloss,  Ft.  Lauder- 
dale, Florida;  Jefferson  Medical 
College,  1928;  age  69;  died  June  14, 
1972.  Prior  to  his  retirement  he  prac- 
ticed in  Philadelphia.  He  was  a fellow 
of  the  American  College  of  Gastroen- 
terology. Survivors  include  his  wife,  a 
son,  and  a daughter. 

• Clarence  F.  Speacht,  Philadelphia; 
Jefferson  Medical  College,  1925;  age 
72;  died  May  31,  1972.  Survivors 
include  his  wife  and  a daughter. 

Ralph  G.  Campbell,  New  Castle; 
University  of  Michigan  Medical 
School,  1922;  age  74;  died  February  2, 
1972.  Information  regarding  survivors 
is  unavailable. 

Carroll  F.  Haines,  Lansdale;  Hah- 
nemann Medical  College,  1919;  age 
76;  died  June  14,  1972.  He  had  been  a 
professor  at  Hahnemann  for  thirty-five 
years.  His  wife,  a son,  and  a sister  sur- 
vive him. 

Robert  A.  Schless,  Bern,  Swit- 
zerland; Jefferson  Medical  College, 
1916;  age  77;  died  June  12,  1972.  He 
had  been  chief  of  pediatrics  at  Albert 
Einstein  Medical  Center,  Philadelphia, 
until  his  retirement  two  years  ago.  He 
is  survived  by  his  wife;  two  sons,  one 
of  whom  is  Guy  L.  Schless,  M.D., 
Philadelphia;  and  two  sisters. 

John  Smarkola,  Philadelphia;  Uni- 
versity of  Pennsylvania  School  of 
Medicine,  1927;  age  76;  died  May  31, 
1972.  He  is  survived  by  his  wife,  a 
daughter,  and  four  sons. 

Barbara  K.  Strait,  South  William- 
sport; University  of  New  York, 
Buffalo  School  of  Medicine,  1914;  age 
91;  died  January  13,  1972.  No  infor- 
mation regarding  survivors  is  avail- 
able. 
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THINKING  ABOUT 
GROUP  PRACTICE? 

BE  PRACTICAL! 

Follow  the  series 
of  articles  on 
the  how  and  why 
of  groups  beginning 
in  this  issue  on  page  45 
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Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
\vhy  not  consider  DBI~TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin . 


DBI®  phenformin  HCl 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCl 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellltus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock) ; after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketoeuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-0(6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 

information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
■ be  compared  to  codeine  m analgesic 

efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequence  you Ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


to  severe  mm 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy; 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Thlwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 
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Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure-may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

A.cute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 

A of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wij 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trao 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis 
Some  patients  previously  receiving  narcotics  have  experienced  mil 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administere' 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  cause  an 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratio 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequent! 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhe; 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  Iieac 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncop 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acm 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irr 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequentl 
flushing;  and  rarely  chills.  Allergic;  infrequently  rash;  and  rarel; 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decreas® 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depressiof 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase 
to  2’ tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  no 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add; 
tion  to  analgesia,  aspirin  can  be. administered  concomitantly  wit' 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  cMl 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  i 
this  age  group  is  not  recommended. 

Duration  of  Therapy,  Patients  with  chronic  pain  who  have  receive 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discon 
tinned  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an' 
kidney  function  have  revealed  no  significant  abnormalities  afte 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othe 
supportive  measures  should  be  employed  as  indicated.  Assisted 
controlled  ventilation  should  also  be  considered.  Although  nalor 
phine  and  levallorphan  are  not  effective  antidotes  for  respirator; 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par 
enteral  naloxone  (Narcan®,  available  through  Endo  Laboratories) 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin®) 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg 
base.  Bottles  of  100. 


'Winthrop  Laboratories^  New  York,  N.  Y.  10016  (1583) 
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MALPRACTICE  RATE  INCREASE?  PMS  PROGRAM  NOT  INVOLVED 


News  stories 
reporting  a 

request  for  malpractice  insurance  rate  increases  of  up  to  250  percent 
for  Pennsylvania  physicians  DO  NOT  APPLY  to  those  insured,  under  the 
State  Society-endorsed  program  administered  by  Parker  and  Company  Inc . ^ 
of  Pennsylvania  and  underwritten  by  Argonaut  Insurance  Co.  The  news 
stories  were  based  on  a release  from  the  state  insurance  commissioner 
which  contained  errors  and  distortions.  Nearly  S^OOO  of  the  members 
of  the  State  Society  are  covered  by  either  Argonaut  or  Medical  Pj'p” 
tective  Co.,  neither  of  which  are  involved  in  the  rate  increase  tiling. 
A rating  organization  representing  some  malpractice  insurance  carriers, 
including  Aetna,  INA,  St.  Paul,  USF&G,  Hartford  and  Travelers,  has  re- 
quested a rate  increase  but  the  extent,  if  granted,  might  va^ 
ing  on  the  company,  geographic  area  and  medical  specialty.  The  PMS 
endorsed  program  has  the  unique  feature  that  physician  representative 
of  the  State  Society  take  part  in  all  major  decisions.  No  rate  in 
crease  has  started  or  is  contemplated.  Society  officials  said. 


FLOOD  RELIEF  FUND  DATA  UPDATED 


Over  100  State  Society  members  whose 
professional  offices  were  damaged  or 
destroyed  by  the  June  floods  have  received  over  $473,000  in  interest- 
free  loans  through  the  PMS  Flood  Relief  Fund.  These  figures,  which 
change  almost  daily,  update  those  quoted  in  a report  and  pictures  ot 
the  program  on  pages  l4  and  15  of  this  issue. 


SVRMP  RECEIVES  GRANT  AWARD  The  Susquehanna  Valley  Regional  Medical 

Program  has  received  the  largest  single 
grant  award  in  its . five-year  history.  The  Regional  Medical  Programs 
Service  of  the  Department  of  Health,  Education,  and  Welfare  awarded 
the  grant  of  $891,662  to  support  activities  for  one  year  beginning 
September  1,  1972.  The  Pennsylvania  Medical  Society  serves  as  grantee 
for  SVRMP.  Details  on  projects  which  the  grant  makes  possible  will 
appear  in  the  October  issue. 


SOCIETY  RESPONDS  TO  INSURANCE  DEPARTMENT  QUIZ  In  response  to  a 

lengthy  question- 
naire sent  to  the  State  Society  by  the  insurance  commissioner  in 
preparation  for  the  department’s  hearings  scheduled  to  open  in  Phila- 
delphia September  25,  PMS  President  George  P.  Rosemond,  M.D.,  outlined 
in  a letter  the  grievance  procedure  and  disciplinary  mechanisms  of 
the  State  Society  as  permitted  by  law.  The  letter  also  called  for 
adequate  funding  for  the  State  Board  of  Medical  Education ^ and  Licen- 
sure so  that  it  could  perform  its  function  under  the  law  in  the  field 
of  discipline,  specifically  regarding  hospital  staff  privileges. 

STATE  SOCIETY  AIDS  MED  STUDENTS  The  Committee  on  Aid  to  Education 

of  the  State  Society  has  recommended 

to  the  House  of  Delegates  in  its  annual  report  that  up  to  $4.00  of  a 
requested  $8.00  per  member  allocation  from  the  dues  to  support  the  Ed- 
ucational Fund  and  other  financial  aid  programs  of  the  Society  be  di- 
rected toward  providing  a fund  to  refinance  the  educational  loans  of 
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physicians  and  to  provide  forgiveness  of  such  loans  if  practice  is 
maintained  in  areas  of  Pennsylvania  suffering  from  critical  physiciai 
shortage.  The  action  would  provide  approximately  $40,000  for  loan  rt 
financing  and  forgiveness.  During  the  1971-72  school  year,  the  Statf 
Society’s  Educational  and  Scientific  Trust  provided  loans  of  $123,2^^ 
to  139  medical  students,  67  of  whom  graduated  last  June  after  having 
received  $161,705  in  financial  aid  from  the  Educational  Fund.  As  of 
August  20,  1972  the  PMS  Committee  on  Aid  to  Education  had  granted  lo; 
totaling  $1335  450  to  139  students  of  medicine  for  the  1972-73  school 
year,  with  applications  still  being  received. 

EMERGENCY  ROOM  COURSE  OFFERED  The  State  Society’s  Commission  on 

Emergency  Medical  Services  is  offer- 
ing a three-week  course  providing  intensive  training  in  special  prob- 
lems of  the  emergency  room  at  the  University  of  Pittsburgh  October 
9-2Y,  1972.  Fields  of  concentration  will  be  life-support,  surgery  ai 
medicine.  Three-quarters  of  the  training  will  consist  of  actual  erne: 
gency  room  experience  under  a preceptor.  Fee  is  $600.  Further  in- 
formation is  available  from  William  F.  Bouzarth,  M.D.,  Chairman, 
Commission  on  Emergency  Medical  Services,  Pennsylvania  Medical  Socle’ 
20  Erford  Rd.,  Lemoyne,  Pa.  17043. 


MALPRACTICE  SEMINAR  SCHEDULED  The  State  Society  has  scheduled  a 

seminar  on  malpractice  during  the  1’ 
Annual  Session  of  the  House  of  Delegates.  Sponsored  by  Parker  and 
Company,  Inc.,  of  Pennsylvania  and  Argonaut  Insurance  Company,  the  s( 
inar  will  be  held  at  8:30  p.m.,  Tuesday  evening,  October  24,  in  the 
Monte  Carlo  Room  at  the  Host  Farm  Motel,  Lancaster.  Society  members 
are  invited  to  attend  this  session.  Other  events  of  special  Interes’ 
to  the  membership  during  annual  session  are  the  special  hearings  on 
the  AMA  by  the  Pennsylvania  AMA  delegation  and  the  Twenty-Fifth  Annuj 
State  Dinner.  Details  on  the  AMA  hearing  appear  in  this  issue  on  pa^ 
17.  Announcement  of  the  dinner  is  on  page  3^. 


COUNCILOR  DISTRICT  MEETINGS  ANNOUNCED  Also  scheduled  during  Annual 

Session  are  Councilor  Distr: 
meetings.  These  will  be  held  at  the  Host  Farm  Motel  at  1 p.m.,  Wednes 
day  afternoon,  October  25j  as  follows: 

Second  Councilor  District--Duff ers  Room 
Third  Councilor  Dlstrict--Parlor  B 
Fourth  Councilor  District--Lower  Cabaret 
Fifth  Councilor  District--Bogey  Room 
Sixth  Councilor  District--Lower  Cabaret 
Seventh  Councilor  Distrlct--Eagle  Room 
Eighth  Councilor  Dlstrict--Lower  Cabaret 
Ninth  Councilor  District--Lower  Cabaret 
Tenth  Councilor  District — Monte  Carlo  Room 
Eleventh  Councilor  District--¥ood  Room 
Twelfth  Councilor  Dlstrict--Lower  Cabaret 
The  Districts  will  meet  again  in  the  same  locations  at  8 a.m.,  Thurs- 
day morning,  October  26,  prior  to  the  House  of  Delegates  session. 
Further  Annual  Session  details  will  appear  in  the  October  issue  of 
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PROFESSIONAL  LIABILITY 
INSURANCE 


PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


RGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-ormnteti  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back”  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 

1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Date  your  professional  liability 

insurance  expires  Present  Carrier 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCl)  may  he 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)  is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjimctive 

Librium' 

(chlordiazepoxide  HCl) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established. clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  Irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  S mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  S mg,  10  mg 
or  25  mg  chlordiazepoxide. 

♦Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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100  capsules 


Panmycin 
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Panmycin 

(tetracycline  HCl, Upjohn) 

Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Jefferson  Medical  College 

announces 
A Seminar  Workshop 
“Gynecologic  cytology  with 
histological  correlations” 
Thursday,  November  30- 
Saturday,  December  2, 1972 
at 

Jefferson  Medical  College  of 
Thomas  Jefferson  University 
Jefferson  Alumni  Hall 
1020  Locust  St.,  Philadelphia 

This  seminar  workshop  is  open  to  path- 
ologists, other  physicians  interested  in 
cytology,  and  cytotechnologists.  The  fee 
is  $200.  For  further  information  contact: 
John  H.  Killough,  Ph.D.,  M.D., 
Associate  Dean 
Jefferson  Medical  College 
1025  Walnut  St. 

Philadelphia,  Pa.  19107 
Telephone:  (215)  829-6992 


‘‘Your  dinner  was 
perfect  — from  soup 
to  ‘DicarbosiV” 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 

The  concept  of  chemotherapy  plus  the 
^ physician’s  psychological  support  is  confirmed 
mM  as  effective  therapy. 


The  Treatment  of  (mpotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Doubie  Bitnd  Study) 
T.  Jakobovits 

Fertility  and  Steriiity,  January  1970 
Official  Journai  of  the 
American  Fertiiity  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


£ach  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  ms. 
Thyroid  E*t. (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit. (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
S COMPLEX  ANO  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit. (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Monlesane,  P.,  and  Evangelisla,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69.  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  S.  Farris,  E.  i.,  and  Colton,  $.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Irite  for  literature  and  samples: 


THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


TEMPLE  UNIVERSITY  HEALTH  SCIENCES  CENTER 

presents  the  Sixteenth  Annual  Postgraduate  Course,  “Recent  Advances  in  Medicine,” 
on  eight  consecutive  Wednesdays  from  October  18  to  December  6, 1972,  from  11  a.m. 
to  4 p.m. 

Aims  of  Course:  Problems  in  Clinical  Practice 

Methods:  Grand  Rounds,  Clinics,  Case  Discussions,  Office  Procedures,  Lectures 
Luncheon  with  the  Experts,  ail  with  audience  participation. 

Faculty:  Members  of  the  Department  of  Medicine  and  other  selected  Departments  of 
Temple  University  Health  Sciences  Center 


Guest  Faculty: 


Grant  Liddle,  M.D. 

Professor  and  Chairman,  Department  of  Medicine 
Vanderbilt  University  School  of  Medicine 
Nashville,  Tenn. 


Henry  D.  McIntosh,  M.D. 

Professor  and  Chairman,  Department  of  Medicine  _ ^ _ 
Baylor  University  School  of  Medicine 
Houston,  Texas 


Frank  A.  Finnerty,  Jr.,  M.D. 

Professor  of  Medicine 

Georgetown  University  Medical  Center 

Washington,  D.C. 

James  L.  Quinn,  III,  M.D. 

Professor  of  Radiology 
Northwestern  University  Medical  School 
Chicago,  III. 


A.A.F.P.  Credit  Requested 


For  further  information  and  curriculum: 

Department  of  Medicine 

Temple  University  Health  Sciences  Center 

4301  North  Broad  Street 
Philadelphia,  Pennsylvania  19140 


Symposium  on  Peripheral  Arterial  Disease 
Current  Concepts  on  Diagnosis,  Medical 
and  Surgical  Treatment,  Prosthetic  Applications 
Friday,  October  27  and  Saturday,  October  28, 1972 
Temple  University  Health  Sciences  Center 
Department  of  Rehabilitation  Medicine  and 
Rehabilitation  Research  and  Training  Center 
Location  of  course  and  accommodations:  Temple  Uni- 
versity Conference  Center,  9230  Germantown  Ave- 
nue, Philadelphia,  Pennsylvania  (Chestnut  Hill 
Area) 

A comprehensive  two  day  symposium  on 
pathophysiology  of  altered  hemodynamics,  intravascular 
thrombosis  and  arterial  degeneration.  Current  and  ad- 
vanced techniques  of:  diagnosis,  medical  and  surgical 
treatment,  comprehensive  consideration  of  lower  ex- 
tremity, amputation  techniques,  immediate  post-opera- 
tive and  standard  prosthetic  techniques  and  recent 
prosthetic  advances  with  their  neurophysiological 
implications.  Guest  Faculty  consisting  of  nationally 
recognized  authorities. 

Course  Credits:  Applied  for  Pennsylvania  and  AMA 
Academy  of  Family  Physicians 
Registration  limited  to  150  - Physicians:  $100 -Resi- 
dents: $50 

Overnight  accommodations  available  - Room  and  meals 
included.  (Meals  only:  Lunch  - $5.00,  Dinner  - 
$8.00)  Double  Occupancy:  $30.00  (meals  Included) 
Single  Occupancy:  $37.00  (meals  included) 
Inquiries:  Department  of  Rehabilitation  Medicine,  Temple 
University  Health  SciencesCenter,  3400  North  Broad 
Street,  Philadelphia,  Pennsylvania  19140  Phone  : 
215-221-3636. 


Sol  Sherry,  M.D. 

Chairman,  Department  of  Medicine 

Albert  J.  Finestone,  M.D. 

Director  of  Course 


S.  Leon  Israel  Memorial  Fund 
to  establish 

Lectureship  at  Pennsylvania  Hospital 
Audio-visual  library  facility 
Chair  in  obstetrics  and  gynecology 
or  an 

Annual  obstetrics  and  gynecology  fellowship 
(Selection  to  be  dependent  on  size  of  fund  and  family  ap- 
proval) 

Contributions  in  Dr.  Israel’s  memory  are  being  received  by 
Pennsylvania  Hospital,  Attn:  H.  Robert  Cathcart,  President, 
Eighth  and  Spruce  Sts.,  Philadelphia  19107. 


1972-1973  Roster 

Pennsylvania  Medical  Society  -.•••• 

Contains  the  following  listings: 

• Component  county  society  officers 

• Component  county  society  members  with 
addresses  and  specialty  codes 

• Alphabetical  roster  of  the  PMS  showing 
county  affiliation 

Society  members  are  entitled  to  a compli- 
mentary copy.  Available  to  non-members 
and  organizations  for  $10.00.  Contact  Soci- 
ety Headquarters. 
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newsfronts 


Board  endorses  'new  communications  division’ 


The  State  Society’s  Board  of  Trus- 
tees, acting  on  a recommendation  of  the 
Finance  Committee  in  the  area  of  long- 
range  planning,  voted  at  its  August 
meeting  to  recommend  to  the  House  of 
Delegates  the  establishment  of  a "new 
communications  division  as  an  ad- 
ministrative arm,  supporting  all  areas 
of  Society  activity  and  reporting  to  the 
executive  director... 

"The  development  of  a com- 
munications division,”  the  recommen- 
dation stated,  "would  eliminate  the 
need  for  the  Council  on  Public  Serv- 
ice.” The  recommendation  to  eliminate 
the  council  also  will  be  presented  to  the 
House  when  it  meets  in  late  October. 

The  long-range  planning  report  said, 
"Our  director  of  communications  must 
be  freed  from  mandated  programs  and 
council  meetings  so  that  he  has  the  time 
to  weigh  the  news  and  make  appropri- 
ate work  assignments  to  his  staff.  The 
key  is  his  freedom  and  flexibility  to  rec- 
ommend to  the  executive  director  (of 
the  Society)  appropriate  options.” 

The  report  to  the  Board  of  Trustees 

State  receives 
$1.5  million  grant 

Governor  Milton  J.  Shapp  has  an- 
nounced the  Governor’s  Council  on 
Drug  and  Alcohol  Abuse  has  received 
a $1.5  million  grant  from  the  National 
Institute  on  Alcohol  Abuse  for  the 
planning  of  a comprehensive  state 
system  of  alcoholic  treatment  services. 

The  program  will  work  in  conjunc- 
tion with  the  Departments  of  Health 
and  Public  Welfare  and  will  study  all 
existing  treatment  facilities  in  the  state 
in  order  to  develop  a uniform  system  of 
evaluation  of  programs  and  treatment 
of  alcoholics. 

Richard  E.  Horman,  Ph.D.,  has  been 
named  executive  director  of  the  Gover- 
nor’s Council  on  Drug  and  Alcohol 
Abuse.  In  announcing  his  appointment, 
the  governor  said  that  all  state  depart- 
ments and  agencies  will  coordinate 
their  alcohol  and  drug  abuse  programs 
through  the  governor’s  council  and  that 
no  new  programs  will  be  introduced 
without  council  authorization. 


outlined  a new  set  of  "vital  audiences” 
to  which  the  State  Society’s  com- 
munications efforts  must  be  directed. 
These  include:  Society  leadership 
(Board  of  Trustees,  county  society  of- 
ficers, members  of  the  House  of  Dele- 
gates and  executive  officers  of  county 
societies).  Society  membership,  medi- 
cal doctors  in  Pennsylvania  who  are  not 
Society  members  (including  interns, 
residents  and  medical  students),  and  the 
general  public. 

The  board’s  recommendation  further 
establishes  that  top  priority  in  all  Soci- 
ety written  media  must  be  State  Society 
actions,  policies  and  programs. 

The  long-range  planning  report  of 


the  Finance  Committee  called  for  a new 
strategy  of  communications  "which  can 
make  organized  medicine,  as  it  changes 
and  revitalizes  itself,  known  to  the 
members  and  leadership.  The  new  com- 
munications strategy  requires  a will- 
ingness to  sever  cherished  plans  and 
programs  in  favor  of  untried  avenues. 
The  risks  are  great  but  so  are  the  oppor- 
tunities.” 

Action  on  the  recommendation  of 
the  Board  of  Trustees  is  expected  at  the 
Annual  Session  of  the  House  of  Dele- 
gates to  be  held  in  Lancaster  October 
24-26. 

(See  page  15  for  further  news  of  the 
Board.) 


PA  examination  in  making 


A special  committee  to  develop  a 
certification  examination  for  physi- 
cian’s assistants  has  been  appointed, 
John  P.  Hubbard,  president  of  the  Na- 
tional Board  of  Medical  Examiners,  an- 
nounced recently. 

The  nineteen-member  committee 
will  be  chaired  by  Edmund  D. 
Pellegrino,  M.D.,  vice-president  of 
health  sciences.  State  University  of 
New  York  at  Stony  Brook. 

The  objective  of  the  National 
Board’s  study  is  to  determine  the  best 
way  of  developing  nationally  valid  cer- 
tifying examinations  that  will  ensure 
the  orderly  development  of  the  concept 
of  the  assistant  to  the  primary  care 
physician.  It  is  estimated  that  more 
than  twenty  medical  centers  are  now  in- 
volved nationally  in  training  physi- 

Rent  car;  have  dinner 

Current  Pennsylvania  Medical  Soci- 
ety membership  cards  may  be  used  for  a 
20  percent  discount  on  rentals  of  AVIS 
cars. 

An  extra  incentive  has  recently  been 
added.  At  the  time  of  rental,  coupons 
are  now  being  issued  entitling  the 
bearer  to  either  a free  lunch  or  dinner  at 
restaurants  in  certain  selected  cities 
compliments  of  AVIS. 

Examples  within  the  state  are  a free 
lunch  at  the  Old  Original  Bookbinders 
in  Philadelphia  or  a lunch  or  dinner  at 
LeMont  or  Park  Schenley  in  Pitts- 
burgh. 


cian’s  assistants  in  programs  most  of 
which  range  from  fifteen  to  twenty-four 
months  in  duration. 

'Neurology  problems’ 
on  Coatesville  agenda 

The  Fifteenth  Annual  meeting  of  the 
Neuropsychiatric  Institute  of  the  neu- 
rology service  at  Coatesville  Veterans 
Administration  Hospital  will  present  a 
course  entitled  "Current  Problems  in 
Neurology”  on  October  18  at  the  VA 
Hospital  in  Coatesville. 

The  course  has  been  accepted  for  five 
hours  credit  by  the  AMA  and  AAFP, 
and  may  be  counted  for  credit  toward 
the  PMS  education  requirement  for 
continued  society  membership. 

The  five  participants  arc  professors 
in  the  field  of  neuropsychiatry.  Among 
them  are:  Larry  K.Y.  Ng,  M.D.,  assist- 
ant director  of  the  division  of  narcotics 
and  drug  abuse  of  the  National  Institute 
of  Mental  Health  and  Melvin  Yahr, 
M.D.,  director  of  the  Clinical  Center 
for  Research  on  Parkinson's  and  Allied 
Diseases  of  Columbia-Presbyterian 
Medical  Center  in  New  York  City. 

Dr.  Ng  will  speak  on  the  "Reversible 
and  Irreversible  Effects  of  Addictive 
Drugs  on  the  Nervous  System.”  Dr. 
Yahr’s  topic  is  "New  Concepts  in  the 
Treatment  of  Parkinson’s  Disease.” 

For  further  information  contact: 
Otto  Schaefer,  M.D.,  director,  VA  Hos- 
pital, Coatesville,  Pennsylvania  19320. 
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NIH  requests 
patient  referral 

A clinical  study  of  patients  with 
primary  or  secondary  amenorrhea  or 
oligomenorrhea  is  being  conducted  by 
the  National  Institute  of  Child  Health 
and  Human  Development’s  Reproduc- 
tion Research  Branch  at  the  Clinical 
Center,  National  Institutes  of  Health, 
Bethesda,  Md. 

Physicians  are  asked  to  refer  pa- 
tients in  the  following  categories  for 
diagnosis,  treatment,  or  both:  (I) 
primary  or  secondary  amenorrhea 
(ovulation  induction  will  be  done  in 
appropriate  patients  interested  in  con- 
ceiving); (2)  oligomenorrhea  with  in- 
termenstrual  intervals  of  35-45  days 
(anovulatory  or  infertile  patients 
referred  for  ovulation  induction  in  this 
category  should  have  undergone  ap- 
propriate studies  to  rule  out  organic 
pelvic  disease). 

The  referring  physicians  will  receive 
a summary  of  findings  when  the  pa- 
tient is  returned  to  his  care.  Contact: 
Judith  Vaitukaitis,  M.D.,  or  Griff  T. 
Ross,  M.D.,  Clinical  Center,  Room 
lO-B-09,  National  Institutes  of  Health, 
Bethesda,  Md.  20014.  Telephone: 
(301)  496-4684  or  (30 1 ) 496-6974. 

Schizophrenia  topic 
of  Doylestown  meeting 

A two-day  symposium  entitled 
"Treatment  Strategies  in  Schiz- 
ophrenia’’ will  be  held  by  the  Dela- 
ware Valley  Mental  Health  Foundation 
at  its  Doylestown  headquarters  Sep- 
tember 28  and  29. 

For  further  information,  contact: 
The  Symposium  Committee,  Delaware 
Valley  Mental  Health  Foundation,  833 
Butler  Ave.,  Doylestown,  Pennsylvania 
18901.  Telephone  (215)  345-0444. 


THE  OFFICES  OF  Herman  A.  Fischer,  Jr.,  M.D.,  Wilkes  Barre,  shown  above,  typify  * 
the  damage  suffered  during  Pennsylvania’s  June  floods.  From  the  top  are  Dr.  ~ 


Fischer's  waiting  room,  examining  room  and  office.  High  water  marks  and  mud  i 
left  their  marks  as  furnishings  became  debris.  At  left  a physician  member  of  the  a 
State  Society  receives  an  interest  free  loan  from  Alex  H.  Stewart,  representing  the  | 
State  Society.  Eighty-four  loan  applications,  made  in  the  name  of  ninety-six  Sod-  ;; 
ety  members,  and  totalling  $426,500,  have  been  received.  Eighty  loans  have  been  \ 
completed;  two  applications  are  being  processed;  and  two  have  been  rejected. 
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¥lood  relief  fund  praised 

rMS  Board  hears  reports;  takes  action 


The  State  Society’s  Board  of  Trustees 
leard  a report  on  the  Society’s  Flood 
Damage  Loan  Fund  Program  at  its 
'\ugust  meeting  and  commended  the 
itaff  for  its  efforts  in  the  development 
ind  administration  of  the  program.  Of 
he  $600,000  available  for  interest-free 
oans  up  to  $5,000  for  PMS  members 
vhose  professional  offices  were  dam- 
aged by  the  June  flood,  over  $400,000 
las  been  distributed.  The  loans  were  in- 
ended  to  assist  physicians  in  their  ef- 
orts  to  begin  again  to  care  for  their  pa- 
ients  as  soon  as  possible  (See  Pennsyl- 
vania Medicine,  August  1972). 

Action  of  the  Board’s  Executive 
pommittee  made  available  $300,000 
Tom  the  Society’s  contingency  fund. 
Vlatching  funds  came  from  the  AMA 
ollowing  action  by  its  Executive 
pouncil. 

The  Board  also  heard  a report  on 
ictivities  of  the  Field  Contact  Task 
Force  and  its  program  to  increase  the 
wo-way  flow  of  information  between 
;he  State  Society  and  the  various 
county  societies.  PMS  Executive 
Director  John  F.  Rineman  reported 
(he  initial  training  of  task  force 
members  had  been  accomplished  and 
nitial  contracts  with  county  societies 
nade.  Task  Force  chairman  is  David 
rJ.  Small,  assistant  executive  director. 
Members  are  the  following  State  Soci- 
;ty  staff  members:  L.  Riegel  Haas, 
lames  P.  O’Leary,  William  N.  Graff, 
ferry  R.  Lenker,  Charles  G.  Appleby, 
Ir.,  Robert  L.  Lamb,  J.  Harvey  Gos- 
iard,  Donald  N.  McCoy  and  Kenneth 
3.  Jones. 

The  Trustees  directed  the  Com- 
nittee  on  Constitution  and  Bylaws  to 
srepare  amendments  necessary  to 
i:hange  the  title  of  the  executive 
lirector  to  executive  vice-president. 
The  move  requires  the  approval  of  the 
douse  of  Delegates. 

The  Society’s  annual  scientific  as- 
l«embly  will  be  coordinated  with  an  an- 
lual  educational  assembly  for  physi- 
cians, educators  and  representatives  of 
)ther  groups  in  the  health  care  field  as 
he  result  of  Board  approval  of  a rec- 
tmmendation  of  the  Council  on  Edu- 
ation  and  Science.  Details  will  be 


revealed  as  the  program  is  developed 
during  the  coming  year. 

The  Woman’s  Auxiliary  to  the  State 
Society,  effective  January  1,  1973,  will 
have  responsibility  for  the  Health  Ca- 
reers Recruitment  Program.  This 
Council  on  Public  Service  activity, 
which  has  had  auxiliary  cooperation  in 
the  past,  was  transferred  to  the  auxilia- 
ry by  Board  action  on  a recommen- 
dation from  the  Council  on  Public 
Service. 

The  Board  submitted  the  following 
nominees  for  appointment  to  AMA 
Committees  and  CouncUs:  Council  on 
Drugs — Marshall  M.  Johnson,  Jr., 
M.D.  (Allegheny);  Council  on  Mental 
Health— Abraham  J.  Twerski,  M.D. 
(Allegheny);  Council  on  Alcoholism 
and  Drug  Dependence — David  J. 
Keck,  M.D.  (Erie);  Council  on  Scien- 
tific Assembly — Doris  A.  Howell, 
M.D.  (Philadelphia);  Committee  on 
Cutaneous  Health  and  Cosmetics — 
Minerva  S.  Buerk,  M.D.  (Mont- 
gomery); Committee  on  Medical 
Aspects  of  Sports— Albert  B.  Fer- 
guson, Jr.,  M.D.  (Allegheny);  Com- 
mittee on  Medicolegal  Problems- — 
Henry  T.  Bahnson,  M.D.  (Allegheny) 
and  Physicians’  Advisory  Committee 
on  TV,  Radio  and  Motion  Pictures — 
Ralph  C.  Wilde,  M.D.  (Allegheny). 

William  C.  Ryan,  M.D.,  trustee 
from  the  Eleventh  District,  was  ap- 
pointed a member  of  the  Educational 
and  Scientific  Trust  to  fill  the  vacancy 


created  by  the  death  of  Park  M. 
Horton,  M.D. 

In  further  action  the  Trustees 
referred  a letter  to  Society  President 
George  P.  Rosemond,  M.D.,  to  the 
Blue  Ribbon  Panel,  and  endorsed  the 
concept  of  the  letter  from  the  Pennsyl- 
vania Academy  of  Family  Physicians 
that  additional  appropriations  be  given 
by  the  General  Assembly  to  medical 
schools  for  family  practice  depart- 
ments and  family  practice  post  gradu- 
ate programs. 

Malcolm  W.  Miller,  M.D., 
chairman  of  the  Pennsylvania  Delega- 
tion to  the  AMA,  reported  to  the 
Board  on  the  AMA  convention  in  San 
Francisco,  and  announced  that  the 
Pennsylvania  Delegation  has  sched- 
uled a special  hearing  at  1 1 a.m., 
Wednesday,  October  25,  at  the  Host 
Farm  Resort  Motel,  during  the  Annual 
Session  of  the  House  of  Delegates,  to 
hear  comments  on  AMA  matters  from 
interested  State  Society  members. 

At  the  request  of  the  district  at- 
torney of  Philadelphia  County,  the 
Board  took  necessary  action  to  oversee 
a review,  through  the  Council  on  Edu- 
cation and  Science,  of  the  Hahnemann 
Medical  College  and  Hospital  experi- 
mental program  using  CO2  in  the  treat- 
ment of  alcoholism  and  drug  abuse. 
The  review  will  be  made  by  a nine- 
person  expert  committee  composed  of 
three  Pennsylvanians  and  six  out-of- 
state  members. 


NIH  to  conduct  acupuncture  studies 


The  National  Institutes  of  Health 
(NIH)  has  announced  it  will  conduct 
major  studies  of  acupuncture,  the  an- 
cient Chinese  medical  practice  of 
curing  illness  and  relieving  pain  by 
piercing  the  skin  with  needles. 

The  announcement  was  made  in  a 
statement  by  Robert  Q.  Marston,  M.D., 
NIH  director,  who  said  the  investiga- 
tion was  recommended  by  a committee 
of  experts  in  anesthesiology,  neurology, 
neurophysiology,  and  psychology  who 
met  July  17-18  at  NIH.  Committee 
chairman  was  John  J.  Donican,  M.D., 
of  the  University  of  Washington’s 
School  of  Medicine  in  Seattle. 


Dr.  Marston  said  that  "after  con- 
sidering the  many  suggested  uses  of 
acupuncture,  the  committee  recom- 
mended that  the  most  valuable  first 
approach.  . .would  be  studies  on  the 
method’s  use  for  surgical  anesthesia 
and  for  the  alleviation  of  certain 
chronic  pain  syndromes.”  The  com- 
mittee had  considered  but  rejected  for 
initial  exploration  the  study  of 
acupuncture  treatment  for  arthritis, 
toothache,  low  back  pain,  rheumatism 
and  insomnia,  according  to  a statement 
by  Howard  P.  Jenerick,  special  assist- 
ant to  the  director  of  the  National  Insti- 
tute of  General  Medical  Sciences. 
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Pennsylvania  Health  Council  schedules  session 


The  Pennsylvania  Health  Council 
will  hold  its  annua!  meeting  September 
10-11  at  the  Bedford  Springs  Hotel  in 
Bedford. 

Physicians,  nurses,  and  health 
workers  will  participate  in  discussions 
of  health  careers,  voluntary  health 
agencies,  health  education,  and  health 
legislation  after  hearing  reviews  of 
these  areas  by  council  committees. 

Participants  include  representatives 
of  the  Pennsylvania  Congress  of 
Parents  and  Teachers,  Inc.,  Pennsyl- 
vania State  Council  of  Lions  Clubs, 
Pennsylvania  State  Education  Associa- 
tion, Pennsylvania  AFL-CIO,  Pennsyl- 

AAP  develops  program 

The  American  Academy  of  Pediat- 
rics (AAP)  has  received  a grant  in  the 
amount  of  $845,000  from  the  U.S.  Of- 
fice of  Economic  Opportunity  to  organ- 
ize a health  program  for  economically 
and  geographically  disadvantaged  chil- 
dren to  be  delivered  through  local  AAP 
chapters. 

The  grant  will  provide  means  for 
AAP  chapters  to  provide  medical  and 
dental  care  for  infants,  children,  and 
adolescents  through  a plan  to  be  devel- 
oped jointly  with  local  community  rep- 
resentatives. 

The  financial  base  for  all  approved 
programs  will  consist  of  startup  monies 
from  the  AAP  and  fee-for-service 
charges  or  capitation  fee  for  each 
enrollee.  Most  enrollees  are  eligible  for 
public  assistance.  Plans  call  for  each 
program  to  be  self-supporting  after 
three  years  of  federal  assistance. 

The  new  grant  was  initiated  and  de- 
veloped by  the  academy’s  department 
of  community  services. 

EPPI  schedules  program 

The  Department  of  Behavioral 
Sciences  of  the  Eastern  Pennsylvania 
Psychiatric  Institute  will  conduct  its 
first  annual  symposium  on  schizo- 
phrenia November  9 and  10. 

For  further  information,  contact 
Barry  Miller,  Ph.D.,  assistant  director. 
Department  of  Behavioral  Sciences, 
Eastern  Pennsylvania  Psychiatric  Insti- 
tute, Henry  Ave.  and  Abbotsford  Rd., 
Philadelphia  19129.  Telephone:  (215) 
848-6000. 


vania  Federation  of  Business  and  Pro- 
fessional Woman’s  Clubs,  Inc.,  Penn- 
sylvania Jaycees,  Circle  K Clubs,  and 
the  American  Association  of  Retired 
Persons. 

Two  health  educati 
sponsored  by  Susqu 

Two  new  health  education  consor- 
tiums being  developed  in  central  Penn- 
sylvania will  be  funded  by  grants  from 
the  Regional  Medical  Programs  Service 
and  sponsored  by  the  Susquehanna 
Valley  Regional  Medical  Program 
(SVRMP). 

The  Southcentral  Pennsylvania 
Health  Education  Consortium  will 
cover  an  eight  or  nine  county  area  with 
regional  planning  being  developed 
through  a $49,650  grant  to  Elizabeth- 
town College.  The  Northcentral  Penn- 
sylvania Health  Education  Consortium 
is  expected  to  cover  ten  to  fourteen 
counties,  with  regional  planning  being 
coordinated  through  a $48,545  grant  to 
Geisinger  Medical  Center’s  Institute 
for  Medical  Education  and  Research. 

Commenting  on  this  new  approach 
to  the  manpower  problem,  Joseph  T. 
Ichter,  M.D.,  director  of  SVRMP,  said 
"We  are  excited  with  the  prospects  of  a 
system  developing  wherein  a communi- 
ty defines  its  own  health  care  needs  and 
provides  the  training  programs  and  per- 


PFIZER  LABORATORIES’  district 
hospital  representative,  Louis  J. 
Folen,  right,  presents  a fifteen- 
volume  set  of  books  on  drug  abuse  to 
George  P.  Rosemond,  M.D.,  PMS 
president,  for  the  use  of  the  State  So- 
ciety in  appreciation  for  the  Society’s 
action  in  cosponsoring  a drug  abuse 
seminar  in  Philadelphia  last  year. 


Featured  speakers  will  be  Edgar  J 
Fisher,  Jr.,  director  of  the  Virgini 
Council  on  Health  and  Medical  Cart 
and  Mrs.  Virginia  Knauer,  director  c 
consumer  affairs  for  President  Nixon.' 

on  consortiums 
ehanna  Valley  RMl 

sonnel  to  meet  those  needs.” 

The  Pennsylvania  Medical  Societ 
serves  as  grantee  to  SVRMP. 

Hahnemann  PAprograi 
gets  federal  support 

Hahnemann  Medical  College  an 
Hospital’s  physician’s  assistant  trainin 
program  has  received  federal  suppoi 
based  on  an  evaluation  by  the  Nationt 
Institute  of  Health  and  the  America 
Medical  Association’s  Council  o 
Medical  Education  in  collaboratio 
with  the  American  Academy  of  Earn 
ly  Practice,  the  American  Academy  t 
Pediatrics,  the  American  College  c 
Physicians,  and  the  American  Societ 
of  Internal  Medicine. 

The  $171,402  award  by  the  Burea 
of  Health  Manpower  Education  wi 
enable  Hahnemann  to  increase  its  fa 
enrollment  in  the  first  year  of  the  pn 
gram  to  twenty-two  students. 

The  two-year  program  is  the  on’ 
one  established  so  far  in  Pennsylvan 
and  one  of  the  first  in  the  nation  to  r 
ceive  federal  support. 

Urologic  Cancer  j 
subject  of  course 

A symposium  entitled  "Trends  i 
Urologic  Cancer”  will  be  held  on  Of 
tober  20,  1972,  by  the  department  C 
radiation  therapy  of  the  America 
Oncologic  Hospital,  Fox  Chas 
Center,  Philadelphia. 

The  one  day  course  is  approved  b 
the  American  Medical  Association  fc 
the  Physician’s  Recognition  Awar 
and  for  the  State  Society’s  educatio 
requirement  for  continued  men 
bership. 

For  further  information:  Contact  P 
Gunter  Seydel,  M.D.,  chief  of  th 
department  of  radiation  therap; 
American  Oncologic  Hospital,  Centr? 
and  Shelmire  Avenues,  Philadelphi 
19111. 
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roblem-Oriented  Medicine’  is  theme 


icientific  Assembly  October  9-12  in  Lancaster 


The  theme  of  the  1972  Scientific  As- 
!mbly  which  will  be  held  October  9-12 
the  Host  Farm  Resort  Motel  in 
ancaster  is  "Problem-Oriented  Medi- 
ne.” 

Emphasis  will  be  on  the  value  of  a 
L*cords  filing  system  which  organizes 
le  physician’s  patient  medical  data 
^ound  specific  medical  problems  in 
jch  a way  as  to  give  easy  access  to  past 
listory,  clinical  findings,  and  treatment 
lat  will  simplify  identifying  changes  in 
isease  patterns  and  will  provide  confi- 
uity  of  care  both  for  the  individual 
hysician  and  for  his  consultants, 
jferrals,  and  hospital  staff. 

The  program  has  been  prepared  by 
le  Pennsylvania  Medical  Society’s 
ouncil  on  Education  and  Science  and 
i cosponsored  by  the  Keystone  State 
ledical  Society  and  the  Pennsylvania 
)steopathic  Medical  Association.  The 
|Jniversity  of  Pittsburgh  School  of 
/ledicine,  Jefferson  Medical  College, 
nd  Hahnemann  Medical  College  have 
■lanned  programs  in  such  a way  that 
|ach  presenter  will  bring  local  case  ma- 
erial  from  his  hospital  for  discussion. 

' The  assembly’s  keynote  speaker,  who 
ill  appear  Monday  morning,  is  W. 
'alias  Hall,  M.D.,  of  the  department  of 
ledicine  at  Emory  University  School 
"’Medicine,  Atlanta,  Ga.  Dr.  Hall  is  a 
lember  of  the  Willis  Hurst  Medical 
Toup.  The  session  on  Monday  morn- 
ig  will  be  devoted  to  presentation  of 
eer  review  and  the  use  of  the  problem- 
riented  records  system  in  general.  The 
rogram  for  this  session  has  been 
repared  by  physicians  from  Western 
ennsylvania  Hospital  in  Pittsburgh. 
Tuesday  morning  has  been  planned 
nd  will  be  presented  by  the  University 
f Pittsburgh  School  of  Medicine  in 
onjunction  with  the  Latrobe  Area 
lospital.  It  will  be  devoted  to  shock, 
auma,  and  burns  as  they  apply  to  pa- 
ent  evaluation  and  treatment. 
Wednesday’s  morning  session, 
lanned  and  presented  by  Jefferson 
Jedical  College  working  with  Reading 
lospital  will  deal  with  hematology  and 
ancer  chemotherapy.  On  Thursday  a 
rogram  on  cardiovascular  disease  will 
e presented  by  Hahnemann  Medical 
ollege  working  with  Grand  View  Hos- 


pital, Sellersville. 

The  afternoon  sessions  have  been  or- 
ganized by  various  specialty  groups. 
Some  are  directed  to  the  family 
physician  and  some  concentrate  on  a 
particular  specialty.  The  Pennsylvania 
Allergy  Association,  the  Pennsylvania 
Psychiatric  Society,  the  Urological  As- 
sociation of  Pennsylvania,  and  the 
Pennsylvania  Society  of  Internal  Medi- 
cine will  hold  Monday  afternoon  ses- 
sions. The  Pennsylvania  Orthopaedic 
Society  will  meet  all  day  on  Monday. 
Tuesday  afternoon  has  been  set  aside 
for  the  Pennsylvania  Association  of 
Clinical  Pathologists  and  the  PMS 
Commission  on  Environmental  Health. 

On  Wednesday  afternoon,  the  Penn- 
sylvania Division  of  the  American 
Cancer  Society,  the  American  College 
of  Surgeons  Committee  on  Trauma,  the 
Pennsylvania  section  of  the  Mid- 
Atlantic  Neurosurgical  Association, 
the  Pennsylvania  Academy  of  Ophthal- 
mology and  Otolaryngology,  and  the 
Pennsylvania  Academy  of  Physical 
Medicine  and  Rehabilitation  presenta- 


tions have  been  scheduled.  The  Penn- 
sylvania Thoracic  Society,  the  Pennsyl- 
vania Society  of  Anesthesiologists,  the 
Pennsylvania  Heart  Association,  the 
Pennsylvania  Society  of  Colon  and 
Rectal  Surgery,  and  the  American 
College  of  Emergency  Physicians  will 
conduct  sessions. 

Each  afternoon  nurses’  seminars  are 
scheduled.  They  will  be  presented  by 
the  same  faculty  who  will  conduct  each 
morning’s  program.  Luncheon  with  the 
experts  will  occupy  the  noon  hour. 

All  morning  sessions  qualify  for  Cat- 
egory I credit  toward  the  American 
Medical  Association’s  Physician’s  Rec- 
ognition Award  and  the  PMS  mem- 
bership requirement.  The  noon  and  af- 
ternoon sessions  are  reportable  for 
credit  under  Category  II  of  the  AMA 
award  and  the  State  Society's  mem- 
bership requirement. 

Further  information  can  be  obtained 
from  the  Commission  on  Scientific  As- 
sembly, Council  on  Education  and 
Science,  Pennsylvania  Medical  Society, 
20  Erford  Road,  Lemoyne  17043. 


Oncologic  Hospital  schedules 
free  cancer  detection  courses 


A series  of  cancer  detection  post- 
graduate courses  is  being  offered  free 
to  Pennsylvania  physicians  at  Ameri- 
can Oncologic  Hospital,  Fox  Chase, 
Philadelphia. 

The  first  course,  sponsored  by  the 
Philadelphia  Division  of  the  American 
Cancer  Society  will  begin  September  6 
and  will  continue  for  five  consecutive 
Wednesdays  with  each  session  begin- 


ning at  12:30  and  finishing  by  4 p.m. 

The  course  is  acceptable  for  credit 
in  Category  I for  the  AMA  Physician’s 
Recognition  Award,  and  toward  fulfill- 
ing the  new  education  requirements  of 
the  State  Society. 

Additional  information  can  be  ob- 
tained by  writing  the  hospital  or  by 
telephoning  (215)  722-1900,  extension 
345. 


A special  hearing  on  the  AMA  has  been  scheduled  during  the  1972 
Annual  Session  of  the  PMS  House  of  Delegates  at  Host  Farm  Resort 
Motel,  Lancaster,  at  11  a.m.,  Wednesday,  October  25.  Members  of  the 
Pennsylvania  Delegation  to  the  AMA  will  hear  testimony  regarding  AMA 
matters  and  will  gather  more  information  on  membership  attitudes 
toward  the  restructuring  of  the  AMA  as  proposed  by  Wesley  W.  Hall, 
M.D.,  of  Reno,  Nev.,  AMA’s  immediate  past  president.  Several  county 
medical  societies  in  the  Commonwealth  have  indicated  they  favor  some 
form  of  AMA  restructuring.  The  Pennsylvania  Delegation  to  the  AMA  will 
use  the  information  gathered  at  the  hearing  when  preparing  its  own  tes- 
timony before  hearings  of  the  AMA  Council  on  Long  Range  Planning 
which  will  be  conducted  at  the  AMA  clinical  session  in  Cincinnati,  O., 
later  in  the  year. 
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Health  Department  warns  on  immunizations 


A statement  from  the  division  of 
communicable  diseases  of  the  Pennsyl- 
vania Department  of  Health  estimates 
that  of  the  Pennsylvania  children  who 
will  start  school  in  the  fall,  57,000  are 
still  susceptible  to  rubella,  36,000  to 
measles,  35,000  to  polio,  and  25,700  to 
diptheria,  whooping  cough,  and  teta- 
nus. 

William  D.  Schrack,  Jr.,  M.D., 
division  director,  said  that  since 
smallpox  vaccination  is  no  longer 
required,  there  might  be  a tendency  for 
parents  to  overlook  the  value  of  other 
immunizations  as  well.  He  urged 
physicians  to  alert  their  patients 

JCAH  revises  standards 
for  effective  controls 

The  Joint  Commission  on  Accredita- 
tion of  Hospitals  has  issued  revised 
standards  mandating  that  hospital 
boards,  administration,  and  organized 
medical  staffs  implement  programs  to 
insure  internal  control  of  both  inpatient 
and  outpatient  services.  The  commis- 
sion stated  that  the  health  care  delivery 
system  is  on  short  notice  to  demon- 
strate effective  controls  over  the  quality 
and  costs  of  services  or  to  be  prepared 
to  live  with  an  externally  imposed  and 
administered  control  system. 

The  Joint  Commission  and  its  parent 
organizations,  the  American  College  of 
Physicians,  the  American  College  of 
Surgeons,  the  AMA,  and  the  American 
Hospital  Association  believe  that  the 
quality  assurances  demanded  by  the 
standards  will  be  effective  in  satisfying 
the  demands  of  the  consumer  move- 
ment and  its  political  supporters  for 
public  accountability.  The  standards 
present  a system  in  which  control  of  the 
quality  remains  professional,  local,  and 
internal  to  the  hospital,  while  still  func- 
tioning in  the  context  of  the  public  ac- 
countability insisted  upon  by  the  con- 
sumer movement. 

TAP  Institutes  (Trustees,  Adminis- 
trators, Physicians),  sponsored  by  the 
JCAH,  translate  these  quality  require- 
ments into  practical  hospital  creden- 
tialling  and  medical  audit  systems,  ad- 
vising personnel  how  to  conduct  and 
document  an  internal  quality  assurance 
program  that  will  conform  to  the  stand- 
ards and  qualify  the  hospital  to  become 
or  remain  accredited. 
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regarding  the  necessity  for  measles, 
rubella,  mumps,  tetanus,  and  diptheria 
immunization  and  for  oral  polio  vac- 
cine. 

Evidence  of  the  effectiveness  of  im- 
munization is  shown  by  the  drop  in  in- 


cidence of  measles  from  710  cases  t,(jrri 
only  twenty-six  in  the  first  half  of  197'f/li 
as  compared  with  the  same  period  ciisjot 
197 1 and  the  drop  in  rubella  cases  frortif/c 
429  to  112  in  the  same  comparably  (iini 
period.  Dr.  Schrack  said. 


Dr.  Storey  named  medical  director 
at  U.  of  Pa.  Graduate  Hospital 


iSi"? 

ears 


Patrick  B.  Storey,  M.D.,  Philadel- 
phia, has  been  named  medical  director 
for  the  Graduate  Hospital  of  the  Uni- 
versity of  Pennsylvania.  The  an- 
noucement  came  recently  from  Alfred 
Gellhorn,  M.D.,  dean  of  the  school  of 
medicine  and  director  of  the  universi- 
ty’s medical  center. 

Dr.  Storey  also  has  appointments  as 
professor  of  medicine  and  professor  of 
community  medicine  in  the  medical 
school.  He  will  also  direct  the  develop- 
ment of  the  university’s  first  model 
urban  health  services  program  known 
as  Penn  Urban  Health  Services.  It  is  a 


DR.  STOREY 


program  of  comprehensive  health  care 
service  initially  serving  residents  of  the 
immediate  Graduate  Hospital  area  and 
emphasizing  preventive  care. 

Formerly  he  served  as  organizer  and 
head  of  the  department  of  community 
medicine  at  Hahnemann  Hospital  and 
Medical  College  where  he  established 
the  Spring  Garden  Community  Serv- 
ices Center  Health  Program.  He  is  also 
vice-chairman  of  the  American  Medi- 
cal Association’s  Committee  on  Com- 
munity Health  and  chairman  of 
Philadelphia  County  Medical  Society’s 
Committee  on  Community  Medicine. 


On 

icka 


He  is  a fellow  in  the  America^'*"® 
Thoracic  Society,  the  America 
College  of  Physicians,  the  America 
College  of  Preventive  Medicine,  an'™ 
the  American  College  of  Cher 
Physicians. 

Dr.  Storey  has  undertaken  intensiv 
studies  of  the  Soviet  Union’s  healt'*^^' 
care  system,  continuing  medical  edf™ 
cation  system,  and  the  Soviet  feldsh«' 
program. 

The  John  E.  Fogarty  Internationa’' 
Center  for  Advanced  Study  in  tj^indl 
Health  Sciences,  under  the  Nations 
Institutes  of  Health,  U.S.  Departmef®' 
of  Health,  Education,  and  Welfare,  hf" 
recently  published  a detailed  study 
the  Soviet  emergency  care  systef'l 
edited  by  Dr.  Storey  entitled  "Medics 
Care  in  the  USSR.”  A second  Fogarf*'^ 
Center  publication  authored  by  D 


isiri 


Storey  is  entitled  "The  Soviet  Feldshe™^ 


as  a Physician’s  Assistant.” 

Both  publications  can  be  obtained 
by  writing  the  Superintendent  of  Doc 
uments,  U.S.  Government  Printing  Oi'®" 
fice,  Washington,  D.C.  20402.  Th 
book  on  Soviet  medical  care  is  DHEV 
Publication  No.  72-60;  the  Sovi^'*'™ 
Feldsher  booklet,  DHEW  No.  72-58. 


FTC  stops  claims 
for  mattress  approval 

"Springwall”  chiropractic  mattresse' 
and  boxsprings  manufacturers  an< 
marketers  have  been  ordered  by  th 
Federal  Trade  Commission  to  stop  ad! 
vertising  which  claims  approval  or  en 
dorsement  by  the  American  Chiroprac 
tic  Association. 

The  June  ACA  Journal  of  Chiroj 
practic  reported  the  firms  have  contrib' 
uted  more  than  $379,500  for  "educa 
tion,  research,  and  public  service  proj 
ects”  for  the  profession. 

The  advertisement  claims  their  prod 
ucts  are  "built  to  the  specifications  o 
the  Posture  Committee  of  the  ACA.” 
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'DA  says  safety  containers  order  of  day 


forris  E.  Blatman,  executive  secretary 
'•f  the  Pennsylvania  Pharmaceutical 
^ ssociation,  provided  information  for 
^le  following  article  as  a service  to  the 
Pennsylvania  Medical  Society  and  its 
\ember  physicians. 

While  the  Poison  Prevention  Pack- 
>ing  Act,  Public  Law  91-601,  is  two 
;ars  old,  the  first  effective  date  for  reg- 
iations  was  August  14,  1972. 

On  that  date  all  manufacturers  and 
ackagers  of  aspirin  and  aspirin  con- 
fining products  must  begin  their 
ackaging  in  safety  containers  or  child 
^sistant  containers.  Standard  packages 
|ill  be  on  the  shelves  of  pharmacies  or 
ther  retail  outlets  for  many  months  but 
our  patients  should  be  alerted  to  their 
vailability  and  use.  Patients  should  be 
istructed  to  consult  their  pharmacists 
)r  instructions  on  the  proper  use  and 
andling  of  these  safety  packages. 

As  of  the  above  date  pharmacists 
lust  dispense  all  aspirin  and  aspirin- 
antaining  prescription  and  non- 
rescription  drug  products  prescribed 
y a physician  in  safety  containers. 

Recognizing  that  some  patients  such 
s the  elderly  and  arthritics  will  have 
ifficulty  in  handling  the  safety  con- 
liners  the  regulations  make  it  possible 
5 eliminate  their  use  under  the  follow- 
ig  circumstances: 

1. The  physician  may  write  on  the 
rescription  "Do  not  dispense  in  safety 
ackage.” 

2.  The  physician  may  authorize  the 
harmacist  orally  to  "not  dispense  in  a 
afety  package.”  However,  the  phar- 
lacits  may  require  the  physician  to 
onfirm  such  an  order  in  writing. 

3.  If  the  physician  dispenses  a prod- 
ct  which  requires  a safety  container  he 
» obligated  to  use  the  same  precautions 
niess  in  his  professional  judgment  he 
elieves  that  the  patient  does  not 
equire  such  a safety  container. 

Your  patient  in  the  hospital  will  not 
eceive  daily  medication  in  safety  con- 
ainers.  However,  if  the  product  is 
iispensed  to  a patient  and  is  going  out 
if  the  hospital  or  clinic  the  above  rules 
hould  be  observed. 

Your  patient  in  a nursing  home  is  not 
lequired  to  have  products  in  safety  con- 
ainers.  This  is  based  upon  a condition 
vhereby  most  of  these  people  have  their 
•rescription  medications  kept  by  the 


nurses  in  locked  cabinets  away  from  the 
patient  until  needed. 

While  the  above  date  of  August  14, 
1 972,  applies  only  to  aspirin  and  aspirin 
containing  products  other  drugs  are  due 
to  be  included  in  the  near  future. 

On  September  21,  1972,  all  products 
containing  more  than  5 percent  oil  of 
wintergreen  or  methyl  salicylate  must 
be  dispensed  in  safety  packages. 

On  October  24,  1972,  all  the  above 
safety  container  regulations  will  apply 
to  the  dispensing  of  all  drugs  covered  by 
Schedules  II,  III,  IV  and  V of  the  Fed- 
eral Drug  Abuse  Act  of  1970. 

Intended  regulations  pertaining  to  all 


oral  prescription  drugs  were  filed  in  the 
Federal  Register  on  April  27,  1972. 
The  anticipated  compliance  date  for 
these  regulations  is  mid-February 
1973. 

The  purpose  of  the  Protective 
Packaging  Act  is  to  reduce  the  number 
of  accidental  deaths  caused  by  ingesting 
the  products  covered,  especially  among 
children.  The  act  applies  to  many  in- 
dustrial products  as  well  as  to  drugs.  Pa- 
tients should  be  alerted  to  keep  all  such 
products,  even  after  they  are  packaged 
in  safety  containers,  out  of  the  reach  of 
children  in  order  to  reduce  accidental 
ingestion. 


Two  accelerated  M.D.  programs 
initiated  by  Hahnemann 


Two  new  accelerated  programs  have 
been  initiated  by  Hahnemann  Medical 
College. 

A six-year  medical  degree  program 
aimed  at  distributing  more  physicians 
to  the  northeast  Pennsylvania  area  is 
being  initiated  by  Hahnemann  Medical 
College  and  Wilkes  College. 

The  program  is  being  developed  by 
officials  of  the  two  institutions,  with 
technical  assistance  from  officials  of 
the  General  Electric  Company.  It  is 
being  supported  by  U.S.  Representative 
Daniel  J.  Flood,  of  Wilkes-Barre, 
chairman  of  the  Subcommittee  on 
Labor,  Health,  Education,  and  Welfare 
of  the  House  Appropriations  Com- 
mittee. 

An  important  feature  of  the  program 
is  a telecommunications  system  pro- 
viding two-way  audio-video  capacity  to 
be  used  for  classroom  teaching,  con- 
tinuing education,  and  consultation 
service.  It  will  provide  round-the-clock 
consultation  service  between  the 
Wilkes-Barre  area  hospitals  partici- 
pating and  Hahnemann. 

The  second  program  is  aimed  at 
providing  accelerated  medical  educa- 
tion for  high  ability  minority  groups 


with  Lincoln  University  and  Cheyney 
State  College.  It  is  the  nation's  first  ac- 
celerated program  for  minority  group 
students. 

The  first  two  years  of  academic  cur- 
riculum may  be  taken  at  either  Lin- 
coln or  Cheyney.  Summers  will  be 
spent  at  Hahnemann  in  research 
laboratories  and  in  discussion  groups 
and  seminars.  The  last  four  years  will 
be  spent  at  Hahnemann. 

Plans  to  date  call  for  the  enrollment 
of  100  students  at  Wilkes  College  in 
September  of  1972  as  academic 
students.  Of  these,  twenty-five  will  be 
selected  for  admission  to  Hahnemann 
Medical  College  for  two  years  of  basic 
and  clinical  science,  followed  by  two 
years  of  clinical  work  at  Wilkes-Barre 
hospitals.  Upon  completion  of  the  six- 
year  program,  it  is  expected  most  will 
enter  family  practice  residencies  in 
Wilkes-Barre  area  hospitals. 

Students  not  selected  for  the  medical 
college  may  enter  training  for  the  allied 
health  professions  or  they  may  continue 
the  scheduled  four-year  academic  pro- 
gram at  Wilkes  with  the  intention  of  ap- 
plying for  medical  college  upon  gradua- 


and  has  been  developed  in  cooperation  tion. 

The  State  Society  has  available  to  interested  members  copies  of  a 
new  booklet,  “Practitioners  Informational  Outline  of  the  Controlled  Sub* 
stances  Act  of  1970,”  published  by  the  Bureau  of  Narcotics  and  Danger- 
ous Drugs. 

To  receive  a copy  of  the  manual,  write  to  Raymond  C.  Grandon,  M.D., 
Secretary,  Pennsylvania  Medical  Society,  20  Erford  Rd.,  Lemoyne,  Pa. 

17043. 
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Seminar  held  on  ^Ri^ht  to  Die’ 

Pre-Med  students  meet  the  pros 

1115' 


We  have  developed  a series  of  special 
seminars  at  Bucknell  University  to 
sharpen  the  interest  of  premedical 
students  by  providing  information  and 
provoking  discussion  through  face-to- 
face  contacts  between  students  and  pro- 
fessional specialists  from  a variety  of 
fields. 

Since  our  initial  attempt  succeeded 
beyond  our  expectations,  bringing  our 
premedical  students  closer  together  and 
producing  a new  rapport  in  their  ranks, 
these  experiences  may  be  of  value  to 
other  colleges  and  universities. 

The  first  in  a series  of  seminars  was 
held  at  Bucknell  on  March  3 and  4, 
1972.  The  specific  topic  for  this  semi- 
nar was  "The  Right  to  Die  or  Why 
Prolong  Life?”  This  topic  is  now  the 
subject  of  much  discussion  in  medical 
Journals,  the  public  press,  and  by  the 
general  public.  James  Bartlett,  M.D., 
associate  dean  of  the  University  of 
Rochester  Medical  School;  Charles 
Sherman,  M.D.,  clinical  professor  of 
surgery  at  Rochester;  Mr.  James 
McClure,  Jr.,  a Lewisburg  attorney; 
Samuel  Conly,  M.D.,  associate  dean  of 
Jefferson  Medical  College;  and  Pro- 
fessor Boyd  Gibson  of  the  department 
of  religion  at  Susquehanna  University 
took  part  in  the  two-day  seminar.  The 
program  was  planned  for  and  by  the 
premedical  organization.  Physicians  in 
the  local  area  were  invited  to  partici- 
pate, and  over  twenty-five  attended  the 
sessions  and  took  part  in  the  discussion 
periods. 

There  are  many  people  who  believe 
that  to  give  someone  facing  certain 
death  the  right  to  die  quickly,  easily, 
and  with  dignity  is  being  compas- 
sionate, merciful,  and  humane.  Others 
insist  that  the  physician  must  do  what- 
ever he  can  to  keep  the  patient  alive. 
Medical  technology  has  made  spectacu- 
lar advances  in  its  ability  to  prolong 
life — the  kidney  machine  to  purify  the 
blood  when  the  kidneys  cease  proper 
functioning;  the  devices  for  artificial 
breathing  for  patients  whose  respira- 
tion has  failed;  devices  to  feed  patients 
who  cannot  swallow;  intensive  care 
units  in  the  hospitals;  a pacemaker  for 
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Lewisburg 

the  individual  with  heart  problems;  etc. 
Every  technological  advancement 
makes  the  decision  a little  more  dif- 
ficult for  the  physician.  There  is  no 
problem  when  the  patient  has  potential 
for  the  future.  But  what  decision  does 
the  physician  make  for  the  terminally 
ill? — the  brain  damaged? — the  cancer 
patient? — those  who  are  very  old  and 
bed-ridden?  Technology  has  wrought 
miracles  but  it  has  forced  hard  choices 
upon  the  doctors.  At  what  point  is 
prolonging  life  for  a few  more  weeks  or 
months  a disservice?  Is  the  body  merely 
a highly  complicated  machine  and  the 
doctor  a technician  who  tries  to  keep  it 
running?  Do  most  doctors  consider 
death  as  a defeat?  Does  the  doctor  have 
the  right  to  take  an  individual’s  life?  Is 
death  always  an  enemy?  Is  prolonging 
life  in  many  cases  Just  useless  torture? 
Does  the  physician  have  the  right  to 
remove  the  supportive  measures  and 
thus  help  the  patient  to  die?  Should  the 
physician  sustain  life  under  all  circum- 
stances? These  and  many  other  ques- 
tions were  asked  and  discussed  during 
the  seminar.  One  might  suspect  that 
there  would  be  a difference  of  opinion 
among  the  physicians  and  there  was. 

Dr.  Bartlett  opened  the  seminar  by 
presenting  an  overall  view  of  the 
problem.  Is  the  right  to  die  as  fun- 
damental as  the  right  to  live?  Today  the 
question  is  not  avoided  as  it  was  several 
years  ago.  Technology  has  provided 
ways  of  supporting  or  replacing  vital 
life  functions  and  thus  gives  the 
physician  increased  power  over  death. 
In  addition,  technology  has  made  avail- 
able devices  to  aid  in  resuscitation  and 
help  keep  patients  alive.  These  things 
have  complicated  the  problem  for  the 
physician,  but  the  question  is  now  being 
openly  discussed  and  hopefully  medical 
schools  will  find  ways  to  teach  students 
how  to  deal  with  the  problem. 

Dr.  Sherman  urged  the  premedical 
students  "to  develop  a strong  sense  of 
responsibility  to  the  patient— not  to  his 

Dr.  Kieft  is  chairman  of  the 

Premedical  Advisory  Committee  at 

Bucknell  University. 
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family,  not  to  someone  else,  but  to  tl 
patient.  If  you  care  for  your  patient,  i' 
you  must,  this  business  of  helping  thei- 
die,  being  with  them  and  helping  il 
manage  their  death  is  very  important. 
should  be  done  from  a very  practic 
point  of  view,  not  from  a philosophic' 
viewpoint.”  Dr.  Sherman  cited 
number  of  his  cancer  patients  as  he  dil 
cussed  this  difficult  problem.  Som'  ® 
times  it  is  difficult  to  know  what  wr 
happen  and  the  patient  always  deservt' 
the  benefit  of  the  doubt.  If  you  thir 
there  is  a chance  of  pulling  the  patiei 
through  and  having  the  patient  i' 
reasonably  good  condition,  every  effo 
should  be  made  to  keep  the  patiet 
alive.  The  final  decision  as  to  life  ( 
death  should  be  made  by  someone  wit 
expertise  concerning  the  particular  p,' 
tient’s  condition  or  by  sever 
physicians  who  know  enough  of  tf 
background  in  the  given  case  to  make 
reasonably  intelligent  decision.  Tf 
doctor  has  a responsibility  to  prolor 
and  to  maintain  comfortable  life  ratht 
than  to  stop  treatment  and  speed  up  tf 
patient’s  death. 

Mr.  McClure  examined  the  leg; 
questions  involved  in  the  seminar  topi' 
The  right  to  die  implies  that  you  wai' 
to  exercise  that  right  and  that  peop' 
should  exercise  it  more  often  than  thel^i 
do.  When  the  patient  is  not  capable  ( 
making  the  decision,  will  someone  els 
have  the  power  to  exercise  that  right  fc 
him?  Who  should  have  this  power?  Wi 
we  get  different  answers  from  the  med 
cal  profession,  the  lawyers,  tf 
ministers,  and  the  family?  You  migl 
ask  the  question  in  a differei 
way — "Do  you  have  a duty  to  live'; 
This  would  put  a different  emphasis  c 
the  problem  and  might  change  the  ai 
swers. 

The  doctor  cannot  lawfully  help 
person  terminate  his  life.  If  he  does,  f 
risks  being  accused  of  murder  and  po; 
sibly  found  guilty.  Is  the  right  to  di 
with  dignity  Just  as  fundamental  as  th 
right  to  live  with  dignity?  Should  th 
laws  be  changed  so  that  each  one  of  i 
will  have  the  right  to  decide  for  himse 
when  he  wants  to  die?  The  law  in  man 
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liites  allows  an  individual  to  will  cer- 
i n parts  of  his  body  for  transplants  or 
I search,  but  it  does  not  permit  an  indi- 
iual  to  choose  the  time  or  mode  of  his 
mise. 

The  Euthanasia  Educational  Fund  is 
esently  promoting  consideration  of 
fssive  euthanasia  among  doctors,  law- 
rs,  and  the  general  public.  Euthanasia 
pans  "good  death.”  Certain  drugs  and 
ipportive  technology  are  simply 
thheld  and  the  patient  is  allowed  to 
However,  sufficient  medication  is 
pvided  to  relieve  pain  even  if  it  tends 
shorten  life.  There  is  a growing  inter- 
t in  euthanasia  and  in  the  "living 
11.”  The  will  reads,  "If  there  is  no  rea- 
nable  expectation  of  my  recovery 
pm  physical  or  mental  disability,  I 
quest  that  I be  allowed  to  die  and  not 
kept  alive  by  artificial  or  heroic 
sasures.”  The  will  is  not  legally  ac- 
ptable,  but  it  does  illustrate  that 
jany  individuals  desire  to  die  rather 
an  be  subjected  to  a painfully  slow 
ath  or  to  have  their  bodies  continue 
live  after  their  brain  has  ceased  to 
nction.  What  legal  safeguards  would 
ve  to  be  developed  in  order  to  protect 
je  patient? 

Professor  Gibson  feels  that  except 
r a very  few  written  articles  and  a few 
novative  advances  at  our  medical 
inters,  we  could  not  do  a worse  job  in 
inging  people  up  to  understand  and 
perience  death  and  to  make  decisions 
•ncerning  death.  Should  ethics  of 
inciple  be  utilized  as  the  basis  for 
jaking  the  decision?  What  happens 
len  principles  conflict?  For  example, 
the  principle  "to  prolong  life”  or  the 
inciple  "to  relieve  pain  and  suffering” 
.ramount  with  a patient  suffering  with 
rminal cancer? 

From  the  ethical  standpoint,  if  the 
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objective  is  to  help  the  patient  under- 
stand the  process  of  dying,  a rather  dif- 
ficult job  of  educating  the  patient  must 
be  accomplished.  It  cannot  be  done  by 
the  doctor  alone,  by  the  nurse  alone,  by 
the  minister  alone,  or  by  the  family 
alone.  It  must  be  a cooperative  en- 
terprise. What  is  a "good  death?” — and 
what  is  a "bad  death?”  Too  often  we 
have  neglected  the  feelings  of  the  pa- 
tient and  thought  only  about  the  body. 

The  book  "On  Death  and  Dying,”  by 
Dr.  Elizabeth  Kubler-Ross,  psychia- 
trist, gives  a philosophy  of  therapy  for 
the  dying.  The  patient  goes  through 
several  stages — denial  and  isolation, 
anger,  bargaining,  depression,  and  fi- 
nally acceptance  of  death  but  always 


with  some  hope.  The  book  is  interesting 
and  is  a must  for  premedical  students. 

A question  and  answer  session 
moderated  by  Dr.  Conly  brought  to  a 
conclusion  the  successful  seminar  on 
the  "Right  to  Die.”  I highly  recommend 
the  special  seminars  as  an  exciting  and 
challenging  addition  to  the  premedical 
program.  Such  seminars  also  stimulate 
the  interest  of  the  area  physicians  in  the 
premedical  program  and  provide  im- 
portant contacts  for  the  students  with 
the  medical  profession. 

Finally,  the  county  medical  societies 
in  the  area  served  by  the  college  might 
be  challenged  to  help  in  developing  the 
seminars  and  providing  the  necessary 
leaders  for  these  programs. 


The  Pennsylvania  Department  of  Health’s  division  of 
drug  control  has  announced  the  initial  distribution  of  a 
pamphlet  entitled  "Bad  News”  describing  the  dangers  of  the 
electric  shock  exercising  and  reducing  device  "Relax-A- 
Cizor.” 

The  publication  of  the  pamphlet  is  in  response  to  a man- 
date from  the  Controlled  Substance,  Drug,  Device  and  Cos- 
metic Act  (effective  June  14,  1972)  conferring  upon  the  sec- 
retary of  health  the  responsibility  to  investigate  fraudulent 
claims,  false  advertising,  and  adulteration. 

Copies  in  reasonable  numbers  are  available  on  request  at 
no  cost.  Contact  Jack  B.  Ogun,  R.Ph.,  Chief,  Special  Serv- 
ices and  Plant  Inspection  Section,  Division  of  Drug  Con- 
trol, Pennsylvania  Department  of  Health,  P.O.  Box  90, 
Harrisburg,  Pa.  17120. 
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pension  plan? 

Through  New  En^and  Life,  of  courser 

Why?  Because  New  England  Life  has  a wealth  of 
experience  in  setting  up  pension  and  profit- 
sharing  plans  that  allow  you  to  take  advantage  of 
the  liberal  tax  treatment  available  to  corpora- 
tions. In  fact,  we  administer  more  individual 
pension  and  profit-sharing  plans  than  the  next 
two  companies  combined.  And  when  it  comes  to 
planning  your  future,  there  is  no  substitute  for 
past  performance. 

For  more  information  at  no  obligation,  write  or 
call:  Pennsylvania  Pension  Planners,  Inc., 

151 1 North  Front  Street,  Flarrisburg,  Pa.  17102 
Phone:717-234-8069 

Name i 

PRINT  I 

Address | 

1 

City State Zip I 

1 

I Telephone | 

I New  England  Mutual  Life  Insurance  Company 

I Subsidiary:  NEL  Equity  Services  Corporation.  I 

I Affiliate:  Loomis,  Sayles  & Company,  investment  Counselors  I 


Pre-Sate® 

(chlorphentermine  HCI) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications;  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (r.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  beeli  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions;  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions;  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsines.s  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration;  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage;  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHILCOTT 
Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


the  trend  is 


of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmietrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 


'‘  aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

■"  a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


[l4^/7fj^r£7/7^ 

WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 
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Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens— the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Hematinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information.) 
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Hematinic  Concentrate 
with  Intrinsie  Rctor 


Description;  Each  Pulvule'^’  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 240  mg,  Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Cobalamin  Concentrate,  M.F.,  equivalent  to  Cobalamin  7.5  meg.  Ascorbic  Acid  (Vitamin  C)  75  mg 

(The  total  vitamin  B,,  activity  in  the  Special  Liver-Stomach  Concen-  Folic  Acid  . , . , 0.5  mg. 

trate,,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,,  is  15  micrograms,) 


Indications;  Trirsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-defiCiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose, 

Vitamin  B„  with  Intrinsic  factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,,  in  ptrysiologieal  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  (D/phy/to- 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these- situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  6,^.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,j  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B.j,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia,  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,,  contained  in  two  Pulvutes  Trinsicon  provide  I'/s  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  m an  uncomplicated 
case  of  pernicious  aimmia,  will  pioduce  a satisfactory  reticulocyte  response  and 
relief  of  anemia,  and  syniiptoms. 

Concentrates  of  raltinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Pouts  efaf,  maintained  patients  with  pernicious  anemia  in  cimicat  remission 
with  oral  therapy  (liver  e,xtmfts  or  intrinsic  factor  concentratt  with  vitamin  B,,) 
for  as  long  as  twenty-nine  years. 

After  total  .gastrectoniy,  Ficaifs  found  multifactor  preparations  taken  orally  to 
be  ''just  as  effective  in  inamtamiiig  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.’'  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  aftei  Intat  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  /tci'd— Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  alt, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy,  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  8,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evid,ences 
of  the  close  folic  acid-vitamin  B,,  interrelationship  : (1)  8,5  influences  the  storage, 
absorption,  and  utilization  o(  folic  acid,  and  (2),  as  a deficiency  of  6,2  progresses, 
the  requirement  for  tolic  acid  increases.  However,  folic  add  does  not  change  the 
requirement  for  vitamin  B,,. 

/ron— A very  common  anemia  is  that  due  to  iron  deficieHcy.  tn  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/'d— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  tohnic  acid  In  addition,  ascorbic  acid 
promotes  the  reduction  ot  terric  iron  m food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
IS  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Preeautions;  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin  B,2-deticiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  ot  fotic  acid  tn  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B,,  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,,.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
So-called  massive  doses  of  vitamin  6,2,  may  be  necessary  for  adequate  treatment 
ot  the  patient  No  single  regimen  fits  all  cases,  and'  the  status  ot  the  patient  ob- 
served in  toltow-up  IS  the  final  criterion  for  adequacy  of  therapy  Periodic  clinicali 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rate  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  hver-stomach  material  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral,  administration  ot  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient 

Dosage:  One  Pulvute  twice  a day.  (Two  Pulvules  daily  prncluee  a standard  response 
in  the  average  unoomptieated  case  of  pernicious  anemia.) 

How  Supplied;  Pulvules  Trinsicon"  i(hematmic  concentrate  with  intrinsic  factor, 
Lilly),  iin  bottles  of  60  and  500  and  in  lidenti-Dose”  (unit  dose  rnediration,  Lilly) 
in  .boxes:, of  100,, 
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Hematinic  Cxsx'entrate  with  Intrinsic  Factor 


(i)niprehensi\e  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

,Eti  Lilly  and  Com:pany 
Indianapolis,  Indiana  46206 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


"We  *J^onnaiaI^E£kct” 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  teaspoonfu!  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(Wgr.)16.2 

mg. 

{V2  gr. ) 32.4 

mg. 

(y4gr.)48.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


AHj^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 
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30  Capsules 

Allbee  withC 


2 woys  lo  provide  o doily 
Iheropeulic  supply  of  VilcMniiiC 
15  bolced  pelolees  (skins  and' 

Of  one  copstile  of 
AlbetfwMiC 


About  20  mg.  Vitamin  C in  one  baked  potato  (2y2"  diameter). 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate {Vit  Bi)  15  mg 
Riboflavin  (ViL  Ba)  10  mg 
Pyridoxine  hydro- 
chloride (Vit  Be)  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit  0 300  mg 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  15  of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip 
tion  or  recommendation 

A.  H.  Robins  Company, 

Richmond,  Va.  23220 
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JOO  Tablets 

Uticillin®  VK 

If.  TRADtWARW  . I 

'Potassium  Pheno*yoi«*"v 

P«Bicillin  Tablets.  U S-P-' 


llpjohn 


250  mg. 

(400,000  Units) 


UticilliilVK 

(potassium  phenoxymethyl  penicillin^LIS.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Ujpjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Now  ovaikiblera  total  s^tem 
for  obtaining  a 

patient’s  medical  background 


The  Rocom" 

Health  History  System’ 

saves  time,  compiles  comprehensive  data,  aids  evaluation 

Two  new  components  make  it  possible  to  tailor  the  ROCOM  Health 

History  System  to  your  precise  needs.  Each  item  is  designed  to  speed  both  the 
collection  and  review  of  the  complex  data  you  need  to  make  Informed  decisions. 

Patient  Data  Base  System's  recommended  whenever  you  schedule  a 
periodic  health  check-up,  or  a physical  exam  for  a new  patient.  The  patient 
completes  the  comprehensive  Health  History  Questionnaire  section  before  his 
appointment... your  aide  enters  the  results  of  routine  physical  measurements 
and  diagnostic  tests . . . and  you  record  the  results  of  your  examinatbn  quickly  and 
easily  on  the  18-category  physical  examination  section.  Space  for  a summary 
of  problems  and  treatment  plans  is  also  provided  in  this  single  compact  folder, 
which  then  becomes  part  of  your  permanent  records. 

Branching  Health  History  Questionnairesexpiore  in  detail  (100-250 
questions  each)  the  specific  body  system  in  question -Cardiovascular, 
Gastrointestinal,  Respiratory  or  Ob/Gyn.  Each  positive  answer  is  automatically 
transferred  to  your  summary  sheet.  You  begin  your  review  with  a complete 
outline  to  assist  you  in  determining  your  diagnosis.  Each  branching  questionnaire 
contains  an  abbreviated  general  background  section  so  that  it  may  be  used 
alone  or  as  an  adjunct  to  any  other  component  in  the  system. 

These  new  elements,  together  with  the  original  components,  provide  you  with 
an  optbnal  system  for  simplified  data  collection. 

H©Qlth  History  QUGStionnair©can  be  used  instead  of  the  Patient  Data 
Base  System  when  a physical  exam  has  not  been  scheduled.  All  pertinent 
information  is  covered:  family  history,  past  and  present  illnesses,  hospitalizatbns, 
immunizations,  current  medications  and  krx)wn  allergies.  Current  health  status 
Is  reviewed  by  129  carefully  chosen  questions. 

H©alth  History  Qu©Stionnair©  (Spanish)proves  invaluable  when  the 
potienfs  knowledge  of  English  is  limited.  The  questions  are  in  Spanish... 
your  summary  sheet  is  in  English.  The  form  does  the  "translating"  for  you. 


^Created  and  developed  by  Patient  Care  Systems,  Inc, 


Physician-patient  rapport 
is  strengthened  since 
you  quickly  pinpoint 
problem  areas  for  further 
exploration. 


|— > /^/^/^\  4™  Division  of  Hoffmann-La  Roche  Inc.  /qnPucX 
lA  W wiVl  Box  169,  Fairview,  New  Jersey  07022 

Gentlemen:  I'd  like  to  know  more  about  the  Health  History  System 
and  the  other  components  of  the  ROCOM  Medical  Management 
System:  Medical  Record  System,  Patient  Health  Guides,  Telephone 
System  and  Appointment  System. 

Name Specialty 


Street 


State 


The  patient  does  the  time- 
consuming  work  before  you  see  him. 
The  questionnaire  may  be  mailed 
to  his  home  or  filled  out  in  your  office 
prior  to  his  appointment. 


You  get  a compiete  summary 
at  a glance.  Only  positive  answers 
are  transferred,  by  special  pressure- 
sensitive  paper,  to  your  summary 
sheet.  The  form  speeds  review,  aids 
diagnosis,  files  easily. 


DEIC^jSSFrias^;  Mgthyitistosteroi^e  is  117/v‘-Hyilrosy-17"Mgthylandrost-( 
3"Dnt. 

ktl\W%i  MethyitgstGsterone  is  an  oil  sofublg  androgenic  hormone. 

IMDSOATiONS;  in  the  male;  1.  Eijnuchoidism  and  tUMUchism.  2.  ^ 
climacteric  symptoms  when  these  are  leconlary  to  androgen  defscie 
3.  Impotence  doe  to  androgenic  deficiency.  4.  Postpuberal  cryf 
chidism  with  evidence  of  hypegonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  iivpr  function  tests.  | 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  liave  been  repoi 
after  MethyKestosterone.  These  changes  appear  to  be  related 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  i 
function  tests,  drug  should  be  discontmutd. 

PftECAUTIDNS:  Prolonged  dosage  of  androgen  may  result  in  sodium 
fluid  retention.  This  may  present  a problem,  especially  in  patir 
with  compromised  cardiac  reserve  or  renal  disease,  in  treating  mi 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  incr 
ing  the  nervous,  mental, ‘and  physical  activities  beyond  the  patie 
cardiovascular  capacity. 

CONT^f^t^tSICATIIONS;  Contraindicated  in  persons  with  known  or 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  brs 
Contraindicated  in  the  presence  of  severe  fiver  damage. 


Android 

Methyltestosterone  N.F.-5  mg. 

AndroidJlO 

Methyltestosterone  N.F.-10  mg. 

AndroidI  25 

Methyltestosterone  N.F.  -25  mg. 


If  priapism  or  other  signs  of  excessive  sesuai  stimulat 
develop,  discontirsue  therapy.  In  the  male,  prolonged  administration 
excessive  dosage  may  cause  inhibition  of  testicular  function,  tft 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  ct 
iouily  in  young  boys  to  avoid  premature  epiphyseal  closure  or  s 
cocious  sexual  development.  Hypersensitivity  and  gynecomastii  I 
occur  rareSy.  PBi  may  be  decreased  in  patients  taking  androg 
Hypercalcemia  may  occur,  particularly  during  therapy  for  meta! 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontirtued 

ADVERSE  REACTIONS;  Cholestatic  Jaundice  ® Ohgospermia  ami 
creased  eiacufatory  volume,  e Hypercalcemia  particularly  in  pstse 
with  metastic  breast  carclnsms.  This  usually  indicates  proiression 
bone  metastases.  * Sodium  and  water  retention,  » Priapism  « Vu 
zalion  in  female  patients  * Hypersensitivity  and  gynecomastia 

OOSACE  ANQ  ADktINISTRATfON;  Dosage  must  be  stricly  individyahi 
as  patier^ts  vary  widely  in  requirements.  Daily  requirements  are  b 
administered  in  divided  doses.  The  following  chart  is  suggested  as 
average  daily  dosage  guide. 

INDICATlOf^ 
in  the  male: 

Eunuchoidism  and  eunuchism  10  to  40  n 

iVlale  climacteric  symptoms  arid  impotence 
due  to  arsdrogen  deficiency  10  tQ40r 

Postpuberal  cryptorchism  30  r 

HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60.  250. 


Write  for  Literature  and  Sampies 

THE  BROWN  PHARMACEUTICAL  CO.,  IN* 

2500  West  6th  Street,  Los  Angeles,  California  90057 
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EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Iswe,  L.  R.  -Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  R#pres«ntativ*s 
Suite  126-BC,  The  Benson,  Jertkintown  19046  Telaphono:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 

■v'™'  ■ 


E-Myciri 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The-  Upjohn  Company,  Kalamazoo,  Michigan  49001 


^ 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


You  are  cordially  invited  to  attend 

the  Twenty-Fifth  Annual  State  Dinner 

Wednesday  Evening 
October  25, 1972 


Host  Farm  Resort  Motel 
Lancaster,  Pennsylvania 
Reception 

(Compliments  of  Parker  and  Co.,  Inc.,  of  Pennsylvania  and  Argonaut  Insurance  Company) 

• Dinner  • Dancing 

• Installation  of  the  123rd  President  of  the  Pennsylvania  Medical  Society. 

m Presentation  of  Past-President’s  Medallion  to  George  P.  Rosemond,  M.D.,  122nd  President. 

• Presentation  of  State  Benjamin  Rush  Awards. 


* IMPORTANT  NOTICE:  The  Host  Farm  Resort  Motel  operates  under  the  American  Plan — breakfast  and  dinner  are  included  in  room  charge.  Therefore, 
house  guests  will  receive  State  Dinner  tickets  subject  only  to  a $2.50  surcharge  per  person.  The  surcharge  is  the  result  of  the  menu  selected  for  State 
Dinner  and  will  be  added  to  room  charges.  Tickets  for  those  not  registered  at  the  hotel  will  be  $10.00  per  person.  Both  registered  and  non-registered 
persons  may  pick  up  their  State  Dinner  tickets  during  Annual  Session  at  the  PMS  registration  desk  which  will  be  located  in  the  Host  Farm  lobby. 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

OiREBRO.NIClN'^  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains:- 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  . , . 100  mg. 

Ascorbic  Acid  .....100  mg,  • Thiamine  HCI  25  mg. 

I-Olutamic  Acid  ...... .50  mg.  • Niacinamide  ...... .5  mg. 

Riboflavin  ....... .2  rag.  • Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INDICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DDSAGE;  One  capsule  three  times 
dally  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscte  tremor  and  con- 
vulsions. 

CONTRAINDICATIONS;  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  for  literature  and  samples  . . . 

fewoiVJjfc  the  brown  PHARMACEUTICAL  CO, 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


'AVAIUBLE  ION  REttUEST;  Ronald  I.  Goidberg.  M.D.  S Ftaiiklin  I.  Shoman,  M.®. 
Opuble-biind  study  on  the  treatment  of  mentally  c&n, fused  patients.  ReprinUd 
L^frpm  the  Journal  of  the  American  Geriatrics  Society,  VoL  XU.  No,  6.  June 
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The  Honorary  Fellowship  of  the 
fRoyal  College  of  Physicians  and  Sur- 
geons of  Glascow,  Scotland,  has  been 
awarded  to  MARK  M.  RAVITCH, 
M.D.,  surgeon-in-chief  of  Montefiore 
Hospital,  Pittsburgh.  Dr.  Ravitch,  who 
is  a professor  of  surgery  at  the  Universi- 
ty of  Pittsburgh  School  of  Medicine,  is 
the  first  United  States  surgeon  to  re- 
ceive this  distinction. 


DR.  RAVITCH  DR.  LEOPOLD 


ROBERT  L.  LEOPOLD,  M.D.,  has 
been  promoted  to  chairman  of  the 
department  of  community  medicine  at 
the  University  of  Pennsylvania  Medical 
School.  He  is  professor  of  community 
{medicine  and  of  community  psychiatry. 
rDr.  Leopold  will  resign  from  his  posi- 
tion as  director  of  the  West 
►Philadelphia  Mental  Health  Consor- 
;tium  but  will  continue  to  serve  as  a con- 
isultant. 

I ROBERT  SADOFF,  M.D.,  Jenkin- 
nown,  has  been  appointed  assistant 
mrofessor  of  clinical  psychiatry  at  the 
■University  of  Pennsylvania  Medical 
School. 

CHESTER  M.  BERLIN,  JR.,  M.D., 
has  been  appointed  interim  assistant 
dean  for  student  affairs  and  chairman 
of  the  medical  selection  committee  at 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University.  He  will 
continue  to  serve  as  associate  professor 
of  pediatrics  and  pharmacology. 

WILLIAM  S.  VAUN,  M.D.,  has 
been  named  acting  dean  of  the  school  of 
continuing  education  at  Hahnemann 
Medical  School  and  Hospital.  Dr.  Vaun 
is  also  an  associate  professor  of  medi- 
cine at  Hahnemann. 

FRANCIS  D.  VENTURA,  M.D., 
Morristown,  received  the  PMS  Fifty- 
Year  Award  from  the  Montgomery 
pounty  Medical  Society. 

I The  Strittmatter  Award  has  been 
presented  by  the  Philadelphia  County 
Medical  Society  to  SAMUEL  B. 
RHADDEN,  M.D.  for  his  contributions 
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.'s  in  the  news 

as  a teacher,  for  services  to  organized 
medicine,  and  for  work  in  the  field  of 
group  psychotherapy.  He  has  served  for 
many  years  as  director  of  neuro- 
psychiatry at  Presbyterian  University 
Hospital. 

Children’s  Hospital  of  Philadelphia 
has  named  DAVID  CORNFELD, 
M.D.,  as  acting  physician-in-chief  and 
acting  chairman  of  the  department  of 
pediatrics  at  the  University  of  Pennsyl- 
vania School  of  Medicine.  Dr.  Cornfeld 
is  a professor  of  pediatrics  at  the  medi- 
cal school  and  has  been  director  of  the 
hospital’s  outpatient  service  for  the  past 
ten  years. 

ROBERT  C.  MACKOWIAK,  M.D., 
associate  professor  of  physiology  and 
assistant  professor  of  medicine  at  Jef- 
ferson Medical  College  of  Thomas  Jef- 
ferson University,  has  been  named  as- 
sistant dean  for  student  affairs.  ROB- 
ERT P.  GILBERT,  M.D.,  whom  he 
succeeds,  has  been  appointed  director 
of  Jefferson’s  regional  medical  pro- 
gram. 


DR.  MACKOWIAK  DR.  FITTS 


WILLIAM  T.  FITTS,  JR.,  MD., 
professor  of  surgery  at  the  University  of 
Pennsylvania  School  of  Medicine,  has 
been  named  John  Rhea  Barton 
Professor  and  chairman  of  surgery  ef- 
fective July  I,  1972.  Dr.  Fitts  is  presi- 
dent of  the  American  Trauma  Society 
and  editor  of  the  Journal  of  Trauma. 
He  is  a member  of  the  American 
College  of  Surgeons,  the  Society  of 
University  Surgeons,  the  Philadelphia 
Academy  of  Surgery,  and  the  American 
Surgical  Association.  He  serves  on  the 
advisory  board  of  the  American 
Journal  of  Surgery  and  on  the  advisory 
committee  on  trauma  of  the  Surgeon 
General  of  the  U.S.  Army. 

SYLVIA  S.  YEDINSKY,  M.D.,  as- 
sistant professor  of  clinical  psychiatry 
at  the  University  of  Pennsylvania 
School  of  Medicine  and  associate  psy- 
chiatrist at  Pennsylvania  Hospital,  has 


been  named  coordinator  of  the  psychia- 
tric liaison  service  at  Pennsylvania 
Hospital. 

LEONARD  I.  GOLDMAN,  M.D., 
Elkins  Park,  has  been  appointed 
visiting  associate  professor  at  Rocke- 
feller University  in  New  York  City  and 
visiting  physician  to  the  university’s 
hospital  under  a U.S.  Public  Health 
Service  fellowship.  He  is  associate 
professor  of  surgery  at  Temple  Univer- 
sity Health  Sciences  Center. 

W.  ROBERT  FELIX,  JR.,  M.D.,  as- 
sociate professor  of  surgery  at  Medical 
College  of  Pennsylvania,  has  been 
elected  secretary  and  a member  of  the 
board  of  directors  of  the  Aero-Medical 
Services  Association,  an  advisory 
agency  for  air  ambulance  and  medical 
transportation  emergency  coordina- 
tion. 

A new  associate  director  of  the  Insti- 
tute for  Cancer  Research  has  been 
selected.  He  is  ALTON  I.  SUTNICK, 
M.D.,  associate  professor  of  medicine 
at  the  University  of  Pennsylvania,  a 
visiting  professor  at  Medical  College  of 
Pennsylvania,  and  associate  editor  of 
the  Annals  of  Internal  Medicine. 

LEONARD  S.  GIRSH,  M.D., 
Jenkintown,  director  of  the  allergy 
department  at  St.  Christopher’s  Hospi- 
tal for  Children,  has  been  invited  to 
contribute  a chapter  on  the  effects  of  air 
pollution  on  bronchial  asthma  for  the 


HENBY  BRODY,  M.D.,  Elkins  Park, 
right,  received  an  honorary  plaque 
oresented  by  Earl  Perloff,  left,  honor- 
ary president  of  Albert  Einstein  Medi- 
cal Center  on  the  occasion  of  Dr. 
Brody's  retirement  from  his  duties  as 
division  chairman  and  chief  of 
laboratories  at  the  Northern  Division. 
Emeritus  Professor  Brody  completed 
more  than  thirty  years  of  teaching  in 
addition  to  his  administrative  duties. 
Irving  Young,  M.D.,  Elkins  Park,  will 
succeed  Dr.  Brody  as  division 
chairman. 
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1972  edition  of  the  Annual  Review  of 
Allergy. 

PAUL  S.  FRIEDMAN,  M.D., 
Philadelphia,  has  been  appointed  to  the 
new  council  on  cardiovascular  radio- 
logy of  the  American  Heart  Associa- 
tion. Council  attention  will  focus  on  the 
application  of  radiology  to  car- 
diovascular disease  and  will  include 
consideration  of  nuclear  medicine  and 
ultra  sound. 

AUSTIN  T.  SMITH,  M.D.,  Phila- 
delphia, and  LAWRENCE  S.  CAREY, 
M.D.,  Drexel  Hill,  have  been  presented 
with  PMS  Fifty-Year  Awards  in  recog- 
nition of  fifty  years  of  medical  service 
by  the  Philadelphia  County  Medical 
Society. 

The  Philadelphia  Society  for  Adoles- 
cent Psychiatry  has  elected  new  of- 
ficers. E.  GARDNER  JACOBS,  M.D., 
has  been  named  president;  LEVON  D. 
TASHJIAN,  M.D.,  vice-president;  and 
HARRIET  WELLS,  M.D.,  secretary- 
treasurer.  All  three  are  members  of  the 


staff  at  the  Institute  of  Pennsylvania 

Hospital. 

WILBUR  R.  HUNT,  M.D.,  Al- 
legheny County  commissioner,  has 
been  appointed  to  the  National  Adviso- 
ry Council  for  Disease  Control  of  the 
Health  Services  and  Mental  Health  Ad- 
ministration. 

RUBIN  TENICELA,  M.D.,  Pitts- 
burgh, associate  professor  of  anesthesi- 
ology at  the  University  of  Pittsburgh 
School  of  Medicine  and  head  of  the 
pain  treatment  center  at  Presbyterian- 
University  Hospital,  has  gone  to  the 
Far  East  to  study  acupuncture  methods 
of  pain  control.  Upon  his  return,  he  in- 
tends to  set  up  a six-month  pilot  study 
with  the  objective  of  establishing  an 
acupuncture  center  at  the  University  of 
Pittsburgh. 

EVAN  G.  PATTISHALL,  JR., 
M.D.,  chairman  of  behavioral  sciences 
at  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty is  the  recipient  of  a federal  grant 


renewal  in  the  amount  of  $19,745  fc  j 
research  in  undergraduate  behavioi, 
RICHARD  L.  NAEYE,  M.D 
chairman  of  pathology  at  the  Hershe  * 
Medical  School,  has  received  $2,50  I 
from  Columbia  University  for  morphi 
metric  studies. 

S.  PHILIP  LAUCKS,  M.D.,  Yorl  ^ 
has  accepted  a position  as  coordinate 
for  the  department  of  psychiatry  i ® 
York  Hospital.  He  resigned  his  post  a 
superintendent  of  Harrisburg  Statiio 
Hospital,  a position  he  has  held  sine j 
1969,  effective  October  6. 

The  Pennsylvania  Prison  Society,  * 
United  Fund  Agency,  has  elected  a ^ 
president  THOMAS  W.  GEORGES 
JR.,  M.D.,  associate  vice-president  c 
Temple  University  Health  Science  i 
Center.  I 

DAVID  L.  SAWHILL,  M.D.,  hail 
been  appointed  assistant  professor  oil 
pathology  and  director  of  clinical  pa 
thology  at  the  Medical  College  of  Pennt 
sylvania. 


new  nnembers 


CUMBERLAND  COUNTY; 

John  B.  Sabol,  M.D.,  510  S.  College  St.,  Carlisle  17013. 

DAUPHIN  COUNTY: 

Richard  J.  Hildebrandt,  M.D.,  Milton  S.  Hershey  Medical 

Center,  Hershey  17033. 

Ottis  L.  Layne,  M.D.,  6360  Chelton  Ave.,  Harrisburg  1 71 1 2. 

Allan  Lipton,  M.D.,  Milton  S.  Hershey  Medical  Center,  Hershey 
17033. 

Frank  J.  Travisano,  M.D.,  2247  N.  Front  St.,  Harrisburg  17110. 
Barbara  K.  Williams,  M.D.,  4517  Custer  Dr.,  Harrisburg  17110. 

DELAWARE  COUNTY: 

Susan  D.  Gisser,  M.D.,  42  Conshohocken  State  Rd.,  Bata 
Cynwyd  1 9004. 

Geoffrey  P.  Radoff,  M.D.,  2193  W.  Chester  Pike,  Broomall 
19008. 

Raul  Yankelevich,  M.D.,  20  W.  Montgomery  Ave.,  Ardmore 
19003. 

FAYETTE  COUNTY: 

Ernest  E.  Somers,  M.D.,  84  Ben  Lomond  St.,  Uniontown  15401. 

FRANKLIN  COUNTY: 

Douglas  B.  Hess,  M.D.,  Shady  Grove  17256. 

LACKAWANNA  COUNTY: 

Mario  J.  Sebastianelli,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 

LANCASTER  COUNTY: 

Howard  A.  Platt,  M.D.,  822  Marietta  Ave.,  Lancaster  1 7603. 

R.  Clair  Weaver,  M.D.,  1059  Olde  Hickory  Rd.,  Lancaster 
17601. 

J.  Albert  Schulz,  M.D.,  164  Hamilton  Rd.,  Lancaster  17603. 

LEHIGH  COUNTY: 

Stanley  E.  Zeeman,  M.D.,  2947  Chew  St.,  Allentown  18104. 

John  J.  Stasik,  Jr.,  M.D.,  Allentown  Hospital,  Allentown  18103. 
Joseph  J.  Zaladonis,  M.D.,  1809  Columbine  Ave.,  Bethlehem 
18018. 
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LUZERNE  COUNTY: 

Nicholas  A.  Martyak,  M.D.,  337  W.  Diamond  Ave.,  Hazletoi 

18201. 

Carl  Teitelbaum,  M.D.,  13  Summitview  Dr.,  Mountaintop  18707.| 

MONTOUR  COUNTY:  ] 

John  W.  Yunginger,  M.D.,  One  Holly  Court,  Canville  17821. 

NORTHUMBERLAND  COUNTY:  I 

Fred  M.  Schreck,  M.D.,  201  Mill  St.,  Danville  17821.  , 

PHILADELPHIA  COUNTY: 

Chetwynd  E.  Bowling,  M.D.,  220  E.  Mermaid  Lane,  Philadelphia 
19118. 

Sara  Bishop,  M.D.,  705  N.  8th  St.,  Apt.  2R,  Philadelphia  19147. 
Hikon  Chon,  M.D.,  519  S.  42nd  St.,  Philadelphia  19104.  i 

Henry  P.  Close,  M.D.,  660  Rittenhouse  Lane,  Strafford  19087. 
Guy  H.  Chan,  M.D.,  334  S.  Lawrence  St,  Philadelphia  19106. 

Julieto  P.  Eltanal,  M.D.,  Misericordia  Hospital,  Philadelphia 
19143. 

Monton  J.  Gollub,  M.D.,  1616  E.  Willow  Grove  Ave.. 
Philadelphia  191 18. 

Oscar  E.  Heim,  M.D.,  Woodmont  N.,  Apt  A23,  Downingtown 
19335. 

Louis  D.  Hoffstein,  M.D.,  1421  Cherry  St,  Philadelphia  19102. 
John  B.  Houston,  M.D.,  5010  Castor  Ave.,  Philadelphia  19124. 
Woodrow  W.  Lindenmuth,  M.D.,  Yale  New  Haven  Hospital, 
E600MU,  New  Haven,  Conn.  06504. 

Richard  M.  Monihan,  M.D.,  Box  487  Koror,  Palan  W.  Caroline 
Islands  96940. 

Charles  E.  Schwartz,  M.D.,  Cottage  225,  Sea  Island,  Ga.  31561. 
Jules'  A.  Sherman,  M.D.,  250  174th  St,  Miami  Beach,  Fla. 
33160. 

ArlyneT.  Shockman,  M.D.,  VA  Hospital,  Philadelphia  19104. 
Cornelius  Stephany,  M.D.,  School  House  Lane  & Wissahickon 
Ave.,  Philadelphia  19155. 

David  C.  Sun,  M.D.,  VA  Hospital  No.  4,  7th  & Indian  School  Rd., 
Phoenix,  Arizona  85012. 

Alexander  Witkow,  M.D.,  VA  Center,  Wilshire  & Sawtelle  Blvd., 

Los  Angeles,  Cal.  90073. 

SCHUYLKILL  COUNTY: 

Benjamin  B.  Platt  M.D.,  330  S.  Centre  St,  Pottsville  17901. 

PENNSYLVANIA  MEDICINE 


^Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

'In  much  of  the  Far  East,  the  analgesic  efficacy  of 
jEmpirin®  Compound  with  Codeine  would  prob- 
jibly  be  measured  against  acupuncture,  an  ancient 
llind  traditional  therapeutic  system. 

^ In  America,  codeine  sets  such  a high  standard 
:or  oral  analgesia,  that  it  has  become  a criterion  in 
;erms  of  which  other  major  oral  analgesics  are  most 
aften  measured. 

Synthetic  and  other  oral  analgesics  ma 
affer  some  of  the  properties  of  codeine,  but 
lot  one  can  provide  both  its  benefits 
ind  potency.  And  codeine  provides 
m antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
:retion,  and  where  state  law  permits,  a pre- 
cription  for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
imes  in  six  months. 

Empirin  Compound  with  Codeine 
Vo.  3 contains  codeine  phosphate 
'^32.4  mg.)gr.  i/^-  No.  4 contains  codeine 
bhosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
nay  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
gr-3yz,p 
ace  tin  gr. 

21/2,  caf- 
feine gr.  Y2. 

Bottles  of 
100 
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orry,  frustration,  job  pressure— all 
t up  excessive  vagal  currents  in 
■tients  with  peptic  ulcer. 
Pro-Banthme"insulates"tlie  stom- 
h,  the  duodenum  and  the  lower 
itestinal  tract — the  sites  where 
,ese  destructive  currents  take  their 
ill 

This  "insulation"  helps  block  ex- 
ssiva  enteric  activity  and  acidity, 
ms  helping  to  provide  the  proper 
•vironment  for  the  healing  of  pep- 
ulcers. 

It's  nice  to  know  that  Pro-Banthine 
rovides  this  protection  at  a dosage 
at  causes  little  or  no  discomfort 
dthat,  unlike  ataractic  agents.  Pro- 
thine  does  not  cloud  the  patient's 
wareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 
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with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 
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Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
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sequent adjustment  to  the  patient's  require- 
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Continuing  Education  in  Psychiatry 


Do  General  Physicians  Need  It? 

PAUL  JAY  FINK,  M.D. 

Philadelphia 


EDICAL  EDUCATORS  agree 
that  every  doctor  should  know 
low  to  "handle”  his  patients,  have  a 
»ood  “bedside  manner,”  and  be  able  to 
ieal  with  emotional  and  mental 
iisorders  when  they  arise  in  his  prac- 
tice. However,  there  is  very  little 
agreement  on  how  the  doctor  achieves 
this  expertise.  Many  feel  that  every 
jhysician  is  a psychiatrist  without 
portfolio  by  virtue  of  his  education 
and  life  experience.  There  is  no  doubt 
that  each  medical  practitioner  has  his 
own  style  of  personal  interaction  with 
people  and  patients  which  "works”  for 
him. 

Continuing  education  in  psychiatry 
should  help  to  make  him  better  at  what 
he  is  able  to  do  and  help  him  to  know 
what  he  can’t  or  shouldn’t  do.  It 
should  provide  the  framework  for  edu- 
cational action  by  addressing  itself  to 
knowledge,  skills,  and  attitudes. 

Helping  physicians  to  know  what 
their  own  attitudes  are  and  altering 
these  attitudes  through  some  educa- 
tional process  is  one  major  goal  of 
continuing  education  in  psychiatry. 
What  makes  this  so  unpopular  and  of- 
tentimes disturbing  are  the  physician 
attitudes,  beliefs,  prejudices,  uncon- 
scious motivations,  and  personal  (un- 
scientific) responses  which  stand  in  op- 
position to  it.  A course  in  reading 
EKG’s  does  not  require  any  changes  in 
personal  feelings  or  attitudes.  One 
learns  the  data,  commits  it  to  memory, 
applies  it  to  past  cases  studied  during 
the  training  period  and  expects  suf- 
ficient recall  to  prevail  after  the 
training  program  is  completed.  The 
entire  course  involves  education  in 
knowledge  and  skills — not  attitudes. 

Termimolo©'  Important 

There  are  several  key  terms  which 
relate  intimately  to  this  subject.  These 
include  encounter,  sensitization,  thera- 
py, relevance,  habits,  resistances,  and 
fears.  How  these  terms  fit  into  the  sub- 


ject of  continuing  education  must  be 
understood  before  we  can  expect  to  de- 
velop reasonable  educational  objectives 
and  goals  or  to  design  acceptable  and 
useful  educational  methods. 

Encounter  and  sensitization  convey 
the  concept  of  confronting  the  student 
(i.e.  the  doctor)  with  himself.  By  en- 
counter I mean  the  open-ended,  self- 
revelatory,  non-directive  experiences 
which  are  not  supposed  to  be  educa- 
tional and  which  have  inherent  dangers 
related  to  the  lack  of  adequate  built-in 
systems  for  stopping  the  process.  Sensi- 
tization, on  the  other  hand,  is  the  use  of 
controlled  techniques  which  are 
designed  to  help  the  learner  personalize 
rather  than  generalize,  feel  rather  than 
think,  and  open  up  rather  than  close 
down.  In  contrast  to  therapy  which  in- 
volves a person  in  conflict  seeking  help, 
sensitization  leaves  a great  deal  of  the 
“process”  to  the  learner.  He  can  still 
avoid  looking  at  his  own  responses  but 
with  greater  difficulty  than  he  would 
have  if  he  were  in  a traditional,  educa- 
tional set  up.  To  illustrate  some  of  the 
distinctions  which  are  being  drawn,  let 
me  use  the  example  of  showing  a por- 
nographic homosexual  film  to  a group 
of  students.  If  the  leader  showed  this 
film  with  no  preliminary  explanation  or 
followed  the  viewing  with  a penetrating 
personalized  search  of  the  individuals’ 
own  homosexual  feelings,  that  would  be 
an  encounter  type  of  experience  and 
could  be  dangerous.  If  the  teacher  in- 
troduced the  film  with  the  idea  that 
each  person  should  be  aware  of  what 
feelings  the  film  caused  him  to  feel  and 
whether  he  learned  anything  from 
seeing  it,  and  the  discussion  following 
the  film  was  short,  goal-directed,  and 
avoided  confessions  or  too  great  a 
degree  of  personalization,  that  would 
be  sensitization.  Each  individual  would 
be  reached  by  the  film,  the  directions, 
and  the  discussion.  The  unspoken  edu- 
cational objective  is  to  help  the  student 
become  aware  of  his  false  beliefs  about 
homosexuality  not  by  listening  to  words 


‘The  term  “continuing 
education”  is  a much 
maligned  and  misunderstood 
concept.  In  general  it  should 
mean  the  development  in  a 
physician  of  a pattern  of 
continual  learning.  This 
necessitates  the  deliverence 
of  the  physician  from  two 
concepts  which  are 
crippling...  the  first  is  that  he 
has  to  know  everything...  and 
the  second  is  that  he  has  to 
do  everything  and  do  it  well.’ 
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On  this  page  the  author  asks  questions  such  as  these: 

Do  patients  who  don’t  listen  to  me  irritate  me?  \ 

Do  my  patients  listen  to  my  advice  andlor  fill  my  prescriptions?  ’ 

How  many  patients  annoy  me  because  they  are  emotionally  upse, 

Do  I let  patients  know  in  some  way  that  my  only  interest  is 
physicai  illness? 

Do  I joke  about  psychiatrists,  nutty  patients,  marital  problems,  i 
crocks,  hysterics,  etc? 

The  answers  indicate  whether  a continuing  course  in  psychiatry  ' 
would  be  helpful  to  you. 

- 


in  a lecture  which  would  not  be 
believed,  but  by  becoming  personally 
involved  in  reorganizing  his  own  atti- 
tudes and  being  open  to  learning  new 
ones. 

Each  physician  has  his  own  style  of 
practice  and  of  relating  to  his  patients. 
He  has  developed  habits  of  inter- 
viewing, problem  solving,  and  in- 
teracting, not  only  with  his  own  pa- 
tients but  with  his  family  and  friends  as 
well.  He  has  a well-oiled  system  of 
conscious  and  unconscious,  verbal  and 
non-verbal,  methods  of  opening  inter- 
views, closing  off  discussions,  reducing 
his  personal  anxiety,  and  exhibiting  his 
knowledge  and  position.  In  most  situa- 
tions those  maneuvers  serve  him  well, 
and  he  is  able  to  satisfy  his  patients, 
especially  if  their  problems  are  acute 
and  uncomplicated  and  his  solutions 
are  correct  and  successful.  There  is  no 
question  that  the  general  physician  de- 
velops a personalized  brand  of  psycho- 
therapy which  works  and  does  help  pa- 
tients. Zaborenko  et  al.*  have  shown 
how  well  these  styles  work  and  how 
continuing  education  should  be  de- 
signed to  exploit  the  best  aspects  of 
these  styles  and  not  work  toward  the 
destruction  of  these  styles.  Not  only 
must  the  psychiatric  teachers  be  sensi- 
tive to  and  understand  the  personality 
differences  found  among  physicians, 
but  the  doctors  must  try  to  understand 
their  own  fears  of  psychiatry  and  the 
many  resistances  they  have  toward 
learning  it  as  part  of  continuing  educa- 
tion and  toward  changing  their  atti- 
tudes and  behaviors  sufficiently  to 
make  such  continuing  education  truly 
eTective  by  altering  these  practice  pat- 
terns. 

Courses  Must  Fill  Need 

The  key  word  then  is  relevance.  The 
courses  or  programs  must  be  desired 
and  must  fulfill  that  need.  One  of  the 
problems  with  this  concept  is  that  very 
often  the  primary  physician  is  uncon- 
scious of  his  need  or  is  satisfied  with 
himself  even  when  his  patient  rela- 
tionships could  be  improved. 

In  order  to  see  whether  he  needs  a 
course  in  psychiatry,  the  physician 
should  ask  himself  the  following  ques- 
tions: 

1.  Am  1 irritated  by  patients  who  don’t 

listen  to  me? 

2.  Do  my  patients  accept  my  advice 

and/or  fill  my  prescriptions? 


3.  Am  I worried  about  my  patient 
liking  me? 

4.  Do  I have  too  many  people  telling 
me  their  problems  when  I don’t  know 
what  to  tell  them? 

5.  Do  I have  too  few  people  telling  me 
their  problems  meaning  that  they 
don’t  see  me  as  a confidant? 

6.  Do  many  patients  annoy  me  because 
they  are  emotionally  upset? 

7.  Do  I let  patients  know  in  some  way 
that  my  only  interest  is  physical 
illness? 

8.  Do  I joke  about  psychiatrists,  nutty 
patients,  marital  problems,  crocks, 
hysterics,  etc.? 

9.  Do  I demean  psychiatry  by  calling 
psychiatrists  "shrinks,”  emotionally 
disturbed  people  "nuts,”  or  people  I 
can’t  handle  or  help  "pains  in  the 
ass”? 

If  a number  of  these  questions  are  an- 
swered affirmatively,  the  doctor  should 

consider  taking  a course  in  psychiatry 

or  related  subjects. 

The  program  must  be  designed  to  be 


relevant  to  the  physician’s  practice.  A: 
1 have  indicated,  it  takes  someone  wh« 
has  some  awareness  of  his  own  attitude! 
towards  disease,  patients,  menta 
health,  mental  illness,  problems  of  ev 
eryday  life,  and  his  own  practice  pat: 
terns  to  recognize  a personal  need  it 
himself  for  continuing  education  ii 
psychiatry.  Part  of  the  difficulty  com© 
from  the  traditional  focus  of  continuinj 
education  on  diagnosis  and  dispositiol 
without  adequate  consideration  of  atti 
tudes  which  interfere  with  the  use  o 
knowledge  and  skills.  Such  knowledgi 
would  very  naturally  lead  to  thi 
preparation  of  physicians  for  better  un 
derstanding  of  and  relationships  witi 
all  other  professionals  and  would  even 
tually  make  continuing  education  ef 
forts  interdisciplinary  and  multi 
dimensional. 

Fostering  mutual  understanding  be 
tween  the  psychiatric  (mental  health 
profession  and  all  other  branches  d 
medicine  through  continuing  educatioi 
in  psychiatry  is  hindered  by  the  "giver! 


42 


PENNSYLVANIA  MEDICINE 


laker”  model  which  we  have  had  to 
|dopt  in  order  to  sell  our  product  to  the 
I onpsychiatric  physicians.  It  would  be 
lar  better  if  the  consumer  would  request 
iuch  programs  and  could  participate 
ctively  in  the  planning  and  the  execu- 
ion  of  such  courses.  The  amount  of 
earning  would  be  markedly  increased, 
nd  the  amount  of  resistance  to 
earning  the  subject  would  be  markedly 
educed.  To  facilitate  such  invitations 
ly  the  consumer  physicians,  the  interest 
tiust  come  from  within.  The  above  list 
tf  questions  would  be  threatening  and 
iffensive  if  asked  by  a psychiatrist  but 
TOuld  be  stimulating  and  interesting  if 
isked  by  a peer.  Peer  involvement  and 
leer  stimulation  is  needed  in  the  field  of 
continuing  education  to  make  it  useful 
md  relevant  to  the  consumer  and  to 
iielp  the  psychiatric  teacher  in  con- 
inuing  education  to  address  himself 
nore  directly  to  needs  expressed  by 
hose  enrolled  in  his  courses. 

A word  of  caution,  however,  is 
needed  at  this  point.  It  is  not  only  the 
elt  needs  of  the  general  physicians 
vhich  are  important.  Because  of  the 
pecial  nature  of  the  field  of  psychiatry, 
here  are  also  areas  of  expertise  and 
lidden  educational  objectives  in  the  de- 
i'elopment  of  continuing  education 
nrograms.  Among  these  are  the  con- 
:epts  of  personal  sensitization,  in- 
trospection, development  of  empathy, 
phannelling  of  helping  energies,  under- 
itanding  human  relations,  and  concepts 
)f  communication. 

I The  term  “continuing  education”  is  a 
much  maligned  and  misunderstood 
concept.  It  should  mean  the  develop- 
nent  in  a physician  of  a pattern  of  con- 
inual  learning.  This  necessitates  the 
leliverance  of  the  physician  from  two 
concepts  which  are  crippling  to  his  life 
jityle  and  his  learning  patterns.  The  first 
is  that  he  has  to  know  everything  and  be 
capable  of  instant  recall,  and  the  second 
s that  he  has  to  be  able  to  do  everything 
iind  lo  it  well.  We  joke  about  the  om- 
lipotence  and  the  omniscience  of  the 
)hysician,  but  these  are  perpetuated  by 
medical  education  and  by  patients  and 
liave  so  much  personal  gratification  for 
ihe  physician  that  it  is  almost  unpa- 
ixiotic  to  attack  the  idea — let  alone  seek 
jts  removal.  It  should  be  noted  that  al- 
hough  this  paper  deals  with  more 
I'ormal  continuing  education  matters 
iuch  as  programs  and  courses,  the  use 
')f  consultations,  computers,  self- 


learning devices,  audio  and  video  tapes, 
etc.  are  all  part  of  the  general  category 
of  continuing  education  and  apply  to 
psychiatry  as  well  as  all  other  branches 
of  medicine. 

Models  for  Continuing 
Education  in  P^chiatiy 

Over  the  past  two  decades  several 
models  have  evolved  for  teaching  psy- 
chiatry to  non-psychiatrists.  Some  have 
been  successful.  Other  have  been  poor 
both  in  delivery  and  reception.  It  is  ac- 
knowledged that  we  have  not  yet 
devised  an  evaluation  of  continuing  ed- 
ucation procedures  which  answers  the 
crucial  question  of  whether  the  course 
caused  the  physician  to  change  his  be- 
havior and  attitudes.  The  direct  obser- 
vation of  the  physician  in  his  office  by 
the  evaluator  before  and  after  the  edu- 
cational procedure  is  prohibitive  in 
terms  of  cost  and  confirmation.  This 
means  that  we  must  continue  to  use 
inexact  data  in  our  evaluation  guides. 

Model  No.  I - The  Didactic  Course  - 
This  is  generally  recognized  as  a failure 
but  continues  as  the  most  common  type 
of  offering  in  continuing  education  in 
psychiatry.  It  is  the  least  costly  and  the 
easiest  to  do.  It  does  not  address  itself  to 
the  needs  of  the  learner  but  is  based  on 
the  presumption  that  we  (the  experts) 
know  what’s  good  for  them  (the  igno- 
rant). It  is  so  designed  that  there  is 
limited  feedback  and  in  many  situations 
the  teacher  changes  from  session  to  ses- 
sion so  that  he  has  no  way  to  measure 
his  success  in  communicating  with  the 
learners.  Exceptions  are  those  courses 
which  deal  with  a specific  limited  sub- 
ject such  as  sexual  problems,  hypnosis, 
adolescence,  drug  therapy,  etc. 

Model  No.  2 - Training  in  Inter- 
viewing - This  is  a course  in  which  a pa- 
tient is  interviewed  directly  in  front  of 
the  class  by  the  psychiatrist  or  through 
a one-way  mirror.  The  introduction  of 
the  patient  to  the  setting  is  an  important 
element.  It  helps  the  physician  to  see 
immediate  relevance  to  the  situation 
and  to  try  to  understand  the  skills  which 
the  interviewer  is  demonstrating.  An 
important  variation  of  this  technique  is 
to  have  the  interviewing  done  by  the 
learners.  An  added  bonus  occurs  when 
a physician  who  is  enrolled  can  get  a 
free  consultation  by  bringing  in  one  of 
his  own  patients  to  be  interviewed. 

Model  No.  3 - The  Case  Presentation 
Model  - This  is  a small  group  discussion 


centered  on  a case  which  is  presented 
by  one  of  those  enrolled.  It  lends  itself 
to  sharing  ideas  and  helping  the 
physician  in  areas  of  diagnosis,  inter- 
viewing, data  collection,  and  disposi- 
tion. It  also  can  lead  to  the  development 
of  spot  checks  on  continuous  cases  and 
a type  of  on-going  supervision  for 
members  of  the  group.  This  must  be  a 
long  term,  on-going  process  to  be  of 
real  value  and  to  reinforce  concepts  suf- 
ficiently to  change  physician  behavior. 

Model  No.  4 - The  Retreat  - The 
Menninger  Foundation  has  been  con- 
ducting retreats  for  business  executives 
and  others.  This  program  has  been  ex- 
panded in  the  past  few  years  with  the 
development  of  special  retreats  for 
physicians.  These  are  highly  structured 
and  carefully  planned  to  include  oppor- 
tunities for  controlled  introspection, 
personal  reflection,  reordering,  integra- 
tion, and  consolidation  of  what  has 
been  learned  and  an  intimate  sharing 
which  can  be  both  disruptive  and  sup- 
portive. These  retreats  are  one  week  in 
length  and  are  staffed  by  skilled  people 
who  understand  the  objectives  of  such  a 
program  and  the  problems  which  can 
arise. 

Model  No.  5 - Symposia  - These  are 
usually  one  or  two-day  affairs  and  are 
either  totally  didactic  or  combine  in 
some  way  didactic  teaching  with  small 
group  or  workshop  sessions.  Their  ef- 
ficiency and  worth  are  directly  related 
to  the  interest  and  motivation  of  the 
participants  and  the  skills  of  the  lead- 
ers. 

Model  No.  6 - Rounds  - This  is  an  ex- 
perimental form  of  continuing  educa- 
tion in  psychiatry  and  has  several  varia- 
tions. It  includes  one-to-one  teaching 
on  wards,  going  on  ward  rounds,  and 
working  with  the  entire  psychiatric 
staff.  This  method  addresses  itself  to  the 
here  and  now  problems  of  the  partici- 
pants and  results  in  immediate  transla- 
tion into  action.  This  is  one  of  the  most 
costly  in  terms  of  teacher  time  and 
therefore  has  not  yet  caught  on  as  a 
popular  method. 

Model  No.  7 - Videotape  and  Other 
Aids  - The  many  devices  which  can 
increase  learning  experience  in  the  area 
of  self-awareness  can  be  applied  to  con- 
tinuing education  programs.  The  use  of 
a videotape  machine  with  instant 
playback  for  examining  performance  is 
one  of  the  most  effective.  The  use  of 
these  devices  as  the  nucleus  around 
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which  to  build  a program  can  facilitate 
learning  on  all  levels  described  in  this 
paper.  Although  gimmickry  is  not 
usually  helpful,  in  the  hands  of  skilled 
people  these  devices  increase  the  poten- 
tial for  learning. 

Model  No.  8 - Simulation  Tech- 
niques and  Role  Playing  - Several 
groups  of  investigators  have  shown  how 
efficacious  the  use  of  actors  and  simula- 
tion techniques  can  be  in  medical  edu- 
cation. These  techniques  stress  active 
learning  and  learner  participation 
which  is  essential  for  learning  on  mul- 
tiple levels.  Trained  actors  help  ensure 
the  fulfillment  of  educational  objec- 
tives. Live,  unrehearsed  patients  make 
the  session  one  of  chance.  Usually  a 
good  teacher  can  turn  any  interview 
session  into  a learning  experience. 
However,  simulations  are  more  reas- 
suring to  the  teacher. 

Role  playing  is  also  a valuable  tech- 
nique. The  informed  role  player  can 
help  the  novice  feel,  while  experiencing 
in  a non-threatening  environment, 
many  things  which  cause  automatic 
defensive  maneuvers  in  the  doctor’s 
(student’s)  office.  These  techniques  can 
both  be  incorporated  into  other  models 
which  have  been  described. 

Some  N ew  Possibilities 

Model  No.  9 - Shared  Teaching 
Model  - Robert  Senescu  has  suggested 
the  model  in  which  the  psychiatrist  and 
the  general  practitioner  share  the  mod- 
erator tasks  in  continuing  education 
programs.  Incorporating  the  use  of  pa- 
tients, the  general  practitioner  partner 
can  demonstrate  his  comfort  or  discom- 
fort in  the  interviewing  role.  Other 
physicians  observing  him  can  learn 
through  the  process  of  identification. 
The  use  of  the  peer  model  and  the  mu- 
tual respect  which  the  two  leaders  dem- 
onstrate for  each  other  are  advantages 
which  are  missing  in  the  other  models 
which  foster  the  "expert-idiot  con- 
tinuum.” The  learners  can  more  easily 
identify  with  a peer  and  can  gain  con- 
fidence in  the  technique.  The  general 
practitioner  in  such  a situation  has  a 
better  appreciation  of  what  his  fellow 
practitioners  experience  from  day  to 
day  in  their  offices  and  can  guard 
against  the  course  becoming  too  ab- 
stract, erudite,  or  irrelevant. 

Model  No.  10  - Using  Friendly  Tal- 
ent - A model  which  1 do  not  think  has 
been  used  is  one  in  which  a psychiatrist 


would  organize  his  referring  general 
physicians  into  a continuing  education 
group.  Since  all  of  the  participants  use 
the  psychiatrist  as  the  specialist  to 
whom  they  refer  their  patients,  we  can 
assume  that  a mutual  respect  and 
friendship  exists.  The  cases  used  could 
be  familiar  to  the  teacher  and  the  work 
accomplished  would  be  highly  prac- 
tical, relevant,  and  useful.  Such  a 
course  could  be  held  weekly  or 
biweekly  and  could  be  done  either  as  a 
public  service  by  the  psychiatrist  or 
with  a specific  financial  arrangement 
decided  in  advance.  Such  a model  has 
some  additional  advantages.  One  is  the 
ability  of  the  psychiatrist  to  help  these 
physicians  to  alter  their  behavior  and 
attitudes  more  easily  than  in  the  other 
models  because  of  their  close  associa- 
tion and  established  trust.  The 
problem  of  distances  is  avoided  and 
the  opportunity  for  long-term  associa- 
tion is  also  ensured.  I do  not  believe 
that  in  such  a plan  familiarity  would 
breed  contempt.  I would  expect  the 
psychiatrist  to  benefit  through  the  edu- 
cation of  his  own  referring  physicians 
and  the  family  doctors  to  gain  most  or 
all  of  the  benefits  which  I have 
described  throughout  this  paper. 

This  list  of  models  is  by  no  means 
complete  or  comprehensive.  It  is  meant 
to  stimulate  ideas  rather  than  to  be  all- 
inclusive. 

The  last  model  described  contains  a 
particular  point  about  organization  and 
administration  of  continuing  education 


Dr.  Fink  is  professor  and  director  of 
the  division  of  education  and 
training  in  the  department  of  mental 
health  sciences  at  Hahnemann  Med- 
ical College  and  Hospital,  Philadel- 
phia. 


programs  in  psychiatry  which  I would 
like  to  stress.  This  has  to  do  with  the 
ever-present  problems  of  recruitment. 
Friends  who  take  a course  together  will 
not  feel  as  vulnerable  as  those  who  are 
strange  to  the  setting  and  the  other  par- 
ticipants. This  principle  should  be  con- 
sidered in  organizing  a program,  and 
every  effort  should  be  made  to  involve  a 
sponsoring  agency  which  will  bring 
together  people  who  have  a common 
bond.  Such  bonds  would  include  hospi- 
tals, county  medical  societies,  other 
professional  societies,  members  of’ 
group  practices,  etc.  Many  program 
directors  have  found  it  useful  to  work 
directly  with  a hospital  or  the  division 
of  medical  education  in  a hospital  in  de-: 
veloping  a program.  This  has  the  ad-t 
vantage  of  bringing  people  who  have' 
some  relationship  to  one  another  into  a' 
program,  leaving  the  recruitment  to  the 
cooperating  agency  and  encouraging 
grass  roots  involvement  in  planning.  It 
also  facilitates  the  use  of  Model  No.  9' 
(Shared  Teaching)  in  which  the  director! 
of  medical  education  or  head  of  thet 
family  practice  unit  works  with  the  psy-  ] 
chiatrist  as  a co-leader.  The  homogene-’ 
ity  relates  more  to  the  participants’  rela- 
tionships to  one  another  than  to  profes-' 
sion  or  role.  Thus  a program  for  all  the 
staff  of  a given  hospital  (including 
doctors,  nurses,  technicians,  and  ad- 
ministrators) whose  common  bond  is 
the  hospital  might  be  preferable  to  a 
program  exclusively  for  doctors  who 
are  strangers  to  one  another.  Working 
directly  with  a hospital  does  facilitate 
including  various  professionals  and 
non-professionals  in  a single  program, 
if  this  is  desired.  It  is  also  possible  to 
have  house  staff  and  attending  staff  par- 
ticipate and  learn  together  when  this 
type  of  arrangement  is  made. 

Conclusion 

As  a psychiatrist,  I believe  con- 
tinuing education  in  the  area  of  mental 
health  and  mental  illness  is  a must  for 
all  physicians.  The  life  of  a physician  is 
arduous  and  has  many  opportunities  for 
disaster  both  in  his  practice  and  in  his 
personal  life.  Physicians  who  partici- 
pate in  well-constructed  continuing  ed- 
ucation programs  have  the  opportunity 
of  observing  themselves  and  changing 
their  attitudes  and  behavior.  Such  edu- 
cational efforts  are  a good  approach  to 
developing  a type  of  life-long  approach 
to  self  awareness.  □ 
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Be  Practical  About  Group  Practice 

LEIF  C.  BECK,  L.L.B. 

Bala  Cynwyd 


This  is  the  first  in  a series  of  articles  by  Mr.  Beck  on  advance  planning  for 
doctors  considering  forming  or  joining  a group. 


I have  previously  described  how  economic  and  govern- 
mental regulatory  factors  are  creating  increasing  pressures 
upon  the  solo  practice  of  medicine.*  These  pressures  are  in 
many  cases  causing  doctors  to  abandon  their  individual 
practices  and  join  together  in  new  joint  practices.  I antici- 
pate that  this  trend  will  continue. 

Practicing  together,  however,  whether  as  partners  or  cor- 
porate shareholder-employees,  involves  a number  of  consid- 
erations absolutely  new  to  the  former  solo  physicians.  While 
the  doctors  involved  may  refer  to  their  attorneys,  accoun- 
tants or  other  advisors  for  guidance  in  determining  the  right 
relationships,  they  should  recognize  that  there  is  absolutely 
no  standard  format.  The  partnership  details  that  have 
worked  for  one  satisfied  group  of  doctors  may  be  inappro- 
priate for  any  other  group  because  of  differences  in  medical 
specialties,  styles  of  practice,  professional  philosophies,  per- 
sonal economic  needs,  and  (above  all)  the  personalities  in- 
volved. 

Recognizing  the  individuality  of  each  prospective  group 
practice,  I prefer  to  review  with  the  doctors  involved  (the 
prospective  partners)  those  considerations  which  should  be 
discussed  and  agreed  upon.  Some  of  these  items  are 
described  below  in  hope  that  they  will  be  useful  both  to 
doctors  planning  joint  practice  and  to  members  of  existing 
groups  interested  in  reanalyzing  their  present  relationships. 

Philosophy  Toward  Group  Practice 

In  my  opinion,  the  most  important  prerequisite  for  a suc- 
cessful group  practice  is  that  the  doctors  involved  have  a 
solid  understanding  and  appreciation  of  how  they  are  going 
to  work  together.  If  they  do  not  basically  agree  on  attitudes 
toward  medical  care,  interchanging  of  patient  responsi- 
bilities and  the  like,  their  relationship  is  unlikely  to  endure. 
Thus,  1 encourage  clients  combining  their  practices  to 
discuss  at  length  their  philosophies  toward  medicine  gener- 
ally and  paiticularly  toward  group  practice.  Even  if  such 
Idiscussions  require  hours  of  the  doctors’  already  scarce 
time,  the  hours  will  be  well-spent  in  avoiding  the  heavy  fi- 
nancial, time,  and  emotional  costs  of  a later  split-up. 

There  are  two  basically  opposite  philosophies  toward 
group  practice,  and  any  group  can  obviously  settle  on  its 
own  attitude  anywhere  in  between.  On  the  one  hand. 

See  ‘‘Changes  Predicted  - Like  It  or  Not"  Pennsylvania 
Medicine,  June,  1972,  pp.  21-22. 


doctors  may  adopt  a “true”  or  “pure”  group  practice  in 
which  all  patients  are  those  of  the  entity  and  are  not  the  re- 
sponsibility of  a particular  physician.  Scheduling  of  patients 
would  be  based  simply  upon  what  doctor’s  schedule  has  the 
open  time,  and  all  patient  records  would  be  merged  into  a 
single  order  with  no  separation  or  coding  by  “responsible” 
physician. 

This  first  alternative  has  an  advantage  in  that  all 
members  of  the  group  might  develop  some  experience  with 
each  patient.  Furthermore,  it  permits  the  doctors  to  divide 
their  patient  load  as  equitably  as  possible,  thus  hopefully 
reducing  an  overload  on  one  doctor  at  a time  when  one  of 
his  partners  might  be  less  busy.  The  disadvantage,  of  course, 
is  that  each  doctor  would  have  less  continuing  personal  con- 
tact with  a single  patient,  which  some  doctors  feel  reduces 
the  quality  of  care  they  can  render. 

The  other  alternative  is  simply  a continuation  of  the 
doctors’  basic  individual  patient  responsibilities,  with  the 
group  practice  merely  offering  expanded  opportunities  for 
coverage  and  professional  peer  consultation.  A patient’s 
regular  appointments  would  be  scheduled  only  with  his 
“regular”  doctor,  although  sick  visits,  emergencies,  night 
and  weekend  hospital  visits,  etc.  could  be  handled  by  any 
partner  scheduled  for  that  time.  While  the  advantage  of  this 
system  is  a doctor’s  ongoing  personal  contact  and  experi- 
ence with  the  patient,  a disadvantage  would  be  his  partners’ 
comparative  lack  of  such  background  in  case  of  emergency. 

I do  not  wish  to  take  sides  in  this  discussion,  but  I am 
surprised  at  doctors  embarking  upon  group  practice  without 
really  understanding  how  they  would  actually  conduct  it.  It 
can  become  an  early  cause  for  a group’s  failure  since  it 
strikes  at  the  members’  basic  views  of  patient  care.  If  the 
doctors  will  not  explore  these  philosophies  before  working 
together,  I do  not  think  they  should  go  on  to  consider  other 
group  practice  details. 

Distribution  of  Income 

The  other  essential  consideration  of  group  practice  is, 
quite  obviously,  how  the  doctors  will  share  in  the  income 
earned  by  their  joint  endeavors.  In  fact,  most  management 
consultants  are  thoroughly  convinced  that  inability  to  cut 
up  the  money  pie  satisfactorily  causes  more  dissension  and 
dissolution  in  medical  groups  than  all  other  factors  com- 
bined. This  is  not  particularly  because  doctors  are  overly 
money-oriented,  but  as  much  or  more  because  (whether  we 
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like  it  or  not)  compensation  is  a common  measure  of  rela- 
tive personal  worth  or  value.  Thus,  both  because  of  eco- 
nomics and  ego,  income  division  policies  are  the  touchiest 
of  problems  in  group  practice. 

How  to  divide  income  is  such  an  important  and  possibly 
complex  subject  that  I will  deal  with  it  separately  in  a suc- 
ceeding issue.  Suffice  it  to  say  for  the  moment  that  the 
problem  requires  the  utmost  of  realistic  analysis  and 
candor. 

Partnership  or  Corporation 

Doctors  planning  to  merge  their  practices  seem  consist- 
ently to  dwell  upon  whether  their  newly  formed  venture 
should  or  should  not  be  in  corporate  form.  While  that 
decision  is  indeed  important,  it  can  and  should  be  deferred 
until  other  details  have  been  settled.  In  fact,  unless  the  eco- 
nomic and  practical  advantages  of  corporate  form  are  over- 
whelming, I prefer  that  the  new  group  start  out  as  a part- 
nership. 

While  offering  well-known  tax  advantages,  the  corporate 
form  is  far  less  flexible  than  a partnership.  Relative  owner- 
ship interests  are  reflected  in  shares  of  stock,  which  must  be 
purchased  and  paid  for,  and  compensation  takes  the  form  of 
salaries  which  should  be  changed  as  infrequently  as  pos- 
sible. Hence,  if  the  initially  agreed  relationships  between  the 
doctors  need  adjustment  after  a period  of  “breaking  in” 
together,  the  changes  can  be  made  far  more  easily  within  a 
partnership. 

Similarly,  it  is  far  simpler,  as  a matter  of  practicality, 
economics,  and  law,  to  dissolve  a partnership  than  a cor- 
poration. If  the  doctors’  venture  into  group  practice  proves 
to  have  been  unwise,  and  they  decide  to  dissolve  after  a year 
or  two,  they  will  minimize  their  frustration  if  only  a part- 
nership is  involved.  Thus  it  is  well  to  avoid  the  corporate 
form  until  the  members’  capacity  to  work  together  satisfac- 
torily has  endured  a reasonable  test  period.  A delay  of  as 
little  as  six  months  or  a year  in  incorporating  represents 
relatively  minor  tax  differences  when  compared  to  the  im- 
portance of  assuring  a satisfactory  long-term  working  rela- 
tionship. 

What  Shall  Be  Group  Income? 

It  is  important  that  the  members  understand  in  advance 
what  income  earned  by  each  physician  is  to  be  shared  by 
the  group  and  what  is  to  be  his  own  personal  income.  There 
are  two  approaches.  On  the  one  hand,  all  income  from  med- 
ical activity,  however  earned,  would  be  treated  as  group  in- 
come. This  theory  would  treat  as  partnership  income  what- 
ever a doctor  earns  from  his  hospital  positions,  medical 
teaching  or  writing  on  medical  subjects,  from  odd  hours, 
school  or  individual  physician  work,  etc.  It  is  based  upon 
the  concept  that  a partner  should  perform  all  medical  work 
only  in  behalf  of  his  group  practice  and  that  any  outside 
medical  activity  may  directly  or  indirectly  affect  his  efforts 
for  the  partnership. 

The  opposite  approach  is  that  only  the  income  generated 
within  the  group  practice  and  recorded  on  the  group’s 
books  (presumably  only  from  patient  services)  is  part- 
nership income.  This  theory  recognizes  that  the  group 
should  give  each  member  his  own  free  time  away  from  the 
practice,  and  what  he  does  with  his  “spare  time”  is  for  his 


own  benefit.  As  a result,  if  he  wishes  to  use  his  free  days- 

''  (I 

weekends  or  vacations  writing  a medical  book  or  workin' 
with  the  school  athletic  team,  he  should  be  able  to  do  so  an; 
earn  whatever  his  extra  efforts  deserve. 

I will  not  here  choose  sides  between  these  approaches' 
The  important  thing  is  that  the  doctors  involved  talk  out  thn 
alternatives,  recognizing  a range  of  middle  grounds,  anci 
apply  them  honestly  and  realistically  to  their  own  personal! 
ties,  side  activities,  and  professional  attitudes. 

What  Shall  be  Expenses  of  the  Group? 

Similarly,  doctors  in  a common  practice  must  understand 
which  expenditures  are  to  be  borne  by  the  group  and  which 
are  to  be  personal.  While  office  rent,  aides’  payroll  and  the 
like  would  in  all  but  the  most  complicated  arrangements  be 
partnership  expenses,  a variety  of  other  expenses  require  ad-i 
vance  agreement.  These  include  automobile  expenses,  mal-l 
practice  insurance  premiums,  professional  society  dues,- 
purchases  of  medical  books  and  periodicals,  travel  to  and 
attendance  at  professional  meetings  and  educational  pro-' 
grams,  and  finally  entertainment  expenses. 

Existing  group  practices  vary  widely  in  their  attitudes 
toward  these  expense  items.  Some  run  all  of  these  expenses 
through  their  groups,  presumably  because  they  have  agreed 
that  all  these  items  are  for  the  benefit  of  the  group  practice. 
In  some  cases  the  doctors  also  have  been  led  to  believe  that 
the  listed  expenses  are  more  easily  tax  deductible  by  a part- 
nership or  corporation  than  on  a doctor’s  personal  income, 
tax  return.  This  proposition  is  doubtful  at  best,  particularly! 
in  the  case  of  two,  three  and  four  man  groups. 

Other  partnerships  (and  corporations)  exclude  a number 
of  these  expenses  from  their  joint  books.  Their  attitudes 
generally  recognize  that  tastes  will  and  should  vary  enough 
that  the  partners  should  be  free  to  spend  as  much  or  as  little 
on  the  items  as  they  wish  without  concern  over  each  others’' 
spending  levels.  An  old  and  overused  example  of  one 
partner  who  uses  a Volkswagen  as  his  business  car  and  the., 
other  buying  a new  Cadillac  each  year  is  appropriate.  An 
equal  partnership  of  these  two  doctors  will  obviously  be 
strained  if  their  cars  are  purchased  and  maintained  out  of 
their  joint  income. 

I prefer  the  latter  approach  to  any  and  all  expense  items 
that  might  be  subject  to  variations  based  on  the  doctors’ 
tastes,  life  styles,  etc.  As  a result,  many  partnership 
agreements  or  corporate  employment  agreements  which  I 
help  develop  provide  that  automobile  ownership  and  ex- 
penses, professional  meeting  and  educational  program  costs, 
and  entertainment,  expenses  are  personal  to  each  doctor. 
The  other  named  items  (insurance  premiums,  medical 
books  and  periodicals,  and  professional  society  dues)  are 
usually  common  enough  to  all  partners  that  they  can  be 
treated  as  expenses  to  be  paid  by  the  group. 

Some  group  practices  take  a sound  middle  position  with 
respect  to  such  items  as  professional  society  and  educational 
meetings.  Their  agreements  specify  that  each  doctor  will  be 
entitled  to  a stated  dollar  amount  of  expense  for  attendance 
at  such  meetings  each  year,  and  any  expenses  in  addition  to 
that  must  be  borne  by  the  doctor  himself.  The  stated  dollar 
figure  is  often  $500  or  $1,000,  depending  on  the  attitudes  of 
the  doctors.  This  arrangement  has  the  advantage  of  making 
the  anticipated  expense  levels  payable  out  of  group  income, 
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while  putting  a ceiling  on  the  payments  to  keep  the 
members’  interests  roughly  equivalent. 

Another  alternative  middle  position  would  provide  that 
each  doctor  is  entitled  to  a stated  number  of  days  (perhaps 
one  or  two  weeks)  of  absence  each  year  to  attend  profes- 
sional meetings  and  educational  programs.  Such  agreements 
often  go  further  to  practically  require  each  doctor  to  spend 
his  allotted  time,  a concept  which  I admire  in  its  emphasis 
on  continuing  professional  development.  The  partnership 
(or  corporation)  will  in  many  cases  obligate  itself  to  pay  all 
the  doctor’s  expenses  for  the  authorized  meetings,  in  the 
belief  that  they  will  be  approximately  equal  so  long  as  each 
doctor’s  days  of  absence  are  equal.  It  is  true  that  one 
doctor’s  meeting  might  be  in  Hawaii  this  year  while  the 
other’s  is  in  Atlantic  City,  but  many  groups  feel  these  dif- 
ferences will  be  averaged  out  over  several  years  among 
doctors  of  good  will. 

Whatever  the  decision  as  to  these  expense  items,  1 
strongly  urge  that  they  be  considered  and  detailed 
specifically  in  the  written  agreements  Each  doctor  will  thus 


PENNSYLVANIA 

MEDICINE 


editorials 


be  able  to  know  in  advance  what  he  can  expect  of  his  group 
and  what  he  should  budget  out  of  his  own  funds,  reducing 
another  possible  cause  of  discontent  later  on. 


Other  Items 

There  are  a number  of  other  items  which  also  must  be 
considered  in  advance.  These  include  initial  capital  con- 
tributions, handling  of  accounts  receivable,  vacation  allow- 
ances, sick  leave,  treatment  in  case  of  extended  illness  or 
disability,  retirement  requirements,  distributions  upon 
death  of  a member,  and  provisions  upon  withdrawal  of  a 
member  or  dissolution  of  the  group.  They  are  important 
enough  that  they  will  be  discussed  in  a succeeding  issue. 
Hopefully  this  series  will  then  provide  a helpful  starting 
point  for  the  deliberations  among  doctors  considering  joint 
practice  and  for  review  by  those  already  working  together. 

Mr.  Beck  is  president  of  Management  Consulting  for 

Professionals,  Inc.  of  Bala  Cynwyd. 


A Challenge  to  County  Societies 


In  this  issue  of  Pennsylvania  Medicine,  the  article  by 
Kieft  poses  a challenge  to  tha  county  medical  societies.  At 
Bucknell  University  seminars  were  given  on  some  of  the 
ethical  and  moral  concerns  involved  with  recent  scientific 
advances.  Participants  included  students,  faculty,  local 
physicians,  and  guest  speakers  from  medical  schools. 

Continuing  discussion  groups  involving  local  county  so- 
ciety members  with  premedical  groups  is  an  excellent  idea. 
Abortion,  euthanasia,  and  organ  transplantation  require  the 
sharing  of  varying  viewpoints  in  public  forum  between  ex- 
perienced clinicians  who  are  confronted  with  these  impor- 
tant issues  and  future  physicians.  The  premedical  level  is 
not  too  early  in  the  future  physician’s  career  to  discuss  such 
matters.  An  appreciation  of  the  art  of  medicine  is  equally  as 
important  to  the  physician’s  professional  life  as  his  knowl- 
edge of  the  science  of  medicine — as  every  practicing 
physician  comes  to  know. 

Relevance  in  education  seems  to  be  the  key  to  student  in- 


terest. Exposure  of  the  student  to  the  varying  viewpoints  on 
abortion,  euthanasia,  and  prolongation  of  life  will  provide 
the  future  physician  with  a firm  foundation  in  the  art.  Local 
county  medical  societies  should  seek  to  establish  lines  of 
communication  with  students  and  faculty  at  local  colleges 
in  their  area. 

Organized  medicine  and  in  particular  some  of  our  own 
district  councillors  have  made  commendable  efforts  to 
become  acquainted  with  the  premedical  students  in  their 
areas.  These  efforts  should  be  expanded  to  include  prac- 
ticing physician  participation  in  such  discussion  groups. 

Modern  technological  advances  will  require  open  and 
frank  discussion  of  all  groups  if  our  ethical  conduct  is  to 
cope  successfully  with  our  ever-increasing  scientific  capa- 
bility. 

David  A.  Smith,  M.D. 

Medical  Editor 


Psychiatry  in  Your  Education  Program 


The  action  of  the  Pennsylvania  Medical  Society  to  require 
evidence  of  continuing  education  as  a condition  for  sus- 
taining membership  has  provided  a much-needed  impetus  for 
taking  a good  look  at  what  we  are  really  doing  in  continuing 
education.  We  must  ask  what  approaches  the  members 
believe  are  most  useful,  which  professionals  are  most  skillful 
at  providing  this  education,  and  who  should  be  authorized  to 
say  what  is  valid  in  continuing  education? 

Each  practicing  physician  either  has  chosen  a specific 
specialty  or  has  drifted  toward  the  type  of  practice  he  most 
enjoys.  When  he  attends  a professional  meeting,  he  can  easily 
pick  which  new  technique  he  wants  to  learn  about  or  which 
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expert  he  wants  to  hear;  and  in  a relatively  short  time  he  has 
added  something  significant  to  his  technical  skills. 

However,  in  terms  of  his  own  personal  development  and 
attitudes,  there  is  no  quick,  easy  method  for  changing.  It  is  in 
this  area  that  psychiatry  can  make  the  greatest  contribution 
to  continuing  education  (See  page  41 ). 

Dr.  Fink’s  paper  in  this  issue  takes  a comprehensive  look 
at  the  variety  of  approaches  to  continuing  education  in  psy- 
chiatry. Use  his  article  to  help  your  medical  staff  or  society 
construct  its  own  programs. 

The  Pennsylvania  Medical  Society  participates  in  spon- 
soring the  Steering  Committee  for  Continuing  Education  in 
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Psychiatry  (in  Pennsylvania),  which  has  been  providing 
learning  experiences  in  psychiatry  for  several  years.  Plan  to 
attend  one  its  programs.  The  next  one  will  be  in 
Philadelphia  in  March  1973. 

There  is  need  for  new  ideas,  so  share  any  good  approaches 
you  may  have  developed.  The  members  of  our  Society  should 
request  help  to  organize  and  staff  the  types  of  programs  they 
want  to  try  in  their  specific  areas.  Also,  they  should  help  to 
identify  who  are  the  effective  teachers,  rather  than  passively 
accepting  instructors  who  have  made  their  reputations  in 


some  area  unrelated  to  medical  education  and  may  not  bei 
good  at  teaching. 

I hope  that  our  members  will  react  to  this  requirement  as  a' 
challenge  rather  than  a burden.  All  of  us  have  good  inten- 
tions to  “keep  up,”  but  now  we  have  been  given  additional  in-i 
centive.  Let’-  make  the  time  spent  in  continuing  education i 
really  worthwhile! 

Abram  M.  Hostetter,  M.D.  i 
Contributing  Editor 


Preventing  Death  in  Chest  Trauma  Victims 


Trauma  is  exceeded  as  a cause  of  death  in  this  country 
only  by  cardiovascular  disease  and  cancer,  and  it  is  an 
alarming  fact  to  note  that  it  is  the  leading  cause  of  death  in 
persons  between  the  ages  of  1 and  37.  Thus,  in  terms  of 
productive  man  years  lost,  it  should  be  considered  our 
leading  "killer.”  Moreover,  for  every  person  killed  acciden- 
tally, approximately  100  more  suffer  temporarily  disabling 
injuries,  while  ten  to  fifteen  require  hospitalization. 

Approximately  20  percent  of  all  civilian  traumatic  deaths 
in  this  country  result  primarily  from  chest  injuries.  Yet,  the 
relative  contribution  of  chest  injuries  to  mortality  after 


trauma  victims  have  reached  the  hospital  ward  is  small.  Thei 
fate  of  many  patients  with  chest  injuries  is  determined  by; 
the  response  of  the  physicians  who  first  attend  them.  It  is,  i 
therefore,  imperative  that  all  physicians  who  may  one  day 
be  the  first  to  manage  these  problems  are  cognizant  of  the! 
principles  of  early  care  of  these  injured  patients,  as  outlined  i 
in  the  paper,  "Blunt  Thoracic  Trauma.”  which  appears  oni 
page  53  of  this  issue. 

Lewis  T.  Patterson,  M.D.j 

Contributing  Editor 
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Kingston  doctors  express  gratitude 


Alex  H.  Stewart 
Pennsylvania  Medical  Society 

July  31,  1972 

Dear  Mr.  Stewart, 

On  behalf  of  the  members  of  our  group,  I want  to  thank 
you  and  the  officials  of  our  medical  society  for  your  prompt 
and  remarkably  uncomplicated  processing  of  our  Flood 
Damage  Loan.  It  has  been  most  gratifying  for  our 
physicians  to  fee!  the  true  strength  of  our  Society 
manifested  in  such  a quiet  and  unpretentious  manner.  It  is 


not  possible  for  me  to  tell  you  what  a boost  this  early  cash 
has  meant  to  our  group,  giving  us  hope  and  a firm  means 
for  rehabilitating  our  offices  to  a simple  but  functional 
state.  We  are  now  reopened  in  our  former  site,  even  though 
our  facility  is  just  a shadow  of  its  previous  tidy  efficiency. 

Again,  many  thanks  for  such  prompt  help — it  meant  so 
much  more  to  me  because  it  represented  doctors  helping 
doctors! 

Charles  E.  Myers,  M.D. 

Associated  Internists  of  Kingston 


Are  you  a Pennsylvania-Licensed  M.D.? 

if  you  are,  be  sure  the  State  Board  of  Medical  Education  and  Licensure  has  your  cor- 
rect name  and  address  by  September  15,  1972,  for  the  mailing  of  1973-74  renewal 
registration  cards.  Address  changes  must  be  made  directly  to  the  State  Board  of 
Medical  Education  and  Licensure,  Box  2649,  Harrisburg,  Pa.  17120.  Address  changes 
made  with  the  State  Society  or  the  American  Medical  Association  are  not  reflected  in 
State  Board  records.  Changes  must  be  made  directly  with  the  State  Board. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


W)tild  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Wbuld  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  be 
determined. 

The  Bureau  of  Drugs  has 
suggested  the  package  in- 
sert as  a possible  means  of 
communicating  information 
on  relative  efficacy  of  drugs 
to  the  physician.  I find  this 
objectionable,  since  I do 
not  believe  the  physician 
should  have  to  rely  on  this 
source  for  final  scientific 
truth.  There  is  also  a prac- 
tical objection:  Since  few 
physicians  actually  dis- 
pense drugs,  they  seldom 
see  the  package  insert.  In 
any  event,  I would  main- 
tain that  the  physician 
should  know  what  drug  he 
wants  and  why  without  de- 
pending on  the  government 
or  the  manufacturer  to  tell 
him. 

Undoubtedly,  physicians 
are  swamped  by  excessive 
numbers  of  drugs  in  some 
therapeutic  categories.  And 
I am  well  aware  that  many 
drugs  within  such  cate- 
gories could  be  eliminated 
without  any  loss,  or  per- 
haps even  some  profit,  to 
the  practice  of  medicine. 
But,  in  my  opinion,  neither 
the  FDA  nor  any  other 
single  group  has  the  exper- 
tise and  the  wisdom  neces- 
sary to  determine  the  one 
“drug  of  choice”  in  all 
areas  of  medical  practice. 


Advertisement 


One  of  a series 


Maker  of  Medicine 


Kenneth  G.Kohistaedt.M.D., 
Vice  President, 
Medical  Research, 


I In  my  opinion,  it  is  not 
the  function  of  any  govern- 
ment or  private  regulatory 
agency  to  designate  a “drug 
of  choice.”  This  determina- 
tion should  be  made  by  the 
physician  after  he  has  re- 
ceived full  information  on 
the  properties  of  a drug, 
and  then  it  will  be  based  on 
his  experience  with  this 
drug  and  his  knowledge  of 
the  individual  patient  who 
is  seeking  treatment. 

If  an  evaluation  of  com- 
parative efficacy  were  to  be 
made,  particularly  by  gov- 
t ernment,  at  the  time  a new 
I drug  is  being  approved  for 
I marketing,  it  would  be  a 
great  disservice  to  medi- 
cine and  thus  to  the  patient 
—the  consumer.  For  exam- 
ple, when  a new  therapeu- 
tic agent  is  introduced,  on 
I the  basis  of  limited  knowl- 
edge, it  may  be  considered 
H to  be  more  potent,  more 
I effective,  or  safer  than 
I products  already  on  the 
fl  market.  Conceivably,  at 
H this  time  the  new  drug 
H could  be  labeled  “the  drug 
■ of  choice.”  But  as  addi- 
H tional  clinical  experience  is 
H accmnulated,  new  evidence 
ra  may  become  available. 
H Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exarn- 
ple,  broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor  ? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Not  too  little,  not  too  much., 
but  just  right! 


“Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs— 
without  regard  to  package  size. 

Ilc^neXiquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  intormation  available 
to  the  prolession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Blunt  Thoracic  Trauma 


WILLIAM  S.  PIERCE,  MD.  G.  FRANK  O.  TYERS,  M.D.  JOHN  A.  WALDHAUSEN,  M.D. 

Heishey 

Blunt  thoracic  trauma  may  damage  the  chest  wall,  lungs, 
trachea  and  bronchi,  heart,  aorta,  esophagus,  and  diaphragm. 

The  pathophysiology  of  injury,  signs  and  symptoms,  method  of 
diagnosis  and  treatment  have  been  reviewed.  Pulmonary  con- 
tusion is  present  in  virtually  all  patients  with  serious  blunt 
trauma.  Proper  care  includes  mechanical  ventilation,  arterial 
pressure  monitoring,  frequent  blood  gas  monitoring,  antibiotics, 
limited  fluids  and,  at  times,  use  of  steroids. 


The  all  too  frequent  occur- 
rence of  high  speed  automobile 
: accidents  mandates  that  all  primary 
i physicians  be  able  to  recognize  and 
I manage  the  immediate  problems  seen 
I in  patients  following  traumatic  inju- 
ries. Furthermore,  it  is  incumbent  on 
the  physician  to  recognize  those 
problems  that  require  subsequent 
treatment  by  specialists  and  promptly 
seek  consultation. 

Blunt  chest  trauma  is  a common 
sequela  of  auto  accidents.  Prompt, 
proper  management  is  not  difficult 
when  the  physician  has  developed  an 
understanding  of  the  pathophysiologic 
mechanisms.  Life  saving  techniques  of 
establishing  an  airway  and  inserting  a 
chest  tube  must  be  performed  by  the 
primary  physician  and  should  not  be 
relegated  to  an  anesthesiologist  or  sur- 
. geon  where  valuable  time  may  be  lost. 
The  scope  of  injury  in  blunt 
thoracic  trauma  that  will  be  described 
includes  injury  to  the  major  anatomi- 
cal structure  of  the  chest:  (1)  chest 
wall,  (2)  lungs,  (3)  trachea  and 
bronchi,  (4)  heart,  (5)  aorta,  (6)  dia- 
phragm, and  (7)  esophagus.  (Table  1) 
How  does  blunt  thoracic  trauma  dam- 
age these  structures  and  what  are  the 
sequelae? 

Chest  Wall  Iiyury 

Blunt  trauma  to  the  chest  wail 
frequently  results  in  rib  fractures. 
Indeed,  the  number  of  ribs  fractured 
and  the  location  of  the  fractures 
provides,  in  conjunction  with  the  pa- 
tient’s history,  an  indication  of  the 


forces  involved  in  the  injury.  Fractures 
of  the  ribs  that  are  protected  by  the 
shoulder  girdle,  mainly  ribs  1 to  3,  are 
often  associated  with  additional  major 
intra-thoracic  injuries,  whereas  lesser 
injuries  often  fracture  only  the  lower 
complete  ribs.  Similarly,  a sternal  frac- 
ture indicates  a severe  injury.  A series 
of  fractured  ribs  will  lead  to  a flail  chest 
with  failure  of  the  intra-thoracic 
bellows  leading  to  respiratory  insuf- 
ficiency. Cyanosis  and  agitation  are 
common.  Failure  to  move  air  is  as- 
sociated with  paradoxical  movement  of 
the  flail  chest  segment.  Any  method  by 
which  the  flail  segment  can  be 
stabilized  will  improve  ventilation.  Fix- 
ation of  the  flail  segment  in  the 
“collapsed”  position  with  sandbags,  or 
fixation  in  the  “expanded”  position 
with  towel  clips  positioned  around  ribs 
and  held  under  tension  with  weights, 
have  been  employed.  Optimal  treat- 
ment now  includes  stabilization  of  the 
chest  wall  by  use  of  an  endotracheal 
tube  or  tracheotomy  and  volume 


TABLE  I 

Anatomic  Structures 
Commonly  Injured 
in 

Blunt  Thoracic  Trauma 

1.  Chest  wall 

2.  Lungs 

3.  Trachea  and  Bronchi 

4.  Heart 

5.  Aorta 

6.  Diaphragm 

7.  Esophagus 


limited  respirator. 

Ends  of  fractured  ribs  may  tear  in- 
tercostal vessels  or  pulmonary  vessels 
and  produce  a hemothorax.  Signs  of 
blood  loss  with  hypotension,  a low 
central  venous  pressure,  absent  breath 
sounds,  and  dullness  to  percussion 
over  one  hemithorax  will  lead  to  the 
proper  diagnosis  before  the  erect  chest 
roentgenogram  has  been  obtained.  A 
chest  tube  should  be  inserted  in  the 
fourth  or  fifth  intercostal  space  in  the 
mid-axillary  line  and  connected  to  an 
underwater  seal.  Persistent  bleeding  at 
a rate  of  lOOcc/hr  indicates  the  need 
for  subsequent  exploratory  thoraco- 
tomy. 

Tearing  of  pulmonary  parenchyma 
by  the  rib  edges  will  sever  small 
bronchi  and  lead  to  a pneumothorax. 
Respiratory  distress  with  absent  or 
reduced  breath  sounds  and  a hyper- 
resonant percussion  note  over  one 
hemithorax  are  frequent.  A chest  tube 
is  inserted  in  the  anterior  second  inter- 
costal space  and  connected  to  under- 
water seal. 

The  tracheobronchial  tree  is  a dy- 
namic structure  and  enlarges  during 
inspiration.  Thus,  the  severed  bronchi 
may  enlarge  during  inspiration  and 
allow  air  to  enter  the  pleural  space. 
However,  during  expiration  the  se- 
vered bronchi  close.  The  one-way 
valve  thus  formed  may  lead  to  buildup 
of  pressure  in  the  pleural  space  with 
complete  collapse  of  one  lung  and 
mediastinal  compression,  preventing 
function  of  the  opposite  lung.  Severe 
respiratory  distress  with  cyanosis  is 
seen.  One  hemithorax  is  full  with 
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tracheal  and  cardiac  shift  to  the  op- 
posite side.  No  breath  sounds  are 
present  over  the  full,  hyperresonant 
hemithorax.  Subcutaneous  emphysema 
may  be  present.  This  then  constitutes 
an  acute  emergency  and  immediate 
decompression  of  the  pneumothorax 
by  insertion  of  a needle  or  by  incising 
the  chest  wall  is  required  to  relieve  the 
tension.  The  response  will  be  dramatic. 
A chest  tube  is  then  inserted  as  for  a 
simple  pneumothorax. 

Lung  Damage 

Blunt  injury  causes  severe  damage  to 
the  lungs  which  is  best  called  contusion 
pneumonitis  but  which  has  also  been 
termed  the  traumatic,  wet  lung 
syndrome.  Crushing  lung  tissue  causes 
bleeding  into  alveoli,  edematous  al- 
veolar-capillary membranes,  and  in- 
creased bronchial  secretions.  Failure  of 
cough  mechanisms  leads  to  retention  of 
secretions  and  large  airway  obstruction. 
Furthermore,  oxygen  diffuses  poorly 
through  the  damaged  lung  adding  to  the 
hypoxia.  The  full  sequelae  of  contusion 
pneumonitis  may  not  occur  for  twenty- 
four  to  forty-eight  hours  and  the  initial 
chest  film  may  be  clear.  Subsequent 
chest  films  demonstrate  a fluffy  appear- 
ance to  involved  pulmonary  tissue, 
resulting  from  the  blood  and  edema 
fluid.  Progressive  signs  of  hypoxia  ap- 
pear. Fine  rales  may  be  heard  with  the 
stethoscope;  but  the  diagnosis  is  gener- 
ally based  on  history,  hypoxia  in  the 
face  of  satisfactory  respiratory  me- 
chanics, and  roentgenographic  find- 
ings. Treatment  must  be  initiated  early, 
frequently  before  characteristic  x-ray 
findings  are  present.  Frequent  blood 
gas  monitoring  is  a guide  to  initiation  of 
therapy.  Proper  therapy  includes  endo- 
tracheal tube  or  tracheotomy,  mechan- 
ical ventilation,  antibiotics,  limited  so- 
dium and  fluid  intake,  diuretics,  and,  at 
times,  steroids. 

Tracheal  and  Bronchial  Tears 

Crush  injuries  to  the  chest  may  cause 
major  tracheal  or  bronchial  tears.  Frac- 
ture of  one  or  all  of  the  first  three  ribs  is 
almost  always  present.  The  tracheo- 
bronchial injury  usually  occurs  within 
1 to  2 cm  of  the  carina. Tracheal  inju- 
ries are  vertical  tears  in  the 
membraneous  trachea,  while  the  bron- 
chial injury  tends  to  be  circumferential. 
Early  physical  findings  are  those  of  a 
pneumothorax  (frequently  with  ten- 
sion) and  subcutaneous  emphysema.  A 


huge  air  leak  with  failure  of  lung  expan- 
sion may  be  present  when  the  chest  tube 
is  connected  to  suction.  Bronchoscopy 
may  be  required  to  define  the  precise 
location  of  the  tear.  Thoracotomy  with 
suture  of  the  laceration  is  the  ideal  ther- 
apy. In  many  instances  in  the  past,  the 
initial  lesion  is  not  appreciated,  and  the 
patient  is  seen  at  a later  date  with  an 
atelectatic  lung  secondary  to  granula- 
tion tissue  obstructing  the  main 
bronchus  at  the  site  of  the  tear.  Again, 
thoracotomy  with  debridement  of  the 
bronchial  ends  and  suture  is  required. 
The  results  may  not  be  expected  to  be  as 
good  as  those  following  immediate  su- 
ture. 

Heart  Ii\juiy 

Blunt  injury  to  the  heart  is  most  com- 
monly manifested  as  cardiac  chamber 
rupture  with  immediate  death.  Lesser 
degrees  of  injury  produce  myocardial 
contusion  with  ischemic  and  infarcted 
muscle.  Death  may  occur  from  sudden 
ventricular  arrhythmias.  Again,  knowl- 
edge of  the  mechanism  of  injury  and  the 
presence  of  multiple  rib  fractures,  or  a 
sternal  fracture,  will  alert  the  physician 
to  possible  myocardial  contusion.  Elec- 
trocardiographic findings  of  ischemia 
and  infarction,  but  without  either  the 
classical  coronary  distribution  or  en- 
zyme changes  or  both,  will  be  present. 
Treatment  consists  of  bed  rest,  contin- 
uous EKG  monitoring,  and  constant 
observation  as  is  required  for  any  pa- 
tient with  a major  thoracic  injury. 

Aortic  Rupture 

Aortic  rupture  is  the  most  common 
cause  of  death  from  automobile  ac- 
cidents where  the  patient  dies  before 
reaching  a hospital.  The  mechanism  of 
injury  occurring  in  the  automobile  ac- 
cident is  sudden  horizontal  deceleration 
with  forward  movement  of  the  heart 
and  pericardium  while  the  descending 
aorta  remains  fixed  along  the  spine. 
Tearing  of  the  aorta  occurs  at  the 
isthmus,  that  segment  of  aorta  between 
the  left  subclavian  vessel  and  the 
ligamentum  arteriosus.  As  indicated, 
rupture  may  be  fatal,  but  at  times  is 
confined  by  the  aortic  adventitia  or 
pleural  investment.  Delayed  rupture 
may  occur  soon  after  arrival  in  the  hos- 
pital or  some  time  later;  or  a traumatic 
aneurysm  may  develop  years  later  as  a 
result  of  the  weakened  aortic  isthmus. 
Diagnosis  is  based  on  the  history  of 
chest  trauma  and  a widened  medias- 


tinum on  the  chest  x-ray.  If,  in  addition, 
a left  hemothorax  is  present,  immediate 
thoracotomy  is  indicated.  Otherwise, 
biplane  aortic  angiography  should  be 
performed.  Operative  repair  requires 
cross  clamping  of  the  aorta.  Some 
method  must  be  provided  to  supply 
blood  to  the  spinal  cord  and  kidneys. 
Partial  heart-lung  bypass  and  left  heart 
bypass  have  been  employed  success- 
fully. We  believe  use  of  a shunt 
catheter,  previously  coated  with  an- 
tithrombogenic  coating,  may  be  pref- 
erable because  heparinization  of  the 
patient  is  not  required  and  no  time  is 
lost  in  preparing  the  pump  oxygenator 
for  use. 

Rupture  of  the  Esophagus 

Rupture  of  the  esophagus,  as  a result 
of  blunt  trauma,  occurs  in  the  distal 
one-third  of  the  esophagus  and  almost 
always  ruptures  into  the  left  pleural 
space.  The  diagnosis  must  be  consid- 
ered in  any  patient  with  a traumatic  left 
pneumothorax.  Subcutaneous  emphy- 
sema is  commonly  seen.  A left  pleural 
effusion  is  present  which  is  a mixture  of 
gastric  contents,  saliva,  and  reactive 
pleural  fluid.  Insertion  of  a chest  tube 
will  reveal  the  characteristic  material. 
Those  patients  in  whom  an  esophageal 
tear  has  occurred,  but  the  pleural  in- 
vestment remains  intact,  will  have 
mediastinal  and  subcutaneous  emphy- 
sema. A barium  swallow  should  be  per- 
formed and  will  show  extraluminal  con- 
trast material.  Immediate  thoracotomy 
should  be  performed  after  circulatory 
stability  has  been  achieved.  Suture  of 
the  esophageal  rent  is  usually  possible. 

Rupture  of  the  Diaphragm 

Diaphragm  rupture  is  the  result  of  a 
radial  tear  which  usually  occurs  at  the 
junction  of  the  central  tendon  and  the 
posterior  leaf,  mainly  on  the  left  side. 
Stomach,  colon,  small  bowel,  or  any 
combination  of  these  may  be  present  in 
the  chest.  An  early  diagnosis  is  particu- 
larly important  because  the  diaphrag- 
matic tear  may  occlude  the  vascular 
supply  to  the  displaced  viscus  with 
subsequent  bowel  infarction.  Shoulder 
pain  may  be  present.  The  chest  x-ray 
may  be  diagnostic  in  showing  the 
displaced  hollow  viscus.  However, 
common  errors  occur  in  interpretation 
which  include  a diagnosis  of  a high  left 
diaphragm,  pneumothorax,  or  failure 
to  obtain  a chest  film  after  a left 
hemothorax  has  been  evacuated. 
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:(  Outlining  the  stomach  with  barium  will 
^•prevent  these  errors.  Prompt  thorac- 
|<otomy  with  replacement  of  the 
displaced  viscus  into  the  abdomen  and 
suture  of  the  diaphragmatic  rent  are  in- 
dicated. 

Conclusions 

Proper  treatment  of  the  seriously  in- 
lured  patient  requires  a careful  order  of 
priorities.  Sequelae  of  blunt  chest 
trauma  are  life-threatening  and  require 
2arly  attention.  An  airway  must  be  es- 
tablished by  forward  displacement  of 
the  tongue,  pharyngeal  suctioning,  and 
use  of  a face  mask  with  an  apparatus  to 
provide  positive  pressure  ventilation. 
Insertion  of  an  endotracheal  tube 
should  be  high  on  the  list  of  priorities, 
but  adequate  ventilation  can  almost 
always  be  provided  with  a bag  and  face 
mask.  Early  examination  of  the  chest 
iwill  detect  a significant  pneumothorax 
or  hemothorax.  A chest  tube*  is  in- 
serted. We  prefer  to  use  a tube  in  the  an- 
terior second  interspace  for  a 
pneumothorax,  while  a fourth  or  fifth 
intercostal  space  in  the  midaxillary  line 
is  employed  for  blood.  The  tubes  are 
connected  to  underwater  seal  drainage. 
The  patient  in  acute  distress  with  a full, 
hyperresonant  hemithorax  with  tra- 
Icheal  shift  and  apical  impulse  displace- 
ment, has  a tension  pneumothorax  and 
requires  immediate  decompression.  An 
18  gauge  needle  or  stab  wound  is 
usually  quickest  and  will  suffice  until  a 


* Argyle  Chest  Tube,  Aloe  Co. 
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proper  chest  tube  is  inserted.  Several 
large  intravenous  routes  should  be  es- 
tablished by  an  assistant.  An  erect 
chest  roentgenogram,  possibly  por- 
table, should  be  obtained  which  may 
indicate  the  need  for  additional  chest 
tubes  or  further  diagnostic  roent- 
genograms such  as  barium  swallow  or 
angiography. 

Most  patients  with  severe  blunt 
thoracic  trauma  have  contusion 
pneumonitis.  Our  basic  program  of 
management  includes  insertion  of  an 
endotracheal  tube,  insertion  of  a radial 
artery  catheter  for  arterial  pressure 
monitoring  and,  equally  as  important, 
frequent  blood  gas  analysis.  Bronchos- 
copy, when  indicated,  is  performed 
using  a fiberoptic  bronchoscope** 
passed  through  the  endotracheal  tube. 
Thus,  thorough  bronchoscopy  can  be 
performed  during  continuous,  positive 
pressure  ventilation.  The  patient  is  then 
sent  to  the  intensive  care  unit. 

Mechanical  ventilation  is  performed 
using  a volume  limited  respirator. 
Tracheostomy  is  employed  only  if  the 
patient  is  to  require  mechanical  ventila- 
tion for  longer  than  three  days.  Contin- 
uous arterial  pressure,  central  venous 
pressure,  and  EKG  monitoring  is 
provided.  Antibiotics,  fluid  and  salt  re- 
striction, diuretics,  and,  at  times, 
steroids  are  employed.  Trials  of  sponta- 
neous ventilation  are  begun  when  the 
patient  maintains  satisfactory  blood 
gases  without  an  excessive  alveolar-ar- 
terial oxygen  gradient,  has  reasonable 
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respiratory  mechanics,  and  has  a satis- 
factory chest  roentgenogram.  For  this 
the  patient  breathes  humidified  oxygen- 
rich  air  through  a “T”  piece  with  the 
endotracheal  tube  in  place.  This  may  be 
started  in  fifteen-minute  periods,  every 
two  hours,  and  gradually  increased  until 
mechanical  ventilation  is  not  required. 
The  endotracheal  tube  is  not  removed 
until  the  patient  is  able  to  maintain  ade- 
quate blood  gases  and  satisfactory  res- 
piratory mechanics  for  a number  of 
hours.  The  patient  then  breathes 
oxygen-rich  air  by  mask  until  he  is  able 
to  maintain  an  oxygen  partial  pressure 
of  SOmmHg  or  more  in  room  air,  at 
which  time  oxygen-rich  mixtures  are  no 
longer  employed. 

Satisfactory  rehabilitation  of  a pa- 
tient following  severe  blunt  trauma 
requires  a team  approach  involving  the 
primary  physician,  thoracic  surgeon, 
anesthesiologists,  nurses,  inhalation 
therapist,  and  physical  therapist.  While 
many  persons  die  of  thoracic  injuries, 
those  reaching  a hospital  alive  should 
not  die  of  thoracic  pathology  provided 
optimal  care  is  given.  This  serves  as  a 
challenge  to  us  all.  □ 
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Computer  Treatment  Planning 
in  Radiation  Therapy 

H.  GUNTER  SEYDEL,  M.D.,  M.S. 
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High  energy  radiation  therapy 
has  now  become  technically 
feasible  and  is  being  applied  clinically. 
The  therapeutic  advantages  which  are 
to  be  expected  from  such  high  energy 
radiation  have  a sound  physical  basis. 
In  the  development  of  optimum  treat- 
ment methods  in  radiation  therapy  for 


the  cure  of  malignant  disease,  the 
physician-radiotherapist  has  to  depend 
more  and  more  on  the  help  of  the 
radiological  physicist  in  designing 
treatment  plans  with  the  aim  of  better 
tumor  control  and  minimum  irradia- 
tion of  adjacent  normal  tissues.  This 
usually  requires  the  design  of  a sepa- 


rate treatment  plan  for  each  individual  a 
patient,  and  in  the  past  it  has  made  I 
necessary  an  extensive  investment  in  I 
time  from  specially  trained  individuals 
such  as  radiological  physicists  and 
dosimetrists.  While  the  personnel  and 
equipment  resources  of  large  institu- 
tions have  led  to  a wide  application  of 


Fig.  1:  140  degree  arc  cobalt  teletherapy.  Field  size:  10  x 10 
cm.  Shaded  area  includes  location  of  the  tumor. 


Fig.  3:  Cobalt  teletherapy  using  a pair  of  wedges  at  a 90 
degree  angle  with  equal  loading. 


Fig.  2:  180  degree  arc  cobalt  teletherapy.  Field  size:  6 x 10 
cm. 


Fig.  4:  Cobalt  teletherapy  using  a pair  of  wedges  with  differen- 
tial loading  between  the  two  portals. 
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Fig.  5:  Esophageal  tubing  for  thermoluminescent  dosimetry. 
Two  dosimeters  containing  lithium  fluoride  are  located  near 
the  tip  which  contains  lead  markers. 


Fig.  6:  Lateral  arc  therapy  for  carcinoma  of  the  lung.  Cross  in- 
dicates location  of  maximum  dose.  Box  and  cross  symboi  in- 
dicates location  of  the  dosimeter. 


computer  dosimetry  and  curative  radia- 
tion therapy  in  a number  of  treatment 
centers,  the  development  of  programs 
which  are  simple  to  use  are  expected  to 
lead  to  a more  extensive  application  of 
computerized  methods  of  dose  calcula- 
tion. With  suitable  computer  systems, 
dosimetrists  and  trained  technologists 
can  handle  the  routine  problems  of  day 
to  day  treatment  planning. 

Various  programs  are  usually 
written  for  either  numerical  output 
where  a range  of  numbers  indicate  the 
percentage  depth  dose  for  a given 
treatment  set-up  or  for  output  in  form 
of  an  isodose  plot.*’^  This  latter 
method  requires  more  elaborate  and 
costly  equipment  in  the  form  of  an 
isodose  plotter  than  does  the  numerical 
output  which  can  usually  be  provided 
by  a teletype  terminal.  This  terminal  is 
in  turn  connected  via  telephone  lines 
to  a computer  which  can  be  located 
nearby  or  at  a distant  site.  This  paper 
presents  examples  of  the  use  of  a com- 
puter facility  in  treatment  planning  in 
' clinical  radiation  therapy,  with  empha- 
sis on  optimizing  treatments  through 
selection  of  a treatment  plan  for  a 
given  clinical  situation  which  will 
provide  maximum  chance  of  tumor 
control  and  minimum  likelihood  of 
complications  in  normal  tissues. 

The  input  of  information  consists  of 
i the  configuration  of  a volume  of  inter- 
est, such  as  the  contour  of  the  part  to 
be  irradiated,  and  the  definition  of  the 
i tumor  in  this  contour.  The  treatment 
plan  then  considers  the  alignment  of 
treatment  portals,  as  well  as  the  in- 
troduction of  compensators  or  wedges 
and  the  possible  use  of  a rotational 


beam.  At  the  American  Oncologic 
Hospital,  the  information  is  entered  in 
the  form  of  punch  cards  at  a terminal 
which  also  can  handle  the  numerical 
output  data  from  a time  sharing  com- 
puter. If  isodose  plotting  is  desired, 
these  are  plotted  at  the  computer  facil- 
ity and  may  be  carried  to  the  treatment 
area  by  messenger  or  through  a tele- 
xerox process. 

The  advantage  of  multiple  treatment 
plans  is  shown  in  Figures  1 and  2, 
from  which  an  optimal  isodose  was 
selected  for  irradiation  of  a spinal  cord 
tumor  by  140  degree  arc  cobalt 
teletherapy.  The  complicated  effect  of 
changes  in  field  size,  center  of  rota- 
tion, and  angle  of  rotation  are  easily 
depicted  in  such  a display  of  isodoses, 
and  the  location  of  the  tumor  can  be 
related  to  the  isodose  with  accuracy 
from  orthogonal  x-rays  which  are 
taken  and  corrected  for  magnification. 
Another  treatment  plan  using  a pair  of 
wedge  fields  is  demonstrated  in  Figure 
3 and  4,  with  variations  in  the  angle  of 
the  compensator  as  well  as  in  the  angle 
between  the  central  axis  beams  of  radi- 
ation. Thus,  radiation  therapy  may  be 
applied  with  greater  accuracy  and  with 
more  sophisticated  treatment  planning 
by  the  use  of  computer  dosimetry, 
because  even  complicated  multiple 


Dr.  Seydel  is  chief  of  the  department 
of  radiation  therapy  at  American 
Oncologic  Hospital,  Philadelphia, 
and  associate  professor  of  radiology 
at  the  University  of  Pennsylvania 
Medical  School. 


field  set-ups  can  be  easily  varied  until 
an  optimum  portal  arrangement  is 
found  for  the  clinical  problem  at  hand. 

Further  refinement  is  obtained  by 
the  use  of  intraluminal  thermolumines- 
cent dosimetry  (see  Figure  5)  during 
treatment  as  a method  of  verifying  the 
accuracy  of  the  calculated  and  com- 
puted dose.  For  rotational  radiation 
therapy  of  a carcinoma  of  the  lung,  the 
isodose  depicted  in  Figure  6 was  ob- 
tained, and  x-rays  of  the  dosimeter 
taken  in  orthogonal  projections  al- 
lowed accurate  placement  of  the 
dosimeters  in  the  isodose.  In  the  lung 
we  usually  found  a higher  measure- 
ment than  calculated  because  of  tissue 
inhomogeneity  in  form  of  decreased 
absorption  in  the  lung  tissue.  The 
agreement  of  the  measured  and  com- 
puted dose  in  other  sites,  such  as  oral 
cavity,  nasal  cavity,  bladder,  and 
vagina  was  well  within  the  limits  of  ac- 
curacy of  the  method  of  measurement. 

The  use  of  computer  programs 
makes  it  possible  to  design  optimum 
treatment  plans  for  curative  radiother- 
apy of  cancer.  With  the  addition  of  in 
vivo  dosimetry,  further  improvement 
in  radiotherapeutic  methods  of  treat- 
ment is  achieved.  The  value  in 
teaching  both  resident  physicians  and 
student  technologists  is  immeasurable. 
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Medullo-Spinal  Decompression  and  Fusion 
for  Atlanto-Axial  Dislocation 
due  to  Hydroplastic  Separate  Odontoid 


The  odontoid  process  with  its 
associated  ligamentous  structures 
provides  a pivot  for  rotation  of  the 
atlas  on  the  axis  and  prevents  their 
dislocation.  Two  developmental  anom- 
alies, odontoid  agenesis  and  os  odon- 
toideum.  result  in  deficiencies  in  these 
elements.  Odontoid  agenesis,  as  the 
name  implies,  is  an  anomaly  in  which 
the  odontoid  is  absent. *-^>’3, 17,18,19,21,22 
Os  odontoideum  is  thought  to  be  the 
failure  of  fusion  between  the  original 
body  of  the  atlas  and  the  body  of  the 
axis.  2,4,8,11,14,15,20,25  The  use  of  to- 
mography (Fig.  1 ) may  be  necessary  to 
demonstrate  the  hypoplastic  rudimen- 
tary odontoid  radiographically.  The 
resulting  excessive  mobility  between 
the  os  odontoideum  and  the  body  of 
the  axis  results  in  marked  instability 
and  increases  the  risk  of  cord  damage 
due  to  dislocation  from  minor 

trauma.  5,8,10 


WILLIAM  1.  SILVERNAIL,  M.D. 

RICHARD  B.  BROWN,  M.D. 

CHAMPE  C.  POOL,  M.D. 

Harrisburg 

Stabilization  of  this  joint  with 
skeletal  traction  and  an  occipito-cer- 
vical  fusion  with  bone  was  first 
described  by  Cone  and  Turner  in 
19373  and  has  been  used  and  recom- 
mended by  several  authors  in 
subsequent  reports. b2,io,24  More  re- 
cently, Scoville  et  aE®  and  Naga- 
shima*8  reported  the  use  of  acrylic 
plastic  and  wiring  for  stabilization. 
The  transoral  and  high  anterior 
approach  for  decompression  and 
fusion  of  atlanto-axial  subluxation  has 
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also  been  reported  by  several  au- 

thors6'7‘i2.i8. 

Case  Report 

We  report  a patient  with  a 
hypoplastic  separate  odontoid  in 
whom  minor  trauma  produced  atlanto- 
axial dislocation  and  transient  quadri- 
paresis,  which  did  not  completely 
resolve.  It  was  treated  by  medullo- 
spinal  decompression  and  lateral  bony 
occipito-cervical  fusion  with  im- 
mobilization by  skeletal  traction. 

A 10-year-old  white  male  had  a his- 
tory of  several  minor  blows  to  the  head 
and  neck  over  a three  year  period. 
Two  days  prior  to  admission,  while 
playing  football,  he  was  struck  in  the 
back  of  his  head  and  was  "dazed”  but 
not  unconscious.  Shortly  thereafter  he 
was  unable  to  stand  on  his  feet  or  walk 
and  complained  of  pain  in  the  left 


Fig.  1:  Tomography  demonstrating  the  hypoplastic  rudimen-  "assimilation"  or  occipitalization  of  the  atlas,  a congenital 
tary  odontoid  radiographically.  fusion  of  C2-3  and  asymmetrical  lamina  and  facets. 
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Fig.  4,  A and  B:  Ledge  provided  by  the  occipitaiized  Cl 
provided  a good  fixation  point  for  the  upper  end  of  the  bone 
graft.  It  was  wired  in  place  to  the  occiput  and  to  C3  and  C4. 


tremities,  more  marked  in  the  arms 
and  more  marked  left  than  right.  Sen- 
sation including  posterior  column  sen- 
sation was  normal.  There  was  bilateral 
cerebellar  dysmetria  in  the  upper  ex- 
tremities and  there  was  ataxia  of  all 
movements  in  the  lower  extremities. 

Radiographs  of  the  cervical  spine 
revealed  three  cranio-cervical  anom- 
alies. He  had  hypoplasia  of  the  odon- 
toid with  "assimilation’’^®  or  oc- 
cipitalization^®  of  the  atlas,  (Fig.  2)  a 
congenital  fusion  of  C2-3  and  asym- 
metrical lamina  and  facets.  There  were 
indications  both  physically  and  myelo- 
graphically  (Fig.  3,  A,B)  of  continued 
high  cervical  cord  compression  due  to 
canal  stenosis  or  coarctation,  with  in- 
stability and  subluxation  of  Cl  on  C2. 

It  was  observed,  with  the  head 
shaved  and  in  the  headrest,  that  the 
posterior  skull  was  markedly  irregular 
in  shape.  The  left  ear  was  considerably 
anterior  to  the  right,  and  the  left  oc- 
cipital area  quite  flat.  During  surgery, 
the  fusion  of  Cl  to  the  occiput  was 
quite  apparent.  The  Cl -2  interspace 
was  extremely  unstable.  The  lamina  of 
C2  and  3 were  also  found  to  be  fused. 
C4  was  the  first  essentially  normal  ver- 
tebra. The  lateral  masses  of  Cl  were 
quite  thick  causing  some  additional 
stenosis.  The  high  speed  air  drill 
provided  substantial  aid  in  perforating 
the  occipital  bone  and  lamina  for  wire 


fig.  3,  A and  B:  Myelography  indicated 
continued  high  cervical  cord  compres- 
sion due  to  canal  stenosis  or  coarcta- 
tion, with  instability  and  subluxation  of 
Cl  on  C2. 


shoulder  with  "tingling”  paresthesia  in 
the  hands  and  feet.  Bedside  examina- 
tion on  admission  to  the  hospital 
revealed  him  to  be  alert,  oriented,  and 
cooperative  with  slight  dysarthria. 
Physical  examination  revealed  the 
neck  to  be  short  in  appearance.  Crani- 
al nerves  were  intact  and  there  were 
highly  arched  feet  and  hammer  toe 


deformities  bilaterally.  There  was 
rather  marked  spasticity  in  both  lower 
extremities  with  unsustained  ankle 
clonus  bilaterally  and  hyperactive  deep 
reflexes  symmetrically  in  all  four 
limbs.  Tbe  jaw  Jerk  was  normal.  The 
abdominal  reflexes  were  absent  and 
the  plantar  reflexes  extensor.  There 
was  global  weakness  in  all  four  ex- 
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placement.  The  posterior  arch  of  the 
fused  foramen  magnum  and  atlas  and 
the  posterior  arch  of  C2  were  widely 
separated,  with  C2  being  considerably 
anterior.  When  the  bony  decompres- 
sion had  been  completed,  it  was  noted 
that  the  dura  moved  posteriorly  into  the 
new  space  provided;  it  appeared  that 
this  room  was  needed  to  relieve 
compression  of  the  dura  and  its  con- 
tents. The  dura  was  opened  after  in- 
cising a tight  band  at  Cl -2.  The  cord 
was  pulsating.  It  was  slightly  hyperemic 
at  the  level  of  C3-4  where  it  was  noted 
to  be  displaced  dorsally.  The  bone  strips 
were  perforated  at  the  cephalad  ends 
and  perforated  twice  each  in  the  areas 
that  would  overlie  the  denuded  lateral 
lamina  and  apophysis  of  C3  and  4.  Cor- 
responding perforations  were  made  in 
the  squamous  portion  of  the  occipital 
bone  and  the  lateral  lamina  for  wire  fix- 
ation of  the  grafts.  The  ledge  provided 
by  the  occipitalized  C 1 provided  a good 
fixation  point  for  the  upper  end  of  the 
bone  graft.  It  was  wired  in  place  to  the 
occiput  and  to  C3  and  C4.  (Fig.  4,  A 
and  B)  The  posterior  iliac  crest  was  the 
donor  site.  At  the  conclusion  of  the 
procedure,  Crutchfield  Tongs  were  in- 
serted and  the  patient  was  placed  in  his 
bed  with  sufficient  weight  to  maintain 
position. 

The  post-operative  course  was 
complicated  by  meningitis.  He  had 
been  started  on  antibiotics  with  the 
onset  of  fever  and  just  prior  to  the  ini- 
tial lumbar  puncture.  No  growth  of 
organisms  was  ever  obtained.  The 
signs,  symptoms,  and  cerebrospinal 
fluid  abnormalities  disappeared  after 
two  weeks  therapy  with  ampicillin. 
After  approximately  four  weeks  of  light 
skeletal  traction  in  Crutchfield  tongs, 
he  was  placed  in  a brace.  Following  ap- 
propriate brace  adjustment,  he  was 
allowed  to  be  ambulatory  in  the  depart- 
ment of  physical  medicine.  At  the  time 
of  his  discharge  he  was  ambulatory 
without  assistance  and  wearing  the  two 
poster  neck  brace.  He  still  had  mild  re- 
sidual evidence  of  myelopathy  in  the 
form  of  hyperreflexia  and  transient 
clonus. 

This  patient  has  been  followed  post- 
operatively  as  an  out  patient  for  twenty- 
four  months.  He  has  observed  no  motor 
or  sensory  deficits  and  no  problems 
with  balance  or  coordination. 

Radiographs  were  made  showing  the 
bone  graft  and  wires  in  place  and  main- 


tenance of  the  alignment.  There  is  now 
definite  evidence  of  fusion. 

He  was  still  hyperreflexic  with  ex- 
tensor toe  signs  but  no  clonus.  There 
were  no  sensory  deficits  to  light  touch, 
pin  prick,  or  vibratory  sense.  Motor 
power  was  intact  throughout.  He  has 
been  allowed  to  return  to  school,  but 
not  to  participate  in  gym  or  sports  ac- 
tivities. 


Discussion 

Rowland,  Shapiro  and  Jackson^^ 
classified  the  clinical  features  of 
os  odontoideum  into  four  groups:  (1) 
Cervical  pain  and  torticollis  without 
neurologic  deficits  after  injury  to  the 
neck.  (2)  Transient  weakness  and 
dysesthesia  of  the  extremities  follow- 
ing neck  trauma;  some  neurologic  def- 
icit may  be  permanent.  . .sometimes 
with  torticollis  and  pain.  (3)  Slowly 
progressive  or  permanent  cervical 
myelopathy  without  torticollis  or  pain. 
(4)  Cerebral  symptoms  without  evi- 
dence of  cervical  myelopathy  or  nerve 
root  compression. 

The  clinical  manifestations  in  this 
case  fit  the  "acute  type”  of  Naga- 
shima>®  or  "type  two”  of  Rowland  et 
al.22  The  damage  to  the  cord  was  not 
severe,  but  some  residual  deficits  have 
persisted.  Because  of  the  continuing 
symptoms,  a cranio-cervical  decom- 
pression, bone  and  dura,  with  lateral 
bony  fusion  was  elected.  The  dangers 
of  medullo-spinal  decompression  in 
os  odontoideum  are  reported  by 
Dastur,  et  al  * but  it  is  felt  that 
medullo-spinal  decompression  (bone 
and  dura)  with  lateral  cranio-cervical 
fusion  was  needed  and  that  decompres- 
sion or  fusion  alone  would  not  be  suf- 
ficient. A fusion  alone  would  leave  the 
youngster  with  continued  pressure  on 
his  cord.  A decompression  alone  would 
not  resolve  the  problem  of  instability. □ 
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The  colon  as  a conduit  between  the  cervical  esophagus 
and  the  stomach  has  been  utilized  with  increasing  frequency 
in  recent  years.  Substernal  placement  of  the  colon  provides 
a route  which  avoids  thoracotomy  and  places  the 
esophageal  anastomosis  outside  the  chest.  Adequate 
swallowing  function  following  colon  substitute  for  the 
esophagus  has  been  demonstrated  repeatedly.  The  use  of 
this  procedure  in  patients  with  carcinoma  of  the  esophagus, 
however,  has  been  debated  for  some  time.  When  the  alter- 
native is  tube  gastrostomy  and  cervical  esophagostomy  with 
a permanent  spit  fistula  or  tube  gastrostomy  alone,  then  our 
experience  would  indicate  that  a colon  bypass,  despite  its 
[morbidity,  is  preferable  in  selected  patients  with  nonresec- 
table  lesions  of  the  esophagus.  Our  indication  for  colon 
bypass  in  patients  with  squamous  cell  carcinoma  of  the 
esophagus  who  do  not  have  widespread  visceral  metastasis 
and  who  are  otherwise  satisfactory  medical  risks  is  inability 
to  swallow,  or  with  severe  pain  on  attempting  to  swallow. 
Most  of  these  patients  cannot  satisfactorily  handle  their 
own  saliva.  This  type  of  palliative  operation  has  been  rela- 
tively safe. 

Since  December  of  1967,  right  or  left  colon  bypass  has 
been  used  as  the  initial  procedure  in  twenty-nine  patients 
diagnosed  as  having  squamous  cell  carcinoma  of  the 
thoracic  esophagus.  All  of  these  patients  were  unable  to 
maintain  their  nutrition  because  of  inability  to  swallow  or 
severe  pain  on  attempting  to  swallow.  Most  of  these  patients 
could  not  swallow  their  own  saliva.  Adequate  swallowing 
function  was  restored  in  24  of  these  29  patients,  or  80  per- 
cent. This  restored  swallowing  function  only  lasted  two  or 
three  months  in  several  patients  who  rapidly  succumbed  to 
[the  disease.  The  average  survival  time  has  been  11  months 
!to  date,  and  sbt  patients  are  alive  or  lived  1 8 months  follow- 


ing surgery.  The  operative  (30  day)  mortality  has  been  3.4 
percent  (1  patient).  Temporary  leakage  or  fistulization  of 
the  cervical  esophagocolonic  anastomosis  occurred  in  five 
patients  with  subsequent  secondary  healing  and  satisfactory 
swallowing  function.  Another  four  patients  suffered  cervical 
fistulization  and  never  healed  within  the  short  period  of 
their  remaining  life. 

Definitive  treatment  of  squamous  cell  carcinoma  of  the 
esophagus  has  been  frustrating  with  five-year  survivals  in 
the  range  of  2-5  percent.  When  one  encounters  a disease 
which  cannot  be  treated  satisfactorily  for  cure,  then  it 
should  be  our  responsibility  to  offer  as  much  palliation  as 
possible.  The  results  with  surgery  or  radiotherapy  alone  in 
the  treatment  of  esophageal  cancer  have  been  so  dismal 
that  each  group  is  often  eager  for  the  other  to  assume 
primary  treatment  responsibility.  Radiotherapy,  followed 
by  resection  of  the  involved  esophagus,  seems  to  offer  some 
hope  for  cure.  However,  most  of  the  patients,  when  initially 
seen,  have  widespread  disease  beyond  the  limits  of  treat- 
ment. 

In  patients  who  have  successful  restoration  of  swallowing 
function  following  colon  bypass  without  metastasis  evident 
in  the  abdomen,  or  any  other  area,  then  x-ray  therapy  has 
been  given  to  the  esophageal  area  with  later  resection  of  the 
diseased  esophagus  in  an  attempt  to  achieve  a cure.  In  this 
group  of  patients  without  widespread  disease,  our  intent  is 
palliation  with  a chance  of  cure. 

When  a patient  who  has  squamous  cell  carcinoma  of  the 
thoracic  esophagus  and  cannot  even  swallow  his  own  saliva 
has  the  alternative  of  tube  gastrostomy  or  colon  bypass, 
then  our  experience  would  indicate  that  the  latter  is  a much 
preferred  method  of  palliation  in  this  dread  disease. 


CANCER  FORUM  - — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Infective  Endocarditis 


Part  II 


Hobart  A.  Reimann,  M.D.,  professor 
of  medicine,  Hahnemann  Medical 
College  and  Ho^ital,  Philadelphia,  is 
questioned  by  William  G.  Leaman,  Jr., 
M.D. 


What  diseases  mimic  endocarditis? 

Acute  rheumatic  fever  or  lupus 
erythematosus,  both  with  cardiac 
murmurs,  brucellosis,  sickle  cell 
disease,  Q fever,  endocardial  tumors, 
lymphomas,  and  febrile  drug  reactions 
resemble  endocarditis  at  times. 

Has  the  death  rate  declined? 

Almost  all  victims  succumbed  in  the 
preantimicrobic  era.  At  present,  as  a 
result  of  earlier  diagnosis  and  prompt, 
adequate  therapy,  the  mortaility  from 
the  infection  itself  is  30  or  40  percent. 
Subsequent  cardiac  failure,  embolism, 
infection  of  prosthetic  valves  or  their 
failure,  the  increased  incidence  of  in- 
fections with  drug-resistant  microbes, 
recurrence,  or  other  cause  make  the 
final  death-rate  of  about  50  percent. 

What  is  the  status  of  antimicrobic 
prophylaxis? 

For  patients  with  valvular  defects 
submitted  to  oral-dental  or  urologic 
procedures,  “protection”  is  recom- 
mended by  giving  penicillin  or  te- 
tracycline, respectively,  shortly  before 
and  for  two  or  three  days  afterward. 
Unless  specific  indication  is  present, 
antimicrobic  prophylaxis  before  cardi- 
ac catheterization  or  surgery  or  any 
general  surgery  does  not  justify  its  rou- 
tine use,  and  harm  may  ensue  from  it. 

What  is  the  modem  therapeutic 
procedure? 

Most  important  is  promptness  in 
diagnosis,  identification  of  the  cause 
and  specific  therapy  so  as  to  avoid 


progressive  valvular,  mural  or  myocar- 
dial damage  and  embolic  results.  For 
all  streptococci,  parenterally  adminis- 
tered crystalline  penicillin  is  the  first 
choice  unless  the  patient  is  sensitive  to 
it.  Oral  administration  is  less  reliable. 
Streptomycin  is  added  for  enterococcal 
infection  which  is  more  difficult  to 
control.  Benemide  often  is  added  to 
maintain  adequate  amounts  in  the 
blood  by  inhibiting  rapid  urinary 
excretion.  For  resistant  cocci,  van- 
comycin is  used.  Staphylococcus  infec- 
tion, before  resistance  develops,  is  best 
treated  with  large  amounts  of  aqueous 
penicillin.  Otherwise,  methicillin  and 
vancomycin  often  are  effective. 
Against  Gram-negative  bacilli,  gen- 
tamicin, kanamycin,  neomycin  or 
polymyxin  may  be  effective,  but  each 
is  apt  to  be  toxic.  Amphotericin  B 
often  controls  mycotic  infection  but 
also  is  toxic. 

Because  of  possible  increase  in  drug- 
resistance  or  superinvasion  of  another 
microbe,  occasional  blood  cultures  are 
necessary  for  their  detection.  Drug 
toxicity  must  be  apprehended.  The 
dosage  for  each  drug  mentioned  varies 
and  can  be  guided  by  direction  on 
package  inserts. 

Should  anticoagulant  drugs  be  given? 

Evidence  fails  to  support  their  use 
for  preventing  thombosis.  Hemor- 
rhagic complications  may  ensue. 

How  long  should  therapy  continue? 

Until  recovery  is  assured  by  normal 
temperature  and  sterile  blood.  Oc- 
casionally ten  to  fourteen  days  suf- 
fices. Generally  three  to  six  weeks  or 
longer  is  necessary,  depending  on  the 
clinical  and  cultural  evidence  of  cure. 
Relapse  or  recurrence  is  not  un- 
common. Antimicrobic  drugs  oc- 
casionally cause  fever. 


What  surgical  procedures  are  used? 

Resection,  repair  or  replacement  o 
infected  valves  (or  repair  of  fistulou 
endarteritis)  have  given  good  results 
Surgical  treatment  is  indicated  whet 
antimicrobic  treatment  fails  or  for  in 
tractable  cardiac  failure,  especialK 
from  aortic  valve  destruction 
Prostheses  and  suture  areas  ma;i 
become  infected,  usually  with  staphy 
lococci.  Gram-negative  bacilli  or  fung 
and  often  must  be  removed.  , 

What  factors  cause  treatment  failure? 

These  are  various.  Poor  general  con 
dition  from  other  underlying  disease^ 
cardiac  failure,  senility  and  decrepi: 
tude  are  causes.  Microbic  drug-resis| 
tance.  Gram-negative  bacillary,  my- 
cotic and  pyogenic  coccal  infections 
aortic  valve  destruction,  amicrobic  in; 
fection,  infection  or  failure  o 
prostheses,  and  delayed  antimicrobit 
therapy  are  others.  ; 

What  is  the  prognosis? 

The  diminished  death  rate  was  men 
tioned  above.  Survival  depends  on  sev 
eral  factors:  the  general  condition  am 
youth  of  the  patient;  the  absence  o 
valvular  rupture,  myocardial  invoIvCi 
ment,  or  emboli  or  thrombosis;  sue 
cessful  prostheses,  and  early  adequat 
antimicrobic  treatment.  Mycotic  an( 
anaerobic  infections  have  a bad  prog 
nosis.  The  concurrence  of  pneumonia 
meningitis,  or  other  serious  involve 
ment  is  ominous.  Uncertainty  of  diag 
nosis  and  resulting  delayed  therap; 
occur  for  non-bacteremic  patients  (2( 
percent  of  cases)  accounting  for 
higher  death-rate. 

This  Brief  has  been  edited  by  Wiliian 
G.  Leaman,  Jr.,  M.D.,  for  the  Counci 
on  Education  and  Science  in  coopera 
tion  with  the  Pennsylvania  Heart  As 
sociation. 
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ours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported, 
hysician’s  Recognition  Award. 


in 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
lyre:  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
jhnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
lys  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
i.D,,  Dir.  of  Med,  Educ.  Robert  Packer  Hosp., 
lyre  18840. 


DERMATOLOGY 

lyre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
ihnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
I.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
lyre  18840. 


EMERGENCY  MEDICINE 
liladelphia;  September  11-15,  1972 
AMA/C — Critical  Care  Medicine  (28th  Hah- 
imann  Symposium);  at  Marriott  Motor  Hotel;  7 
s.  per  day;  4y2  days;  30  hrs.  total;  fee  = $175. 
jntact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
;h.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
liladelphia,  19102. 


lyre;  September  1 , 1972  - August  31 , 1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
)sp.;  by  Hahnemann;  1 hr,  per  day;  1 day  per 
sek;  16  days  total;  no  fee.  Contact  Paul  C. 
)yce,  M.D.,  Ph.D..  Dir,  of  Med,  Educ.,  Robert 
icker  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

jrristown;  September  7 - October  12,  1972 
Thyroid  Disease  and  Associated  Endocrine  Ab- 
irmalities;  at  Montgomery  Hosp.;  1 hr,  per  day;  1 
ly  per  week;  6 weeks;  6 hrs.  AAFP  credit 
iproved;  no  fee.  Contact  Leonard  Frank,  M.D., 
gm.  Dir.,  Postgraduate  Educ.,  Montgomery 
3sp.,  Powell  and  Fornance  Sts.,  Norristown 
401. 


lyre;  September  1,  1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 

Hahnemann;  1 hr,  per  day;  1 day  per  mo.;  11 
os.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
r.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
640. 


FAMILY  MEDICINE 
ttsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
imily  Health  Center  Conf.  Rm.,  St,  Margaret 
em.  Hosp.;  1 hr,  per  day;  1 day  per  week;  48 
seks;  AAFP  credit  requested.  Contact  Paul  W, 
shart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
i5-46th  St,  Pittsburgh  15201. 


ttsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 

Jurse;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
day  per  mo.;  10  days  total;  no  fee.  Contact 
illiam  Garner  Dir.,  Family  Practice  Residency, 
ladyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
232. 


GENERAL  MEDICINE 

itoona  Hospital;  October  5.  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
pn  by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
I’st  and  third  Thurs.  of  ea.  month;  32  hrs,  AAFP 
|edit  approved;  fee  = $50  ($5  per  seminar).  Con- 
ct  Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Iltoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Bthlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
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CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  lor  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  Stale — Pennsylvania  Stale  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 

AMA— Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K,  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


DuBois:  January  - December,  1972. 

Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


Easton;  September  20,  1972  - June  20,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  IVz  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21,  1972  - May  25,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Johnstown;  September  26,  1972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 


one  category  or  another,  for  the  AMA's 


AAFP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.  Dir.  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St., 
Lancaster  17604. 


Lebanon,  November  7,  1972  - May  1,  1973 

AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr,  per  day;  1 day 
ea.  mo.  (except  July  and  Aug);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D.,  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen,  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Philadelphia;  October  18  - December  6,  1972 
Recent  Advances  in  Medicine;  at  Temple;  5 hrs. 
per  day;  1 day  per  week;  8 weeks;  36  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $80.  Contact  Al- 
bert J.  Finestone,  M.D.,  Dir.  Cont.  Educ.,  Temple, 
Broad  & Ontario  Sts.,  Philadelphia  19140. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  fits.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972  - May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  21/2  hrs.  per  day  1 day  per 
week;  32  hrs,  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D,,  Dir.,  Div.  of 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St,, 
Philadelphia  19107. 


Pottsville;  September  28,  1972  - May  31,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D.,  Secy- 
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Treas,,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney  1 5767. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medicai  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Cohtact  Kenneth  M.  Schreck, 
M.D.,  Med.  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601 . 


Scranton;  Fourth  Wednesday  of  each  mohth  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medicai  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2V2  hrs.  per  day;  1 day 
ea.  Mo.;  22V'2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Vailey  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadeiphia  19102. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 

AMA — Hematoiogy;  at  Robert  Packer  Hosp,;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
totai  no  fee.  Conact  Paui  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ,,  Robert  Packer  Hosp.,  Sayre 
18840. 


MALiGNANT  DiSEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  Generai  Hos- 
pitai.  Contact  Haroid  i.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Uroiogy-Nephroiogy;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  totai;  no  fee.  Contact  Paui  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Sayre;  September  1 , 1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OTOLARYNGOLOGY 

Pittsburgh;  September  1 1 , 1972  - May  21 , 1 973 
AMA — Continuing  Education  Program  in  Oto- 
laryngoiogy;  by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  Wiliiam  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hali,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 
S — Surburban  Pathoiogy  Siide  Seminars;  by 
Suburban  Pathoiogy  Soc.  of  Phiia.  and  Mont- 
gomery Co.  Med,  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathoiogy  Soc,  of  Phiia.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCH iATRY 

Easton  Hospitai;  September  25,  1972  - June  25, 
1973 

AMA— Psychiatry  in  Medicai  Practice;  by  Dept, 
of  Mentai  Heaith  Sciences  of  Hahnemann;  iy2  hrs. 
per  day;  1 day  per  mo.;  13y2  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paui  J.  Fink,  M.D.  Dir.  of 
Educa.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Phiiadelphia  19102. 


Harrisburg;  October  6,  1972  - April  20,  1973 
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AMA — Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks:  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


Lancaster  General  Hospital;  September  13,  1972  - 
December  20,  1972 

AMA — Psychiatry  in  Family  Practice;  by  Dept,  of 
Med.  Education  and  the  Institute  of  Pa.  Hospital; 
11/2  hrs.  per  day;  Wed.  ea.  week;  15  weeks;  22  hrs. 
AAFP  credit  requested.  Contact  Nikitas  J.  Zer- 
vanos,  M.D.,  Dir.  Family  & Community  Med.  Prgm. 
Lancaster  Gen.  Hosp.,  Lancaster  17604. 

Philadelphia;  September  5,  1972  - June  5,  1973 
AMA/S — Receht  Advances  in  Psychiatry  and  the 
Behaviorai  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee=$50.  Contact  Peter 
B.  Bloom.  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9,  1973 
AMA — Psychologicai  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
IV2  hrs.  per  day;  1 day  per  week;  40y2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $7S.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadeiphia  19102. 


Philadeiphia;  September  25,  1972  - November  13, 
1972 

AMA/S — Psychopharmacology;  by  Dept,  of  Psy- 
chiatry of  U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.; 
V/2  hrs.  per  day;  1 day  per  week;  8 weeks  total; 
fee  = $100.  Contact  Peter  B.  Bloom,  M.D,,  Institute 
of  Pa.  Hosp,,  111  N.  49th  St.,  Philadelphia  19139. 


Philadelphia,  October  11  - 25,  1972  (repeat 

starting  January  17  and  April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  institute  of 
Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  B.  Bioom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Phiiadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa,  Hosp,;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B.  Bloom,  M.D.,  Institute  of  Pa. 
Hosp.  Ill  N.  49th  St.,  Phiiadeiphia  19139. 


Philadelphia;  October  11  - December  13, 

1972/January  3 - March  7,  1973/March  14  - May  16, 
1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term, 
Crisis  and  Supportive  Therapies  (for  generai  prac- 
tice and  part-time  speciaiist);  at  Hahnemann;  2 
hrs,  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee=$75  for  10 
weeks  ($150  for  ali  30).  Contact  Paui  J.  Fink,  M.D., 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Phiiadeiphia  19102. 


Philadeiphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee  = $20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
Hahnemann:  2 hrs.  per  day;  1 day  per  wk;  12 
weeks;  24  hrs.  AAFP  and  ACGP  credit  requested; 
fee=$75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee=$50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


SURGERY 

Easton  Hospital;  March  17  - November  3,  1972 
0/S — Visiting  Professor  in  Surgery;  1 day  a mo.; 


(Mar.,  June,  Sept,  and  Nov.);  no  fee:  creditc 
hours.  Contact  Lee  S.  Serfas,  M.D.,  Dir.  of  Su 
Easton  Hosp.,  21  st  & Lehigh  Sts.,  Easton  18042 


OTHER  COURSES  ! 

code 

C — Continuous  (Consecutive  Days) 

O — One  Day  or  Less 

PG — Postgraduate  Traineeship 

M — Multiple  Sites  (Circuit)  m 


ALLERGY 

Continuous  (September  4 - October  27,  191 
Philadelphia 

(repeat  February  5 - March  30,  1973;  May  ® 
June  29,  1973;  and  September  3 - October  ^ 
1973)  '* 

AMA/PG — Clinical  Immunology  Tutorial  Coui' * 
at  Hahnemann;  7-8  hrs.  per  day;  40  d£  ' 
fee=$500.  Contact  Frederick  K.  Heath,  M'  " 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnema 
230  N.  Broad  St.,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  19<(i 
Philadelphia  1 

AMA/P  G — Rheumatology  Tutorial  Course;n 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week 
weeks  total;  fee=$150.  Contact  Frederick, 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Edr 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  191( 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  191 

Philadelphia  1 

AMA/PG — Tutorial  Courses  (10  days  in  et 
sub-specialty — Hypertension,  clinical  and  labs 
tory;  fluid  and  electrolyte  metabolism;  dialysis) 
Hahnemann;  8 hrs.  per  day;  fee=$300  per  coui 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  De 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad 
Philadelphia  19102. 

1 

Continuous  (October  2,  1972  - June  22,  19) 
Philadelphia  : 

AMA/PG — Tutorial  Courses  (15  days  in  e 
sub-speciality:  clinical  cardiology  and  t 
diovascular  surgery,  clinical  cardiolc 
physiology  and  phono-echo,  electrophysiolc 
cardio-hemodynamics,  cardiac  care  uhit);  at  H 
nemann;  6-9  hrs.  per  day;  15  days  each  coui 
fee=$300  each  course.  Contact  Frederick 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Ed 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  191 


September  28  - 30,  1972;  Philadelphia 
AMA/C — Mechanisms  and  Therapy  of  Cart 
Arrhythmias;  by  Hahnemann  and  Ameri 
College  of  Cardiology;  at  Holiday  Inn  P 
Center;  7 hrs.  per  day;  3 days;  21  hrs.  AAFP  cn 
requested;  fee=$125  for  A.C.C.  members  ($ 
non-members);  max.  regis.  = 125.  Con 

Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch 
Cont.  Educ.,  Hahnemann,  230  N.  Broad 
Phiiadelphia  19102. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  19 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  e 
sub-specialty;  respiratory  inhalation  therapy;  1 
piratory  intensive  care;  pulmonary  physioU 
clinical  pulmonary  disease);  at  Hahnemann; 
hrs.  per  day;  fee  = $350  per  course.  Con 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch 
Cont.  Educ.,  Hahnemann,  230  N.  Broad 
Philadelphia  19102. 


October  9-20,  1972;  Philadelphia 

PG/S — Special  Course  in  Bronchoesopha 
logy;  by  Temple;  at  Chevalier  Jacksoh  Cli 
planned  for  chest  physicians,  thoracic  surget 
anesthesiologists  and  gastroenterologists;  fee 
$350.  Contact  Charles  F.  Norris,  M.D.,  Chi 
Dept,  of  Laryn.,  Chevalier  Jacksoh  Clinic,  Tem 
3401  N.  Broad  St.,  Philadelphia  19140. 


EMERGENCY  MEDICINE 
October  2-  13.  1972;  Philadelphia  (repeat  Febrt 
5 - 16,  1973  and  May  7-  18,  1973.) 

AMA/PG — Emergency  Room  and  Critical  C 
Medicine  Tutorial  Course,  at  Hahnemann;  8 I 
per  day;  11  days;  fee  = $400.  Contact  Fredei 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Ed 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  191 

PENNSYLVANIA  MEDICO 


, ENDOCRINOLOGY 

< inuous  (September  4 - 29,  1972);  Philadelphia 
•(‘sat  March  5 - 30,  1973  and  September  3-28, 
9) 

rt/IA/PG — Diabetes  Tutorial  Course;  at  Hah- 
^ann;  7-8  hrs.  per  day,  20  days;  fee  = $350. 
t act  Frederick  K.  Heath,  M.D,,  Assoc.  Dean, 
(i  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
)l  idelphia  19102. 


GENERAL  MEDICINE 
Arranged;  Philadelphia 

3 — Preceptorship  for  Practicing  Physicians;  at 
|.P.;  may  be  arranged  as  1 day  per  week  in  16- 
k block  @ $200-$300,  2 weeks  @ $250,  3 
ks  @ $375  or  1 month  @$500;  programs  avail- 
in  Int,  Med,,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
tz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
.,  M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


tember  21,  1972;  Harrisburg 

aboratories  Newest  Advances  for  the  Practi- 

er;  a combined  continuing  education  program 

te  Harrisburg  and  Harrisburg  Polyclinic  Hospi- 
at  Harrisburg  Hospital;  6 hrs.  Contact  Thom- 
\ Fletcher,  M.D.,  Dir.  of  Med.  Educ.  Harrisburg 
p..  So.  Front  St.,  Hbg.  17101. 


ober  27  - 28,  1972;  Philadelphia 
— Symposium  on  Peripheral  Arterial  Disease; 
tehabilitation  Research  and  Training  Center;  at 
iple  onference  Center;  6 hrs.  per  day;  12  hrs. 
P Credit  requested:  fee=$100  (resi- 
ts  = $50).  Contact  Richard  A.  Chidsey,  M.D., 
t.  Prof.  Rehab.  Med.,  Temple,  3400  N.  Broad 
Philadelphia  19140. 


, 1972;  Philadelphia 

G — Retraining  Program;  by  MCP;  8 hrs.  per 
; 30  days;  6 weeks;  no  fee.  Contact  Ethel  Wein- 
3,  M.D.,  Assoc.  Dean,  MCP,  3300  Henry  Ave., 
adelphia.  Pa.  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee  = $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


GERIATRICS 
September  21,  1972;  Pittsburgh 
AMA/0 — Emotional  Problems  of  the  Aged;  by 
Pitt;  at  Scaife  Hall;  SVz  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D.,  Dir., 
Div.  of  Cont.  Educ,,  Pitt,,  1022-H  Scaife  Hall,  Pitts- 
burgh 15213. 


HEMATOLOGY 

October  30  - November  1 , 1 972;  Philadelphia 
AMA/C — Drugs  and  Hematologic  Reactions 
(29th  Hahnemann  Symposium);  by  Hahnemann;  at 
Sheraton  Hotel;  7 hrs.  per  day;  17  hrs.  AAFP  credit 
requested;  fee=$125.  Contact  Frederick  K.  Heath, 
M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


INTERNAL  MEDICINE 
October  2-4,  1972;  Pittsburgh 

AMA/C — Current  Concepts  in  Hematology;  by 
Amer.  Coll,  of  Physicians;  at  Pitt;  max, 
Regis.  = 180;  fee  = $80  for  members  ($125-non- 
members,  $40-associates,  $80-other  residents  and 
research  fellows).  Contact  Registrar,  Postgraduate 
Courses,  A.C.P.  4200  Pine  St.,  Philadelphia  19104, 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  fee=$175.  Contact  Frederick  K. 
Heath,  M.D,,  Assoc.  Dean,  Sch,  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 


Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course;  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  Neurology,  neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K,  Heath,  M.D.,  Assoc, 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
November  5-11,  1972;  Pittsburgh 
C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitt:  max,  regis.  = 13;  fee  = $500.  Contact 
William  M.  Cooper,  M.D.,  Dir,,  Div.  of  Cont.  Educ., 
Pitt.  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PSYCHIATRY 
December  9,  1972;  Philadelphia 
AMA/S — Mental  Health  Administration;  at  the 
Institute  of  the  Pa.  Hosp.;  by  Dept,  of  Psychiatry, 
U.  of  Pa.;  6 hrs.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Institute  of  the  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee=$300.  Contact  Frederick  K,  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 


A 


1972  Scientific  Assembly 
“Problem-Oriented  Medicine” 


October  9-12,  1972  Host  Farm  Motel,  Lancaster 

Sponsors 

Keystone  Medical  Society 
Pennsylvania  Medical  Society 
Pennsylvania  Osteopathic  Medical  Association 
a program  of  continuing  education  for  physicians  and  allied  medical  personnel 


♦ 


The  sessions  of  the  1972  Scientific  Assembly  are  acceptable  as  hour-for-hour 
credit  toward  the  AMA  Physician’s  Recognition  Award  and  the  PMS  membership 
requirement.  Morning  sessions  of  the  general  program  count  as  Category  I credit. 

Luncheon  sessions  and  all  specialty  society  sessions  count  as  Category  II  credit. 

• 

Tuition:  Physicians:  $25  for  four  days;  $10  for  each  day  or  part  thereof 


Nurses:  $12.50  for  four  days;  $5.00  for  each  day  or  part  thereof 

Residents,  Interns  and  Students:  No  charge 


Further  information  is  available  from: 

Luncheons  each  day:  $5.00  Commision  on  Scientific  Assembly 

Other  meals  carry  additional  charges  Pennsylvania  Medical  Society 

20  Erford  Rd.,  Lemoyne,  Pa.  17043 
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classifieds 


PHYSICIANS  WANTED 

Internist — Northeastern  Pennsylvania. 
Immediate  opening  to  share  prac- 
tice with  a well-established  general 
practitioner.  Salary  $30-35,000  area. 
Offers  new  well-equipped  hospital;  dy- 
namic young  staff  and  many  recrea- 
tional opportunities.  Easy  access  to  all 
major  east  coast  cities  and  medical 
centers,  yet  the  comfort  of  country  liv- 
ing in  an  active  community.  Write  Box 
611.  Pennsylvania  Medicine,  20  Er- 
ford  Rd.,  Lemoyne,  Pa.  17043. 

General  Practitioner  and  Internist  for 

group  practice  in  new  building  attached 
to  125-bed  accredited  hospital.  Ideal 
community  of  8,500,  drawing  16,000. 
Excellent  fishing,  hunting,  skiing,  and 
golf.  Contact:  John  E.  Brown,  M.D., 
210  North  Center  Street,  Corry,  Penn- 
sylvania 16407.  Telephone:  (814)  664- 
7134. 

Emergency  Department  Physician — 

M.D.  or  D.O.  Pennsylvania  licensed. 
Modern  JCAH  accredited  300-bed  hos- 
pital that  has  recently  completed  a 
merger  and  large  expansion  program 
including  a new  emergency  room  suite. 
Fourth  physician  needed  to  round  out 
current  staff  of  three.  Excellent  finan- 
cial and  fringe  benefits.  Administrator, 
Lewistown  Hospital,  Lewistown,  Pa. 
17044. 

Rapidly  expanding  300-bed  hospital  in 
central  Pennsylvania  wishes  to  include 
additional  talent  in  well  established 
departments  of  radiology,  psychiatry, 
pathology,  ophthalmology,  and  OB- 


GYN.  The  hospital  is  in  close  proximi- 
ty to,  and  in  liaison  with,  Pennsylvania 
State  University  and  has  easy  access  to 
the  Hershey  Medical  Center.  Excellent 
hunting,  fishing,  ski  trails,  and  lovely 
countryside.  Contact  , Robert  E. 
Rawdon,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  Lewistown 
Hospital,  Lewistown,  Pa.  17044. 

Physician — Medical  Director.  Physi- 
cian to  organize,  direct  and  provide 
medical  and  geriatric  services  in  ex- 
tended care  facility.  Full  time  position 
with  salary  open  and  additional 
benefits.  Position  in  progressive, 
county-operated,  460-bed  hospital  and 
nursing  home;  professional  atmos- 
phere; picturesque,  historic,  central 
Pennsylvania  city  of  60,000;  excellent 
cultural  and  educational  facilities;  easy 
access  to  several  major  cities;  outstand- 
ing local  medical  society.  Apply  to:  Mr. 
James  J.  Lindes,  Administrator,  York 
County  Hospital  and  Home,  1 18  Pleas- 
ant Acres  Road,  York,  Pennsylvania 
17402.  Telephone:  (717)  755-9601. 

House  Staff  Physicians — Night  and 

weekend  coverage  in  genera!  hospital, 
suburban  Philadelphia — 20  miles  from 
Center  City.  Pennsylvania  license 
required.  Telephone:  (215)  539-8500. 
Robert  E.  Colcher,  M.D.,  Valley  Forge 
Medical  Center  and  Hospital,  Norris- 
town, Pa. 

Occupational  Physician — Atlantic 
Richfield  has  irhmediate  opening  at 
Philadelphia  Refinery  for  full-time 
Pennsylvania  licensed  physician  to  as- 
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sume  direction  of  general  occupation 
health  program.  Salary  $25,000,  ph 
excellent  benefits.  Send  resumes  to:  M 
R.H.  McHenry,  P.O.  Box  725, 
Philadelphia,  Pa.  19101.  An  equal  o 
portunity  employer  M/F. 

To  head  Child  Psychiatric  Services 

progressive  expanding  comprehensi 
Mental  Health  Center  in  the  city  ^ 
Philadelphia.  Dynamic,  creative  imag 
native  and  daring  individual  wantej 
Should  be  willing  to  explore  groij 
approaches  to  treatment  and  partic 
pate  in  related  services  of  consultatir 
to  the  community.  Familiarity  with  tl 
work  of  comprehensive  mental  heal 
centers  desirable  but  not  mandator. 
Fringe  benefits.  Northeast  Communi 
Mental  Health  Center,  Roosevelt  Blv 
and  Adams  Ave.,  Telephone:  (21 
743-1600,  Personnel  Department. 

Internist  or  General  Practitioner 

needed  for  396-bed  general  medic 
hospital  with  102-bed  nursing  hon 
unit;  salary  based  on  qualification 
licensure  any  state;  excellent  frinj 
benefits;  located  35  miles  from  Pitt 
burgh  metropolitan  area;  noi 
discriminatory  employment.  Contaq 
Chief  of  Staff,  VA  Hospital,  Butler,  P 
16001. 

Physician — to  provide  medical  ser 
ices  in  a new  ambulatory  care  cente 
opportunity  to  participate  in 
Physician’s  Assistant  Training  Prc 
gram.  Group  practice  setting — suppo 
personnel,  attractive  hours,  vacatioi 
retirement,  other  fringe  benefits.  Sail 
ry  $27-30,000  or  higher,  depending  c 
qualifications.  Write:  Lester  \ 
Saidman,  M.D.,  Rural  Health  Corpor; 
tion  of  Luzerne  County,  116-118  5 
Main  St.,  Wilkes-Barre,  Pa.  1870 
Near  Pocono  Mts.,  golfing  and  skiin 
are  excellent.  New  York  City — 2^/ 
hrs.,  Phil.— 2 hrs.,  Balt. — 3 hrs 
Wash. — 3%  hrs.  ^ 

Emergency  Room  Physician,  immed 
ate  opening.  42- hour  week,  contrac 
available.  $30,000  annual  minimur 
guarantee.  259-  bed  general  hospitt 
located  in  resort  area,  noted  for  horse 
and  golf.  Please  contact  Dr.  Charle 
A.S.  Phillips  or  Mr.  J.F.  Shinn,  Ac 
ministrator,  Moore  Memorial  Hosp 
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• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


'll,  Pinehurst,  N.C.  Telephone  (919) 
:95-6861. 

osition  Open:  Radiologist  for  medium 
'zed  Accredited  General  Hospital  in 
entral  Pennsylvania  College  town, 
ew  recreational  area  under  develop- 
ment. New  and  enlarged  department 
ith  modern  diagnostic  and  therapeu- 
c equipment.  Please  send  resume  to 
ox  No.  610,  Pennsylvania  Medicine. 

/anted — Interns  and  residents  with 
lealth  professions  loans  to  investigate 
le  many  attractive  practice  opportu- 
ities  in  the  twenty-one  Pennsylvania 
)unties  declared  shortage  areas,  per- 
litting  cancellation  of  50  percent  of 
an.  For  further  details  contact  The 
ducational  and  Scientific  Trust,  20 
rford  Road,  Lemoyne,  Pa.  17043. 

xcellent  opportunity  for  a general  sur- 
:on.  Rapidly  developing  resort  area, 
ith  hunting,  fishing,  and  winter 
lorts.  Fully  accredited,  60-bed  hospi- 
1,  just  completing  a million  dollar 
odernization  program.  Contact  E.  L. 
•itt.  Administrator,  Meyersdale  Corn- 
unity  Hospital,  Meyersdale,  Pa. 
5552. 

iychiatrist — To  be  Assistant  Superin- 
indent  of  Dixmont  State  Hospital, 
cated  in  suburban  Pittsburgh,  Pa. 
esponsible  for  psychiatric  treatment, 
fining,  and  research  programs  and 
eir  coordination  in  a 500-bed  hospi- 
1.  Requires  Pennsylvania  license, 
3ard  Eligible,  and  four  years  experi- 
^ce  in  psychiatry,  including  three 
prs  in  administrative  or  supervisory 
jisition.  Salary  competitive,  with  ex- 
fllent  state  fringe  benefits.  Contact: 
jiperintendent,  Dixmont  State  Hospi- 
1,  Sewickley,  Pa.  15143.  Telephone: 
112)  761-1780. 

. 

FOR  SALE 

iiysician’s  office — fully  equipped, 
firnished  or  unfurnished.  Six  rooms, 
[itable  for  family  practice  or  other 
[ecialty.  Very  close  to  hospital, 
jpcated  in  beautiful  central  Pennsyl- 
|.nia.  Write  Box  606,  Pennsylvania 
|EDiciNE,  20  Erford  Rd.,  Lemoyne, 
ii.  17043.  Present  owner  plans  to  re- 

!'■ 

September  1972 


• Eugene  A.  Heilman,  Villanova; 
Temple  University  School  of  Medi- 
cine, 1911;  age  96;  died  June  28, 
1972.  Survivors  include  two  sons  and 
two  sisters. 

• Fred  G.  Holt,  Neffsville;  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine, 1940;  age  57;  died  July  3,  1972. 
Dr.  Holt  was  a member  of  the  staff  of 
the  VA  Hospital  in  Lebanon.-  He  was 
formerly  chief  psychiatrist  at  Lan- 
caster General  Hospital.  His  wife  and 
four  sons  survive  him. 

• Willis  A.  Houck,  DuBois;  Univer- 
sity of  Pennsylvania  Medical  School, 
1919;  age  81;  died  June  2,  1972.  He 
was  chief  of  surgery  at  both  DuBois 
hospitals  until  his  retirement  in 
January.  He  is  survived  by  two  sons,  a 
daughter,  and  a brother. 

• Ardis  M.  H.  Kaufman,  New 
Kensington;  University  of  Pennsyl- 
vania School  of  Medicine,  1923;  age 
72;  died  June  30,  1972.  Two  daughters 
and  a son  survive  her. 

• James  A.  Lane,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1934;  age  66;  died  July  2,  1972. 
He  is  survived  by  his  wife  and  two 
sons. 

• Sante  Palazzolo,  Johnstown;  Uni- 
versity of  Modena,  Italy,  1925;  age  73; 
died  March  16,  1972.  His  wife  sur- 
vives. 

• Henry  T.  Wycis,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1938;  age  61;  died  June  30, 
1972.  He  had  been  professor  of  neuro- 
surgery at  Temple  until  1969,  when  he 
became  director  of  the  neuroscience 
department  at  St.  Luke  Medical 
Center.  He  was  internationally  known 
for  his  pioneering  work  on  Parkinson’s 
disease.  His  wife,  two  daughters,  and 
his  mother  survive  him. 

• Oscar  T.  Ziel,  Pittsburgh;  Univer- 
sity of  Pittsburgh  School  of  Medicine, 
1923;  age  73;  died  June  24,  1972.  Two 
sons,  one  of  whom  is  Harry  Ziel, 
M.D.,  California;  two  sisters;  and  two 
brothers  survive  him. 

Frederick  W.  Dershimer,  West 
Chester;  Jefferson  Medical  College, 


1915;  age  81;  died  March  9,  1972.  He 
is  survived  by  his  wife. 

Albert  P.  Knight,  Sanbornville, 
New  Hampshire;  age  80;  died  July  9, 
1972.  He  formerly  practiced  in  Potts- 
ville.  There  is  no  information 
regarding  survivors. 

• M.  Royden  C.  Astley,  Pittsburgh; 
University  of  Pennsylvania  Medical 
School,  1936;  age  61;  died  July  7, 
1972.  He  was  professor  of  psychiatry 
at  the  University  of  Pittsburgh  School 
of  Medicine  and  director  of  the  Pitts- 
burgh Psychoanalytic  Institute.  Dr. 
Astley  was  a past  president  of  the 
American  Psychoanalytic  Association. 
He  was  also  a fellow  of  the  Board  on 
Professional  Standards  of  the  Ameri- 
can Psychoanalytic  Association. 

• Ephriam  F.  Braverman,  Coates- 
ville;  Chicago  Medical  School,  1950; 
age  47;  died  June  7,  1972.  Information 
regarding  survivors  is  not  available. 

• Thomas  J.  English,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1927;  age  70;  died  June  20, 
1972.  There  is  no  information  on  sur- 
vivors. 

• Jane  C.  Foreacre,  West  Chester; 
Temple  University  School  of  Medi- 
cine, 1949;  age  55;  died  June  27, 
1972.  No  information  on  survivors  is 
available. 

• James  T.  Gille^ie,  Erie;  Univer- 
sity of  Michigan  Medical  School, 
1933;  age  67;  died  March  17,  1972. 
Dr.  Gillespie  specialized  in  obstetrics. 
He  is  survived  by  his  wife. 

• Milton  S.  Greenberg,  Philadel- 
phia; Jefferson  Medical  College,  1950; 
age  48;  died  July  1,  1972.  He  was 
clinical  assistant  professor  of  psychia- 
try and  director  of  the  consultation- 
liaison  service  at  Hahnemann  Medical 
College  and  Hospital.  He  was  also 
director  of  psychiatry  at  the  Daroff 
division  of  Albert  Einstein  Medical 
Center  and  chairman  of  the  clinical 
services  committee.  He  was  on  the 
staff  of  the  Philadelphia  Psychiatric 
Center.  He  is  survived  by  his  wife,  a 
daughter,  a son,  a brother,  and  both 
his  parents. 
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meetings 


OCTOBER 

American  College  of  Surgeons,  October  2-6,  annual  clinical 
congress.  Fairmont  Hotel,  San  Francisco.  Contact:  C. 
Rollins  Hanlon,  M.D.,  55  E.  Erie  St.,  Chicago  6061 1. 
American  Roentgen  Ray  Society,  October  3-6.  Washington 
Hilton  Hotel,  Washington,  D.C.  Contact:  Ted  F.  Leigh, 
M.D.,  Emory  University  Clinic,  Atlanta,  Ga.  30322. 
American  Society  of  Psychosomatic  Dentistry  and  Medi- 
cine, October  6-8.  Mt.  Pocono,  Pa. 

Industrial  Health  Foundation,  October  10-11,  annual  meet- 
ing. William  Penn  Hotel,  Pittsburgh.  Contact:  Robert  T. 
P.  deTreville,  M.D.,  Industrial  Health  Foundation,  5231 
Centre  Ave.,  Pittsburgh  15232. 

American  Society  for  Human  Genetics,  October  11-14. 
Philadelphia. 

American  Academy  of  Pediatrics,  October  14-19,  annual 
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meeting.  New  York  Hilton  Hotel,  New  York  City. 

American  Urological  Association,  October  15-18.  Green- 
brier Hotel,  White  Sulphur  Springs,  Va.  Contact: i 
Raymond  M.  Yow,  M.D.,  16  Medical  Center,  Salisbury, 
Md.  21801. 

American  College  of  Gastroenterology,  October  15-21,' 
Montreal,  Can.  Contact:  Mr.  Daniel  Weiss,  299' 
Broadway,  New  York  City  10017. 

Eastern  Orthopaedic  Association,  October  18-22.  Cerromari 
Beach  Hotel,  Dorado  Beach,  Puerto  Rico.  Contact:  Miss. 
Elizabeth  F.  Capella,  330  S.  9th  St.,  Philadelphia  19107. 

American  College  of  Chest  Physicians,  October  23-26,  an-i 
nual  scientific  assembly.  Denver  Convention  Complex, 
Denver,  Colo.  Contact:  ACCP,  112  E.  Chestnut  St., 
Chicago  6061 1. 

American  Institute  of  Ultrasound  in  Medicine,  October  29- 
Nov.  1,  annual  meeting.  Marriott  Hotel,  Philadelphia. 
Contact:  Barry  B.  Goldberg,  M.D.,  Department  of 
Radiology,  Episcopal  Hospital,  Front  St.  and  Lehigh 
Ave.,  Philadelphia  19125. 


Solid  Investment  Opportunity 
In  one  of  America’s  fastest  growing  big- 
gest return  businesses  of  the  century — 
Quick  Service  Family  Restau- 
rant— Guernsey  Maid’s  new  and  unique 
concept  combines  the  fast  food  and 
family  restaurant  techniques  to  develop 
the  happy  medium  the  consumer 
wants — Beyond  the  hamburger,  hot  dog, 
and  french  fries,  Guernsey  Maid  Restau- 
rants offers  chicken,  fish,  and  its  forte, 
real  ice  cream  and  dairy  treats.  Inves- 
tigate this  opportunity  today — write  or 
call  Guernsey  Maid  Restaurants,  Beech- 
dale  Farms,  Bird-in-Hand,  Pa.  17505.  For 
information  (71 7)  656-2446. 
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0.5  Gm  tablets 
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tolbutamide,  Upjohn 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Miohigan  49001 

JA72-2407-6 

©1972  The  Upjohn  Company 
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cillins 


ratones. 


The  crucial  experiment?  conve  rsion 
of  6«aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  WeVe  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverers  ore 

iOtaClllill  ampicillin  trihydi 
Pyoperf  disodium  carbenicillin 
Bactociir  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  1333 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin.  DPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  OBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 
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THYROID-FUNCTION  TESTS 

ARF  IISFFllI  IN 

MONITORING  SYNTHROID* 
(sodium  levDthpxine)  THERAPY 


■ No  calculations  are  needed,  test  interpretation  is  simpie 

■ P.B.I.,  T4  by  Column,  Murphy-Pattee,  Free  Thyroxine  are  all 
useful  in  monitoring  patients  on  T4  because  they  all  measure  T4 


■ SYNTHROID  patients  are  thereby  easy  to  monitor  because  their 
test  results  will  fall  within  predictable,  elevated  test  ranges 

■ Of  course,  clinical  assessment  is  the  best  criterion  of  the 
thyroid  status  of  the  drug-treated  patient 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I, 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

T3  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-11  meg  % 

^ynthroM* 

Mium  levotfpxind 


G^ipose 


die  Smootii 


•• 


.to  tffyroid  replacemetif  ti^rapy" 


See  reverse  side  for  Prescribing  Information.'' 


^nthroid  (sodium  levothyroxine) 


brand  of  Sodium  Levothyroxine,  U.S.P.  • Synthroid  Tablets  — for  oral  administration  • Synthroid  for  Injection— for  parenteral  administration 


SYNTHROID  Tablets  and  SYNTHROID  for  Injection  contain  synthetic  crystal- 
line sodium  levothyroxine.  L-thyroxine  is  the  metabolically  active  isomer  secreted 
by  the  thyroid  gland  and  is  approximately  twice  as  active  as  the  racemic  (DL-) 
form.  For  purposes  of  comparison,  0.1  mg.  of  SYNTHROID  (sodium  levothyroxine) 
elicits  a clinical  respo.ise  approximately  equal  to  that  produced  by  one  grain  (65 
mg.)  of  desiccated  Thyroid,  U.S.P.  SYNTHROID  (sodium  levothyroxine)  simulates 
endogenous  thyroxine  in  its  gradual,  sustained  effect— an  important  consideration 
from  the  standpoint  of  maintenance— and  in  its  high  specificity  for  serum-thyrox- 
ine-binding protein.  In  contrast  to  desiccated  thyroid  and  thyroglobulin,  each 
dose  of  SYNTHROID  (sodium  levothyroxine)  is  uniform  in  hormone  content,  thus 
avoiding  fluctuation  in  biologic  potency  and  consequent  treatment  problems. 
SYNTHROID  (sodium  levothyroxine)  permits  maximal  toleration  because  of  its 
complete  freedom  from  potentially  allergenic  protein  substances. 


Pharmacology:  SYNTHROID  (sodium  levothyroxine)  acts,  as  does  endogenous 
thyroxine,  to  stimulate  metabolism,  growth,  development  and  differentiation  of 
tissues.  It  increases  the  rate  of  energy  exchange,  and  increases  the  maturation 
rate  of  the  epiphyses.  Sodium  levothyroxine  is  absorbed  rapidly  from  the  gastro- 
intestinal tract  after  oral  administration:  following  absorption,  the  compound 
becomes  bound  to  the  serum  alpha  globulin  fraction.  Accurate  determination  of 
either  the  PBI  (protein-bound-iodine)  or  other  appropriate  tests  may  serve  as  a 
useful  index  of  therapeutic  response  to  SYNTHROID  (sodium  levothyroxine) 
therapy  because  of  its  affinity  for  serum  proteins.  The  mean  half-time  of  levo- 
thyroxine turnover  is  reported  to  be  6.5  days  as  measured  by  disappearance  of 
radio-iodine  (I'^i)  labeled  levothyroxine  from  the  serum  in  euthyroid  subjects. 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy 
for  diminished  or  absent  thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  excessive  radiation,  or  anti-thy- 
roid drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  pregnancy, 
pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple 
(non-toxic)  goiter,  and  reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  is  indicated  for  intravenous  use 
In  myxedematous  coma  and  other  thyroid  dysfunctions  where  rapid  replacement 
of  the  hormone  is  required.  The  injection  is  also  indicated  for  intramuscular  use 
in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing  con- 
ditions or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 


Precautions:  As  with  other  thyroid  preparations,  an  overdosage  of  SYNTHROID 
(sodium  levothyroxine)  may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting,  and  continued  weight  loss.  While  these  effects  may  begin 
after  four  to  five  days,  they  may  not  become  apparent  for  one  to  three  weeks. 
Patients  receiving  the  drug  should  therefore  be  kept  under  close  observation  for 
signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear,  the  medication 
should  be  discontinued  for  two  to  six  days  and  then  resumed  at  a lower  level. 
Signs  of  optimal  thyroid  function  will  establish  the  proper  maintenance  dose. 

The  severity  of  diabetes  may  be  reduced  by  hypothyroidism,  and  the  require- 
ment for  insulin  is  often  lowered. Therefore,  patients  with  diabetes  mellitus  should 
be  observed  closely  for  possible  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements. 

If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  such  as  Addison’s 
disease  (chronic  adrenocortical  insufficiency),  Simmond's  disease  (panhypopi- 
tuitarism), or  Cushing's  syndrome  (hyperadrenalism),  these  dysfunctions  must  be 
corrected  prior  to  and  during  SYNTHROID  (sodium  levothyroxine)  administration. 
The  patient’s  progress  during  thyroid  treatment  must  be  observed  carefully  and 
regularly  for  evidence  of  the  development  of  any  of  these  conditions. 

Caution  must  be  exercised  in  the  administration  of  this  drug  to  patients  with 
cardiovascular  disease;  development  of  chest, pains  or  other  aggravation  of  the 
cardiovascular  disease  requires  a reduction  of  dosage. 


Contraindications:  SYNTHROID  (sodium  levothyroxine)  therapy  is  contraindi- 
cated in  thyrotoxicosis  and  acute  myocardial  infarction. 


Side  affects:  The  effects  of  SYNTHROID  (sodium  levothyroxine)  therapy  are  slow 
in  being  manifested.  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  heart  palpitations  with  or  without  pain,  leg 
cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  in- 
creases in  dosage  of  thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  in  dosage  followed  by  a more  grad- 
ual adjustment  upward  will  result  in  a more  accurate  indication  of  the  patient’s 
dosage  requirements  without  the  appearance  of  side  effects. 


Dosage  and  administration:  The  importance  of  careful  diagnosis  of  hypothyroid- 
ism must  always  be  considered,  despite  the  fact  that  symptomatically  the  condi- 
tion is  one  of  the  most  clear-cut  of  endocrine  disorders.  Diagnosis  should  include 
laboratory  testing  of  basal  metabolic  rate,  serum  PBI,  and  other  tests  for  thyroid 
function  to  support  clinical  signs  of  thyroid  hypofunction. 

Treatment  of  hypothyroidism  requires  replacement  of  thyroid  hormone  in  daily 
amounts  adequate  for  maintaining  normal  metabolism.  Reliable  laboratory  mea- 
surements and  good  clinical  judgment  will  determine  the  daily  dose  required  to 
achieve  the  goal  of  therapy.  The  correct  concentration  of  thyroxine  is  essential 
for  the  health  of  all  tissues;  overdosage  may  lead  to  thyrotoxicosis  medicamen- 
tosa, while  underdosage  permits  the  continuation  of  the  hormonal  deficiency. 


Treatment  can  be  guided  by  the  serum  PBI  level  (the  normal  range  in  males 
4.5  to  7.5  mcg%;  in  females,  5.5  to  8,5  mcg%)  produced  after  a few  weeks 
the  daily  dose  of  thyroxine  administered,  A PBI  level  below  5 mcg%  may  indici 
the  need  for  a larger  dose  of  thyroxine.  PBI  levels  are  not  absolute  indicators 
the  thyroid  state,  however.  In  patients  made  euthyroid  with  SYNTHROID  (sodit 
levothyroxine),  it  is  not  unusual  to  find  PBI  levels  of  8 to  10  mcg%.  Levothyroxii 
has  a high  binding  capacity  for  serum  proteins  in  contrast  to  other  thyroid  met.,,, 
caments  which  may  contain  varying  amounts  of  L-triiodothyronine  which  has  .%' 
low  binding  capacity.  r- 

In  adult  myxedema  (when  the  PBI  is  often  as  low  as  2.5  mcg%  or  less),  theij 
starting  dose  of  SYNTHROID  (sodium  levothyroxine)  should  be  0.025  mg.  daily, 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the  end  of  a second  two* 
weeks.  A serum  PBI,  ECO,  and  clinical  examination  should  be  made  after  30  daysr 
on  this  dosage  regimen.  In  the  event  of  an  over-all  rapid  recovery,  the  0.1  mg.i 
daily  dose  should  be  continued,  and  the  clinical  status  reviewed  after  an  addT-i 
tional  30  days  (total  treatment  period  of  approximately  90  days).  The  daily  dosei 
may  then  be  increased  to  0.2  mg.  After  an  additional  two  months  on  this  regimen, 
clinical  and  PBI  evaluations  should  be  repeated.  If  either  appears  to  be  below 
normal,  the  daily  dose  should  be  increased  to  0.3  mg.  Permanent  mainfenano* 
doses  vary  with  the  individual  patient,  ranging  from  0.1  to  1.0  mg.  daiiy.  ; ' 

The  same  starting  dose  of  SYNTHROiD  (sodium  levothyroxine)  as  administeroBi 
for  adult  myxedema  may  be  employed  for  cretinism  or  severe  hypothyroidism  ifti: 
children,  but  alt  intervals  of  change  should  be  made  every  two  weeks.  In  tl4' 
growing  child,  final  dosage  requirements  may  be  greater  than  in  the  adult, 
cases  where  cretinism  is  discovered  after  the  first  six  weeks  of  life,  overdosa»i 
of  SYNTHROID  (sodium  levothyroxine)  therapy  is  much  preferred  to  under-trei^i 
ment,  in  order  to  accelerate  growth  rate.  As  with  the  adult  patient,  serum  Pffll 
may  be  measured  during  SYNTHROID  (sodium  levothyroxine)  administration,  ti 
In  hypothyroidism  without  myxedema  (where  the  PBI  usually  ranges  from  2, 
to  4,5  mcg%),  the  starting  dose  of  SYNTHROID  (sodium  levothyroxine)  may  ' 
0.1  mg.  daily  and  may  be  increased  by  0.1  mg.  every  30  days.  Clinical  evaluati. 
should  be  made  monthly  and  PBI  measurements  about  every  90  days.  Final  mail 
tenance  dosage  will  usually  range  from  0.2  to  0.4  mg,  daily,  although  hig 
maintenance  dosages  are  sometimes  necessary. 

in  myxedematous  stupor  or  coma,  with  no  evidence  of  severe  heart  diseas 
200  to  400  meg.  of  SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
administered  intravenously  utilizing  a solution  containing  100  meg.  per 
Detectable  effects  are  usually  observed  by  the  sixth  hour  after  injection  and  a; 
fully  appreciated  during  the  following  day.  A repeat  injection  of  100  to  200  moi 
may  be  given  on  the  second  day  if  significant  improvement  has  not  occurr® 
The  intravenous  use  of  sodium  levothyroxine  in  myxedematous  coma  is  advai 
tageous  because  it  produces  a predictable  increase  in  the  concentration 
protein-bound  iodine,  eliminates  the  need  for  multiple  doses  until  oral  theraj. 
is  reinstated,  circumvents  the  uncertainty  of  oral  or  intramuscular  absorptloi 
and  avoids  the  risk  of  pulmonary  aspiration.  SYNTHROID  (sodium  levothyroxinr 
for  injection  is  given  by  the  intramuscular  route  when  the  oral  route  is  impraoti 
cal  and  a rapid  onset  of  effect  is  not  desired. 

It  should  be  noted  that  in  some  patients  whose  PBI  is  4.0  mcg%  or  lesi 
endogenous  secretion  is  reduced  when  exogenous  thyroid  hormone  is  adminii 
tered.  In  these  patients,  the  PBI  does  not  increase  as  would  be  expected  afti 
a few  weeks  of  medication.  This  may  indicate  the  need  for  a longer  period 
observation  to  ascertain  the  required  dosage.  In  such  patients,  several  monti 
may  be  needed  to  determine  the  correct  maintenance  dosage. 


How  supplied:  SYNTHROID  (sodium  levothyroxine)  Tablets  are  supplied 
scored,  color-coded  compressed  tablets  in  seven  concentrations:  0.025  mg 
(orange),  0.05  mg.  (white),  0.1  mg.  (yellow),  0.15  mg,  (violet),  0.2  mg.  (pink 
0.3  mg.  (green),  and  0.5  mg.  (blue). 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  supplied  in  10  ml.  viaH 
containing  500  meg.  of  lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.FS 
a 5 ml.  vial  containing  Sodium  Chloride  Injection,  U.S.P.,  is  provided  as  diluenn 


Directions  for  reconstitution;  Reconstitute  the  lyophilized  sodium  levothyroxin 
by  aseptically  adding  5 ml.  of  the  Sodium  Chloride  Injection,  U.S.P.,  to  the  viaif 
Shake  vial  to  Insure  complete  mixing. 


Use  immediately  after  reconstitution.  Discard  any  unused  portion. 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  {complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
imrnediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
_drug;  polymyalgia  rheumatics  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
■potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
Irug.  Use  lowest  effective  dosage.  Weigh  initially 
■ Jnpredictable  benefits  against  potential  risk  of  severe, 
sven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias.  Including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage,  if  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  Including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matics, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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Ardsley,  New  York  10502 
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Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy; 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  andgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  1 5 to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem;  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients;  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self -limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

comnlef  e discussion  of  adverse  reactions  and  a brief 
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Contraindications: Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 
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of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently  ' 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea.- 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head-' 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncope,' 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irri-) 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequently,- 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely^ 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, < 
urinary  retention.  ? 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  isf' 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased’ 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  /of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended.  ■ i 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received  ! 
Talwin  orally  for  prolonged  periods  have  not  experienced  with-'  j 
drawal  symptoms  even  when  administration  was  abruptly  disconU 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has  j, 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations  .Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory] 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg, 
base.  Bottles  of  100. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 
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HOUSE  OF  DELEGATES  TO  FORM  POLICY  The  123rd  Annual  Session  of  the 

Pennsylvania  Medical  Society, 

which  will  be  held  in  Lancaster  October  24-26,  has  a number  of  major 
decisions  before  it.  They  include:  PMS  membership  for  medical  stu- 
dents, creation  of  a new  office  of  vice-president  to  succeed  to  the 
office  of ^president-elect  and  then  to  the  presidency,  creation  of  a 
new  administrative  division  of  communications  and  abolition  of  the 
Council  on  Public  Service,  and  approval  of  the  bylaws  for  the  Penn- 
Medical  Care  Foundation  and  its  incoirporation  and  inimediate 
activation.  The  order  of  business  of  the  Annual  Session  has  been 
changed  to  allow  greater  time  for  consideration  of  recommendations 
and  resolutions,  twenty-six  of  which  were  received  in  time  for  publi- 
cation in  the  Official  Reports  Book.  Councilor  district  meetings  for 
eleven  of  the  twelve  districts  are  scheduled  for  both  before  and 
after  reference  committee  hearings.  These  hearings  are  scheduled  for 
various  times,  so  that  delegates  may  attend  and  participate  in  more 
than  one  hearing.  In  this  issue  of  PENNSYLVANIA  MEDICINE  appear  an- 
nouncements of  the  state  dinner,  the  liability  insurance  seminar,  and 
the  open  hearing  of  the  Pennsylvania  Delegation  to  the  AMA,  which  all 
State  Society  members  are  urged  to  attend.  Summaries  of  official 
reports  appear  on  page  71  of  this  issue. 

PMS  TESTIFIES  AT  HEALTH  CARE  HEARINGS  State  Insurance  Commissioner 

Herbert  S.  Denenberg  con- 
ducted a week  of  hearings  opening  September  25  in  Philadelphia  on  "the 
health  care  delivery  system"  with  his  usual  attacks  on  the  medical 
profession  and  on  Blue  Shield.  PMS  President  George  P.  Rosemond,  M.D., 
and  Matthew  Marshall,  Jr.,  M.D.,  chairman  of  the  Society's  Committee 
on  Medical  Care  Appraisal  Project,  presented  State  Society  statements 
on  the  second  day  of  the  hearings  (see  page  l4  of  this  issue)  amid 
growing  evidence  that  the  commissioner  is  losing  credibility  among 
the  news  media.  There  was  a decided  decrease  in  the  amount  of  publi- 
cily  given  to ^ the  hearings  by  the  major  newspapers.  Observers  noted 
that  the  commissioner  came  off  second  best  in  the  sharp  exchanges  be- 
tween him  and  Drs . Rosemond  and  Marshall.  The  commissioner  is  con- 
tinuing his  demands  that  all  physician  members  of  the  Blue  Shield 
Board  and  Corporation  resign  so  that  it  can  be  operated  totally  by 
consumers.  He  suggested  also  that  Blue  Shield  could  be  splintered 
and  taken  over  by  the  state's  five  "consumer-dominated"  Blue  Cross 
plans.  A day  of  testimony  was  devoted  to  chiropractic  and  Stephen  J. 
Barrett,  M.D.,  chairman  of  the  Lehigh  Valley  Committee  against  Health 
Fraud,  Inc.,  testified.  Prior  to  the  hearings  Dr.  Barrett  said:  "Dr. 
Denenberg  has  been  very  outspoken  about  'excessive'  medical  costs  and 
unnecessary'  medical  x-rays.  It  would  be  totally  inconsistent  for 
him  to  ignore  what  chiropractors  are  doing.  . .if  he  is  sincere  in  his 
concern  for  public  welfare,  he  must  take  a position  attacking  its 
(chiropractic's)  flagrant  abuses." 
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PMS  SCIENTIFIC  ASSEMBLY  GEARED  TO  PROBLEMS  "Problem-Oriented  Med- 
icine" is  the  theme  of 

the  1972  PMS  Scientific  Assembly  at  the  Host  Farm  Resort  Motel  in 
Lancaster.  It  is  expected  to  attract  some  1,000  health  professionals- 
physicians  and  ancillary  personnel.  The  assembly  opens  October  9 with 
a general  session  on  peer  review  and  the  problem-oriented  record. 
Seminars  for  nurses  and  allied  professionals,  meetings  of  specialty 
societies,  courses  prepared  by  three  of  the  state’s  medical  schools 
and  a learning  lounge  are  features  of  the  1972  assembly. 

MALPRACTICE  SEMINAR  SLATED  FOR  ANNUAL  SESSION  An  education  seminar 

on  malpractice  loss 
prevention  is  a highlight  on  Tuesday,  October  24,  at  8:30  p.m.,  in  the 
Monte  Carlo  Room  at  the  Host  Farm  Motel,  Lancaster,  of  the  1972  Session | 
of  the  PMS  House  of  Delegates.  All  PMS  members  are  invited  to  attend 
the  session,  planned  by  Argonaut  Insurance  Co.,  underwriters  of  the 
professional  liability  insurance  program  sponsored  by  the  State  Society] 
as  part  of  its  commitment  to  provide  malpractice  education  to  the  mem- 
bership. Delores  Spina,  attorney  with  Pepper,  Hamilton  and  Scheetz, 
will  explain  the  Pennsylvania  informed  consent  law  and  recent  court 
developments.  Maury  Maede,  Argonaut  representative,  will  discuss  rates] 
particularly  with  regard  to  solo  coiporations . Drs.  John  Helwig,  Jr. 
and  Joseph  Danyo,  members  of  the  PMS  Commission  on  Professional  Lia- 
bility Insurance,  will  present  ways  physicians  can  provide  the  best 
patient  care,  safeguard  themselves  and  their  hospitals  against  suits, 
and  still  avoid  unnecessary  procedures. 

AAFP  CONFERS  FELLOWSHIPS  More  than  4,200  members  of  the  American 

Academy  of  Family  Physicians  became  fel- 
lows of  the  organization  in  ceremonies  held  during  its  silver  anni- 
versary convention  and  scientific  assembly  held  in  September  in  New 
York  City.  The  new  degree  was  awarded  to  those  academy  members  who 
have  completed  600  or  more  hours  of  accredited  continuing  education  or 
have  attained  diplomate  status  in  the  specialty  of  family  medicine. 
Fellows  have  the  privilege  of  using  the  title,  "Fellow  of  the  American 
Academy  of  Family  Physicians"  (FAAFP). 

PHARMACISTS  RECOGNIZED  The  first  week  in  October  has  been  declared 

National  Pharmacy  Week.  PENNSYLVANIA  MEDI- 
CINE salutes  all  Pennsylvanians  who  are  members  of  this  important 
health  profession. 


A special  hearing  on  the  AM  A has  been  scheduled  during  the  1972 
Annual  Session  of  the  PMS  House  of  Delegates  at  Host  Farm  Resort 
Motel,  Lancaster,  at  11  a.m.,  Wednesday,  October  25.  Members  of  the 
Pennsylvania  Delegation  to  the  AMA  will  hear  testimony  regarding  AMA 
matters  and  will  gather  more  information  on  membership  attitudes 
toward  the  restructuring  of  the  AMA  as  proposed  by  Wesley  W.  Hall, 
M.D.,  of  Reno,  Nev.,  AMA’s  immediate  past  president.  Several  county 
medical  societies  in  the  Commonwealth  have  indicated  they  favor  some 
form  of  AMA  restructuring.  The  Pennsylvania  Delegation  to  the  AMA  will 
use  the  information  gathered  at  the  hearing  when  preparing  its  own  tes- 
timony before  hearings  of  the  AMA  Council  on  Long  Range  Planning 
which  will  be  conducted  at  the  AMA  clinical  session  in  Cincinnati,  O., 
later  in  the  year. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 

PARKER  & COMPANY  INC. 
OTwwH  PENNSYLVANIA 

(Administrator) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back’’  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman," 

it’s  like  having  your  own  insurance  company...  only  better! 

Use  this  coupon  to  secure  an  application 


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

□ I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 

Present  Carrier 


Name  

Office  Address  

City  

Telephone  

Medical  Specialty  

Date  your  professional  liability 


insurance  expires 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
(diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
it  should  be  prescribed  only  as  long 
as  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
when  you  decide  it  has  accom- 
plished its  therapeutic  task.  In 
general,  when  dosage  guidelines 
are  followed.  Valium  is  well 
tolerated  (see  Dosage).  For  con- 
venience it  is  available  in  2-mg,  5-mg 
.and  lo-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
have  been  the  most  commonly  re- 
ported side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
be  cautioned  against  engaging  in 
hazardous  occupations  requiring 
complete  mental  alertness,  such 
las  driving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

bide  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  ^in  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  andf  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  i or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  iw;  bottles  of  100  and  500.  All  strengths  also  availaWe  in 
Tel-E-Dose®  packages  of  1000. 


Wium* 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  IS  present.  Caution:  Do  not  administer  to  chudren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simnly  write  toC.B. FLEET  CO., INC., 
P.O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

I C.B.FLEETCO.,INC. 

Lynchburg,  Va.  24505 


UticillinVK 

(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 

The  Upjohn  Company 

Kalamazoo,  Michigan  49001  © 1972  the  upjohn  company  JA72-2144-6 
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^ (400.000  Ufiits^ 

Federal  law 

®'speftsing  without  prescT’ 


Upjohn 
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Underwriters  of  PMS-Sponsored 
Liability  Insurance  Program 
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The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
Physician'S  psychological  support  is  confirmed 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(TOO  patients  — Double  Blind  Study) 
T.  JakobQvits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 


(thyroid-antdrogen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  me. 
Thyroid  Ext. (1/6  gr.)  ..lOmg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  SOO,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. (Va  gr.)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext.  (1  gr.)  ....  64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 20  mg. 

Dose:  1 Of  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. (V4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
di22iness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 


Thvroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  1 Clin  Endocr  19:936,' 
1959.  S.  Fams,  E.  J.,  and  Colton,  $.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatog 
J Urol  79:863.  1958.  6.  Osol,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  Lippincott, 
delphia,  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 


Write  for  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  9005^ 
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(tetracycline  HCl, Upjohn) 

Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 
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PMS  Testifies  at  Health  Care  Hearings 


State  Society  President  George  P.  Rosemond,  M.D.,  and 
Matthew  Marshall,  Jr.,  M.D.,  chairman  of  the  Society’s  Com- 
mittee on  Medical  Care  Appraisal  Project,  presented  PMS  testi- 
mony at  hearings  on  the  health  care  delivery  system  held  in 
Philadelphia  City  Hall  by  the  Pennsylvania  Department  of  Insur- 
ance the  week  of  September  25.  Dr.  Marshall’s  testimony,  not 
available  at  press  time,  was  prepared  to  explain  peer  review  ac- 
tivities, the  function  of  the  Medical  Care  Appraisal  Project,  and 
the  potential  of  the  Pennsylvania  Medical  Care  Foundation. 
Below  is  the  text  of  Dr.  Rosemond’s  statement  as  prepared  for 
delivery  on  September  26. 


PENNSYLVANIA 

MEDICINE 


Mr.  Commissioner,  1 am  George  P.  Rosemond,  M.D., 
President  of  the  Pennsylvania  Medical  Society.  With  me  is 
Matthew  Marshall.  Jr.,  M.D.,  Chairman  of  the  Society's 
Medical  Care  Appraisal  Project.  We  appear  before  you  today 
as  the  official  spokesmen  of  the  Pennsylvania  Medical  Soci- 
ety to  state  our  views  on  subjects  germane  to  this  hearing. 

There  is  an  enormous  undertaking  inherent  in  the  stated 
purpose  of  this  hearing — an  examination  of  the  entire  health 
care  delivery  system. 

At  the  outset,  I want  to  make  it  clear  that  the  Pennsyl- 
vania Medical  Society  recognizes  that  there  are  problems  in 
our  health  care  delivery  system.  Workable  solutions  to  these 
problems  require  more  cooperative  efforts  than  have  been 
evident  in  the  past.  We  will  point  out  what  the  State  Adminis- 
tration specifically  and  State  Government  in  general  can  do 
to  assist  the  Pennsylvania  Medical  Society  in  its  efforts  to 
resolve  problems.  Solutions  in  the  best  interests  of  the  public 
require  state  administrative  and  legislative  cooperation. 
Without  cooperation,  no  amount  of  problem  description  can 
produce  solutions. 

We  hope  the  foundation  for  the  cooperation  that  we  have 
sought  for  so  long  can  be  constructed  at  these  hearings.  We 
reiterate  our  offers  to  meet  with  you.  the  Secretary  of  Health, 
the  Chairman  of  the  Board  of  Medical  Education  and  Licen- 
sure and  any  representatives  of  the  State  Administration  and 
of  the  Legislature  who  are  interested  in  enhancing  the  avail- 
ability of  quality  medical  care  at  an  equitable  cost. 

“We  who  are  interested  in  better  health  care  must  con- 
stantly be  on  guard  to  protect  the  standards  of  availability 
and  quality  of  health  care  against  the  destruction  that  false 
economy  can  produce.  The  three  factors  of  health  and  med- 
ical care — quality,  availability  and  cost — dare  not  be  con- 


sidered separately.  Each  impacts  directly  on  the  others.  It  is 
all  too  easy  to  focus  on  cost  and  come  up  with  simplistic 
solutions  without  complete  awareness  of  how  such  solutions 
will  affect  the  quality  and  the  availability  of  care. 

“The  Pennsylvania  Medical  Society  is  concerned  about 
rising  costs  in  all  phases  of  life,  including  health  care,  and 
we  are  and  have  been  engaged  in  a multitude  of  efforts  to 
control  rising  costs,  to  increase  the  availabiltiy  of  care  and 
to  elevate  further  the  quality  of  the  care  that  is  provided. 
We  will  discuss  some  of  these  efforts  and  point  out  in  each 
the  governmental  cooperation  necessary  to  achieve  greater 
results. 

“In  our  continuing  achievements  in  improving  health 
care,  our  efforts  are  made  much  more  difficult  by  govern- 
mental barriers,  court  decisions  and  other  outside  influ- 
ences. Our  responsibilities  often  call  for  an  increase  in  the 
authority  that  we  have.  We  can  and  do  suggest  courses  of 
action  that  have  been  determined  by  physicians  but  ac- 
complishment of  our  goals  would  be  enhanced  if  physicians 
had  increased  authority  to  direct  courses  of  action.  Their 
authority  has  been  eroded  by  such  things  as  court  decisions 
that  struck  down  medical  society  membership  as  a 
prerequisite  for  the  granting  of  hospital  staff  privileges. 
Consequently,  as  physicians  individually  and  through  their 
organizations  work  to  maintain  ethics  and  other  standards 
of  practice  established  in  the  best  interests  of  the  public  and 
the  profession,  they  find  expulsion  from  medical  society 
membership  a decreasing  deterrent  to  the  small  handful 
who  may  be  tempted  to  deviate. 

“An  important  consideration  in  many  of  the  areas  I will 
discuss  is  an  increase  in  the  authority  that  medical  societies 
have.  (Continued) 
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“The  privilege  of  practicing  medicine  in  Pennsylvania — 
or  any  other  licensed  profession  for  that  matter — is  granted 
by  the  Commonwealth  of  Pennsylvania.  The  granting  and 
the  revocation  of  that  privilege  is  the  responsibility  of  a 
designated  agency — and  in  the  case  of  physicians,  that 
agency  is  the  State  Board  of  Medical  Education  and  Licen- 
sure. That  Board  is  under-financed  and  under-staffed  and 
guided  by  a Medical  Practice  Act  that  presents  a further 
barrier  to  effectiveness.  The  Board  has  been  regarded  as  a 
source  of  state  revenue  rather  than  as  a guardian  of  the 
public.  The  license  fees  and  other  revenues  that  it  collects 
are  used  to  bolster  the  general  fund  rather  than  to  serve  the 
purpose  for  which  the  Board  should  exist — the  establish- 
ment of  realistic  minimums  for  the  practice  of  medicine  and 
the  enforcement  of  those  minimums.  The  Board  cannot 
meet  its  purpose  if  it  does  not  have  the  budget  necessary  to 
operate  effectively.  It  also  needs  additional  legal  support 
from  the  office  of  the  Attorney  General.  Vacancies  in  the 
State  Board  have  at  times  gone  unfilled  for  more  than  a 
year  despite  our  urgings  for  action  to  various  Governors.  At 
times,  even  when  Governors  have  submitted  appointments 
for  confirmation,  confirmation  has  been  denied  or  delayed. 
Rather  than  list  all  of  our  efforts  in  this  area  over  the  past 
decades,  I simply  point  out  that  virtually  no  improvements 
in  the  Board’s  situation  have  taken  place. 

“In  the  face  of  Commonwealth  inaction,  the  Pennsyl- 
vania Medical  Society  on  its  own  initiative  and  in  consulta- 
tion with  the  State  Board  of  Medical  Education  and  Licen- 
sure developed  a new  Medical  Practice  Act  which  contains 
expanded  and  explicit  disciplinary  provisions.  That  legisla- 
tion, S 1394  and  1395,  languishes  in  the  State  Legislature. 
In  August,  1971,  we  directly  asked  you,  Mr.  Commissioner, 
for  your  support  and  through  you,  the  support  of  the  state 
administration  for  that  legislation.  Such  support  has  not 
been  evident.  We  are  again  asking  for  that  support  and  for 
the  support  necessary  to  provide  the  Board  with  the  budget 
and  the  staff  necessary  to  meet  its  responsibilities. 

“I  repeat  that  the  power  granted  to  the  Board  of  Medical 
Education  and  Licensure  and  the  resources  to  wield  that 
power  are  essential  to  providing  proper  medical  care. 

“The  Pennsylvania  Medical  Society  is  a national  leader 
in  the  establishment  and  improvement  of  peer  review  tech- 
niques to  insure  the  proper  utilization  of  heatlh  services. 
Proper  peer  review  activities  result  in  more  economical 
services  without  adversely  affecting  the  quality  and  avail- 
ability of  care.  The  Pennsylvania  Medical  Society  has  been 
conducting  peer  review  on  a formal  basis  since  1958  and 
has  evolved  it  into  one  of  the  most  effective  and  sophis- 
ticated systems  in  the  nation.  It  was  for  this  reason  that  the 
Pennsylvania  Medical  Society  was  the  only  state  medical 
society  to  testify  before  the  U.S.  Senate  Finance  Committee 
hearings  in  June  of  1970  regarding  Medicare  and  Medicaid. 

“As  mentioned  earlier,  we  constantly  must  be  on  guard  to 
insure  that  such  cost  control  efforts  do  not  adversely  affect 
the  quality  of  the  care  provided.  We  will  not  save  dollars  at 
the  expense  of  human  suffering  and  to  the  best  of  our  ability 
to  prevent  it,  we  will  not  allow  others  to  do  it  either. 

“Dr.  Marshall  in  his  companion  comments  will  provide 
you  with  more  details  of  these  and  additional  methods  for 
controlling  costs  by  controlling  the  quantity  and  quality  of 
services.  The  great  majority  of  the  cases  in  which  we  are  in- 


volved are,  we  believe,  reasonably  and  amicably  settled  be- 
tween the  physician  and  the  patient  or  the  third  party  payor. 

“Again,  further  increases  in  our  effectiveness  require  the 
help  of  State  Government.  One  specific  example:  peer 
review  activities  cannot  function  without  physicians  volun- 
teering to  review  cases  and  patterns  and  the  physicians  who 
volunteer  recognize  their  susceptibility  to  a law  suit  in  the 
performance  of  their  peer  review  functions.  Since 
December  of  1971,  the  Pennsylvania  Medical  Society  has 
been  in  support  of  House  Bill  1810,  a peer  review  protec- 
tion act,  which  would  grant  members  of  professional  organ- 
izations immunity  from  civil  liability  when  participating  in 
peer  review  activities.  Again,  we  request  your  support,  the 
support  of  the  state  administration  and  the  support  of  the 
Legislature  in  providing  the  protection  from  civil  liability 
needed  so  that  we  may  continue  to  develop  peer  review  ac- 
tivities without  the  threat  of  legal  action  from  the  involved 
parties  who  may  dislike  a peer  review  decision. 

“With  increasing  demands  for  the  effective  monitoring  of 
physicians’  services  and  charges,  we  have  no  hesitation  about 
accepting  that  responsibility  as  long  as  government  will 
remove  the  barriers  that  hamper  our  effectiveness.  In  House 
Bill  1810,  we  ask  that  we  not  be  subject  to  liability  suits  for 
doing  what  is  demanded  of  us. 

"Peer  review  is  increasingly  a requirement  under  federally 
funded  programs  but  if  the  broad  benefits  of  peer  review  ac- 
tivities are  to  be  available  to  all,  it  should  be  recognized  that  a 
very  small  percentage  of  providers  may  choose  not  to  con- 
form to  our  peer  review  mechanisms  and  decisions.  The 
handful  of  physicians  who  may  conduct  their  practices  in  a 
way  that  deviates  from  established  standards  exist  by  virtue 
of  the  licenses  granted  to  them  by  the  Commonwealth. 

“In  order  to  further  promote  high  quality  medical  care, 
the  Pennsylvania  Medical  Society  last  year  amended  its 
Constitution  and  Bylaws  to  require  minimum  standards  of 
continuing  medical  education  as  a condition  for  mem- 
bership. This  action  provides  the  public  with  the  assurance 
that  members  of  the  Pennsylvania  Medical  Society  are 
keeping  abreast  of  the  latest  proven  developments  in  the 
medical  field.  It  establishes  a minimum  of  150  hours  of 
specified  types  of  approved  continuing  medical  education 
experience  in  each  three-year  period  beginning  in  July  of 
this  year.  Thus,  three  years  from  now  membership  in  the 
Pennsylvania  Medical  Society  will  provide  an  assurance 
that  the  physician  is  keeping  pace  with  the  rapid  changes 
that  take  place  in  medical  care.  Remember  that  the  decision 
for  this  requirement  was  established  by  the  representatives  of 
the  12,000  physicians  in  the  Commonwealth  who  are 
members  of  the  Pennsylvania  Medical  Society.  We  have  no 
authority  to  require  that  non-member  physicians  meet  the 
same  continuing  education  standards. 

"A  far,  far  greater  concern  in  our  efforts  to  insure  quality 
care  for  the  public  are  those  whose  licensing  standards  are 
questionable  to  start  with — chiropractors.  State  Govern- 
ment controls  their  licensing  requirements  and  the  manner 
in  which  they  practice  after  they  are  licensed.  If  State  Gov- 
ernment truly  is  concerned  about  the  quality  of  all  care 
provided  to  the  public,  we  ask  it  to  re-examine  what  role,  if 
any,  chiropractors  with  their  unscientific  and  unproved 
approach  and  limited  training,  deserve  to  have  in  the  health 
care  delivery  system.  We  recommend  that  State  Govern- 
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merit  review  the  readily  available  studies  of  chiropractic 
that  include  those  published  and  conducted  by  the  Depart- 
ment of  Health,  Education  and  Welfare  and  a Canadian 
Royal  Commission  and  review  the  reasons  for  the  anti- 
chiropractic positions  of  such  groups  as  the  AFL-CIO  and 
the  National  Council  of  Senior  Citizens. 

“With  the  concern  of  medical  societies  about  the  delivery 
of  health  care  in  general  and  to  the  individual  in  particular, 
every  county  medical  society  in  Pennsylvania  has  es- 
tablished procedures  to  respond  to  any  medical  care 
complaints  from  individuals  or  groups.  They  ask  that  the 
complaints  be  submitted  in  writing.  In  the  vast  majority  of 
instances  that  we  of  the  State  Society  have  checked,  the  pa- 
tients have  felt  that  their  complaints  were  handled  fairly.  In 
a disproportionately  large  number  of  instances,  county 
medical  societies  receive  public  complaints  concerning  non- 
member physicians.  In  an  effort  to  render  a public  service 
despite  our  lack  of  authority  to  deal  effectively  with  a 
physician  who  is  not  a member,  the  Pennsylvania  Medical 
Society  Board  of  Trustees  in  May  of  1971  asked  all  county 
medical  societies  to  attempt  to  the  best  of  their  ability  to 
deal  with  grievances  against  non-members  as  well  as 
members.  In  some  cases,  the  non-member  physician  sim- 
ply has  refused  to  respond  to  county  medical  society  griev- 
ance requests  and  the  medical  society  cannot  order  compli- 
ance. County  medical  societies  are  the  disciplinary  units  of 
the  state  medical  society  although  in  matters  of  medical 
ethics,  the  State  Society  Judicial  Council  rulings  prevail 
with  the  availability  of  a further  appeal  to  the  Judicial 
Council  of  the  American  Medical  Association. 

“Another  problem  of  major  concern  is  one  in  which  we 
not  only  have  been  unable  to  engender  state  government 
support;  it  is  one  created  by  state  government. 

“We  refer,  of  course,  to  Pennsylvania’s  implementation 
of  the  Medicaid  program — to  Pennsylvania’s  Medical  As- 
sistance Program.  It  is  a classic  and  unfortunate  example  of 
how  improperly  constructed  policies,  regulations  and 
funding  can  defeat  the  very  purpose  for  which  the  program 
was  intended.  The  stated  goal  is  to  provide  quality  medical 
and  institutional  care  to  those  segments  of  our  population  in 
lower  economic  levels.  The  practice  of  the  program  is  to 
provide  such  persons  with  second-class  care. 

“Imagine  what  would  happen  if  the  state  asked  food 
stores  to  provide  certain  essential  foods  to  the  economically 
deprived  at  1948  prices  and  required  the  food  store  and  the 
recipient  to  include  three  signatures  on  each  invoice  for 
payment  and  to  certify  that  no  fraud  exists.  Then,  when  the 
store  receives  the  reduced  payment  from  the  state  six  or 
eight  months  later,  the  state  would  not  identify  the  service 
for  which  the  payment  was  being  made. 

“That,  basically,  is  what  the  state  asks  of  physicians.  We 
do  not  equate  the  profession  of  medicine  with  operating  a 
food  store,  but  the  problems  that  inept  state  procedures 
produce  would  be  common  to  both.  The  state  reimburses 
the  narrow  range  of  institutional  services  it  covers  at  below 
institutional  costs  so  that  patients  who  pay  directly  or 
through  insurance  premiums  have  to  make  up  the  dif- 
ference. State  policies  and  practices  penalize  the  physician 
whose  patients  include  a significant  number  of  the  poor  and 
near-poor  and  this  discourages  the  availability  of  care  in 
ghettos  and  rural  areas  lacking  in  financial  resources. 

“Small  wonder  that  on  this  issue  the  Pennsylvania  Medi- 


cal Society  finds  significant  support  for  its  position  from 
various  welfare  rights  organizations. 

“Instead  of  detailing  chapter  and  verse  here,  we  will  reit- 
erate our  proposals  for  a solution — a solution  that  the  State 
Society  first  presented  to  State  Government  in  1966.  In  ad-  ' 
dition  to  consumer  groups,  support  has  come  from  a variety 
of  organizations,  one  of  the  latest  of  which  is  the  Board  of 
Directors  of  the  Comprehensive  Health  Planning  Associa- 
tion of  Western  Pennsylvania.  Our  proposed  solution  is  as 
follows: 

1.  Change  the  current  utilization  review  procedures  to 
give  this  responsibility  to  medical  society-sponsored  Profes- 
sional Standards  Review  Organizations  (PSRO’s)  in  a 
manner  similar  to  that  outlined  in  the  Bennett  Amendment 
to  HR  1 of  the  Congress. 

2.  Have  the  program  administered  by  Blue  Cross-Blue 
Shield  and  provide  underwriting  alternatives.  The  alterna- 
tive methods  for  the  delivery  of  services  should  include 
health  maintenance  organizations,  foundations  and  similar 
plans. 

3.  Expand  the  benefits  so  that  they  are  reasonably 
comprehensive. 

4.  Pay  for  the  benefits  on  a reasonable  cost  basis. 

5.  Make  representatives  of  the  poor  a meaningful  part  of 
any  State  Government  agency  to  which  medical  society- 
sponsored  PSRO’s,  Blue  Shield  and  Blue  Cross  would  be 
responsible. 

“We  further  herby  recommend  that  State  Government 
undertake  the  adoption  of  these  changes  by  January  1, 
1973. 

“The  changes,  in  addition  to  the  quality  and  cost  controls 
they  contain,  would  be  a major  step  in  removing  the  “medi- 
cal assistance  stigma”  by  making  each  recipient  a card-car- 
rying Blue  Cross-Blue  Shield  subscriber  on  a basis  compara- 
ble to  the  five  million  other  subscribers  in  the  state. 

“The  changes  provide  flexibility  to  deal  far  more  effec- 
tively with  those  urban  and  rural  areas  with  large  concentra- 
tions of  eligible  recipients. 

“Before  Dr.  Marshal!  discusses  the  activities  of  the  Penn- 
sylvania Medical  Society’s  Medical  Care  Appraisal  Project 
and  the  development  of  the  related  medical  care  foundation 
which  could  offer  “alternate  methods”  of  health  care 
delivery  mentioned  in  the  sixth  point  of  our  proposal.  I’ll 
review  in  outline  form  the  areas  where  we  have  requested 
your  support  and  the  support  of  the  State  Administration 
and  Legislature: 

A.  Passage  of  the  new  Medical  Practice  Act. 

B.  Adequate  funding  of  the  State  Board  of  Medical  Edu- 
cation and  Licensure. 

C.  Passage  of  the  bill  to  grant  civil  liability  immunity  to 
professionals  participating  in  peer  review  activities. 

D.  Elimination  or  curtailment  in  the  public  interest  of 
the  unscientific,  unproven  cult  of  chiropractic. 

E.  Drastic  changes  in  the  Medicaid-Public  Assistance 
Program. 

“One  of  the  many  areas  not  covered  in  our  remarks  con- 
cerns the  development  of  the  proper  number  and  types  of 
physicians  and  a better  geographic  distribution  of  them.  J 
This  area  is  the  subject  of  a separate  report  developed  by  a 
“blue  ribbon  committee”  we  established  with  the  coopera- 
tion of  State  Government  and  others  for  presentation  to 
State  Government.” 
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SVRMP  receives  grant 


Programs  receive  support  from  largest  award 


submitted  on  coronary  care  units  for  rural  physicians  thus  temporarily 

submission  to  the  Hospital  Utilization  replaced  to  obtain  postgraduate  medi- 
Project.  cal  training  at  Hershey. 

In  addition:  • Consumer  Health  Education 

• Huntingdon  County  Home  Health  Program — ^To  acquaint  people  in  rural 
Services — A plan  to  use  the  Home  Pennsylvania  areas  with  services  avail- 
Nursing  Agency  of  Blair  County  to  or-  able  to  them  at  nearby  medical 
ganize  a satellite  unit  in  Huntingdon  centers. 

County.  Direction  for  these  programs  is 

• Physician-Resident  Exchange  being  provided  by  a thirty-six  member 
Program — An  arrangement  whereby  voluntary  board  composed  of  individu- 
family  practice  residents  from  the  als  representing  geographical  areas 
Milton  S.  Hershey  Medical  Center  will  within  the  region  and  a variety  of 
deliver  care  in  rural  areas,  allowing  health-related  organizations. 

Dr.  Laubach  receives  first  award 


A grant  of  $891,662,  the  largest 
single  award  in  its  five-year  history,  has 
been  awarded  to  the  Susquehanna 
Valley  Regional  Medical  Program 
(SVRMP)  by  the  Regional  Medical 
Programs  Service  of  the  U.S.  Depart- 
ment of  Health,  Education,  and  Wel- 
fare. (See  Medigram,  September  issue.) 
The  Pennsylvania  Medical  Society 
serves  as  grantee  for  SVRMP. 

The  funds  are  to  support  the  follow- 
ing programs  in  Central  Pennsylvania 
for  one  year  beginning  September  1, 
1972. 

• Lancaster  County  Family  and  Com- 
munity Medicine  Program — 
Comprehensive  health  care  for  the 
poor  and  near-poor. 

• Columbia-Montour  County  Home 
Health  Service,  Inc. — A home  health 
care  program,  now  in  its  third  year. 

• Coronary  Care  Nurses  Training 
Program — Begun  at  Geisinger  Medi- 
cal Center  in  1969,  almost  100  nurses 
have  been  trained  to  date. 

• Enterostomal  Therapy  Training — 
Using  the  facilities  of  the  Harrisburg 
Hospital,  eighteen  have  so  far  been 
trained. 

The  following  studies  are  aimed 
toward  the  development  of  full-fledged 
programs: 

• Community  Medical  Service  Organi- 
zation— ^To  be  conducted  by  the  York 

I Health  Corporation  to  develop  a medi- 
' cal  service  organization  to  provide 
health  manpower  and  services  in 
’ primary  care  for  the  disadvantaged  of 
York  County. 

. • Personal  Reasons  Physicians  Prac- 
tice in  SVRMP’s  Rural  Areas — To  de- 
termine why  physicians  move  to  rural 
! areas.  The  results  will  be  used  to  help 
rural  areas  attract  physicians. 

• Northern  Tier  Home  Health  Service 
Study — Headquartered  in  Towanda,  to 
determine  the  possibility  of  developing 
a multi-county  home  health  service  in 
the  northern  part  of  the  state. 

• Ambulatory  Patient  Data  System — 
A study  of  care  given  ambulatory  pa- 
tients in  family  practice  to  compare 
the  best  methods  of  patient  manage- 
ment. 

• Regional  Coronary  Care  Evaluation 
Program — ^To  continue  gathering  data 


The  first  annual  Volunteer  of  the 
Year  award  was  presented  recently  by 
the  Susquehanna  Valley  Regional 
Medical  Program  (SVRMP)  to  Charles 
A.  Laubach,  Jr.,  M.D.,  chief  of  the 
cardiopulmonary  section  at  Geisinger 
Medical  Center,  Danville. 

George  C.  Williams  Esq.,  chairman 
of  the  Regional  Advisory  Group, 


DR.  LAUBACH 


presented  the  award  at  the  second  an- 
nual SVRMP  meeting. 

Dr.  Laubach  has  served  as  chairman 
of  the  program’s  Council  on  Heart 
Disease  since  its  inception.  He  is  a 
member  of  the  Pennsylvania  Thoracic 
Society,  a fellow  of  the  American 


College  of  Physicians,  the  American 
College  of  Chest  Physicians,  and  the 
American  College  of  Cardiology. 

Symposium  planned 
on  angiopathy 

A Symposium  on  Chronic  Complica- 
tions of  Diabetic  Angiopathy  is  being 
offered  on  Wednesday,  November  1, 
1972  at  Holiday  Inn  in  Essington. 

Speakers  are  Rex  S.  Clements,  Jr., 
M.D.;  Richard  A.  Fields,  M.D.;  Buris 
R.  Boshell,  M.D.;  Alexander  Marble, 
M.D.;  and  Charles  R.  Shuman,  M.D., 
who  will  serve  as  moderator.  Program 
director  is  Seymour  W.  Milstein,  Ph.D., 
M.D. 

Cosponsors  are  the  Division  of  Fam- 
ily Practice  of  the  Department  of  Medi- 
cine of  Crozer-Chester  Medical  Center 
and  the  School  of  Continuing  Educa- 
tion of  Hahnemann  Medical  College 
and  Hospital,  with  the  cooperation  of 
Pfizer  Laboratories. 

The  symposium  is  open  to  all 
physicians  for  a $5.00  registration  fee, 
and  is  approved  for  five  hours  credit  by 
the  AMA  and  the  Pennsylvania  Acade- 
my of  Family  Physicians.  The  credit 
hours  are  applicable  to  the  continuing 
education  requirement  for  PMS  mem- 
bership. 

Further  information  is  available 
from  Dr.  Milstein  at  the  following 
address:  Division  of  Family  Practice, 
Crozer-Chester  Medical  Center,  Fif- 
teenth and  Upland  Sts.,  Chester.  Pa. 
19013. 
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Group  formed  to  promote  immunizations 


Nine  physicians  from  across  the 
country  have  formed  a group,  Action 
Committee  for  Childhood  Immuniza- 
tions, to  fight  for  a long-term 
comprehensive  national  vaccination 
program  for  children. 

Alarmed  by  recent  outbreaks  of 
preventable  diseases  which  are  traced 
to  a decline  in  immunization  levels  of 
pre-school  and  school  age  children, 
these  physicians,  active  in  public 
health,  feel  that  long-term  federal 
funding  of  vaccination  programs  at  the 
local  level  holds  the  key  to  control. 

They  cite  a nationwide  crash  eradica- 
tion campaign  against  measles  which 
drove  down  the  annual  reported  cases 
of  measles  from  200,000  in  1966  to 
22,000  in  1968.  When  federal  assist- 
ance ended,  measles  cases  climbed  back 
to  75,000  in  1971. 

The  Action  Committee  said  that  an 
alarming  number  of  parents  have  not 
had  their  children  comprehensively 
protected  with  available  vaccines.  They 
feel  that  no  child  should  enter  school 
without  having  been  vaccinated  against 
measles,  polio,  diptheria,  tetanus, 
whooping  cough,  rubella,  and  mumps. 

William  Schaffner,  M.D.,  assistant 
professor  at  Vanderbilt  University 


EARL  B.  BYRNE.  M.D.,  associate 
professor  in  the  department  of  com- 
munity health  and  preventive  medi- 
cine at  Jefferson  Medical  College,  is 
serving  in  a new  group  formed  to 
combat  seven  major  childhood  dis- 
eases known  as  the  Action  Com- 
mittee for  Childhood  Immunizations. 
Formerly  he  was  assistant  professor 
of  epidemiology  at  Yale  University 
School  of  Medicine. 


School  of  Medicine,  Nashville,  Tenn., 
one  of  the  directors  of  the  committee, 
said,  "We  want  citizens  to  contact  and 
enlist  the  support  of  city  councils, 
mayors,  department  of  health  officials 
and  their  personal  physicians.  . . The 
cost  to  society  of  an  outbreak  may  liter- 
ally reach  epidemic  proportions.” 

The  Action  Committee  for  Child- 
hood Immunizations  is  a non-profit 
corporation  whose  creation  was  made 
possible  by  a grant  from  the  Dow 


Chemical  Company. 

Principal  aims  of  the  committee  are: 

• To  educate  the  public,  especially 
parents  through  local  service  organiza- 
tions; 

• To  contact  health  professionals  with 
information  on  the  "immunization 
gap”; 

• To  educate  legislators  and  federal  of- 
ficials of  the  need  for  a federal  pro- 
gram to  provide  vaccine,  personnel, 
and  public  education  programs. 


Hershey  schedules  seminar 
on  hypertension  management 


"Management  of  Hypertension”  is 
the  subject  for  discussion  by  a group  of 
international  authorities  at  a "Medical 
Horizons”  seminar  on  Saturday,  Octo- 
ber 28  at  the  Milton  S.  Hershey  Medi- 
cal Center  of  Pennsylvania  State  Uni- 
versity. 

Graham  H.  Jeffries,  M.D.,  chairman 
of  medicine  for  the  medical  college,  is 
organizer  of  the  all-day  scientific  meet- 
ing which  will  be  sponsored  by  the  med- 
ical center  and  CIBA  Pharmaceutical 
Co. 

Moderators  are  Irvine  H.  Page, 

M. D.,  Cleveland,  Ohio  and  Sir  George 
Pickering,  Oxford,  England,  who  will 
be  at  the  medical  center  as  visiting 
professor. 

Other  hypertension  specialists  on  the 
program  include  John  Laragh,  M.D., 
Columbia  University  College  of 
Physicians  and  Surgeons,  New  York, 

N. Y.;  John  A.  Oates,  M.D.,  Vanderbilt 
School  of  Medicine,  Nashville,  Tenn.; 
and  Arthur  H.  Hayes,  Jr.,  M.D., 
Hershey.  An  estimated  750  physicians 
are  expected  to  attend. 

"Medical  Horizons”  is  a series  of 

Allergy  group  to  meet 

The  Philadelphia  Allergy  Society  is 
extending  an  invitation  to  all  interested 
physicians  to  attend  its  fall  meeting  at 
the  College  of  Physicians  Building  in 
Philadelphia,  at  8 p.m.  Wednesday 
Nov.  8. 

The  scheduled  speaker  is  Charles  E. 
Reed,  M.D.,  of  Madison,  Wise.,  presi- 
dent of  the  American  Academy  of 
Allergy.  His  subject  will  be,  "Abnormal 
Autonomic  Function  in  Asthma.” 


continuing  postgraduate  medical  edu- 
cation programs  being  presented  by 
CIBA  Pharmaceutical  Co.  Physicians 
attending  the  seminar  will  be  eligible 
for  six  credits  toward  the  AM  A ■ 
Physician  Recognition  Award  and  the 
PMS  membership  requirement. 

Hahnemann  plans 
‘Seminar  at  Sea’ 

"Emotional  Problems  in  Medical 
Practice”  is  the  subject  of  the  next  in  a 
series  of  Seminars  at  Sea  being  spon- 
sored by  the  Department  of  Mental 
Health  Sciences  of  Hahnemann  Medi- 
cal College  as  part  of  its  continuing 
medical  education  program. 

The  current  seminar  is  scheduled  for 
November  15-24,  1972,  aboard  the  S.S. 
Rotterdam  cruising  in  the  Carribean. 

Richard  A.  Newman,  M.D.,  as- 
sociate professor  of  psychiatry  and 
director  of  the  psychiatric  residency 
training  program  at  Hahnemann,  has 
announced  the  course  offers  fourteen 
hours  of  credit  from  the  American 
Academy  of  Family  Physicians. 

AGP  meeting  listed 

The  Tri-State  Regional  Scientific 
Meeting  of  the  American  College  of 
Physicians  will  be  held  October  13-14 
at  the  Motel  Heart  of  Town  in 
Charleston,  W.  Va.  The  two-day  ses- 
sion is  for  internists  and  physicians  in 
related  medical  specialties  in  Western  f 
Pennsylvania,  West  Virginia,  and  t, 
Ohio.  n 

For  further  information,  contact: 
Jack  D.  Baur,  M.D.,  1115  Twentieth 
St.,  Huntington,  West  Virginia  25703. 
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In  Forming  Group  Practice 

Preliminary  Planning  Pays  Off 

LEIF  C.  BECK,  LL.B. 

Bala  Cynwyd 


Last  month  I described  some  of  the  primary  consider- 
ations doctors  should  discuss  and  agree  upon  in  forming  an 
effective  group  practice  together.  Those  mentioned  were: 
(1)  philosophy  tov/ard  practicing  medicine;  (2)  method  of 
dividing  the  income  (which  will  be  the  subject  of  a suc- 
ceeding article);  (3)  deciding  whether  to  form  a partnership 
or  a corporation;  (4)  defining  what  is  group  income;  and  (5) 
determining  what  expenses  shall  be  borne  by  the  group. 

There  are  other  equally  important  matters  which  the 
doctors  planning  to  practice  together  should  be  sure  to 
agree  upon  in  advance.  They  are  described  below,  and  after 
all  these  various  details  are  acceptable  to  the  parties  in- 
volved they  should  be  reduced  to  a formal  written 
agreement.  That  agreement  should  be  drafted  by  an  at- 
torney chosen  by  the  doctors  involved. 

Some  attorneys  will  be  very  helpful  in  guiding  the 
doctors  through  the  various  questions  my  articles  have 
raised.  I stress,  however,  that  only  the  doctors  themselves 
can  really  decide  on  these  matters,  for  only  they  understand 
their  own  purposes,  philosophies,  practices  and  personali- 
ties. 

Initial  Capital  Contributions 

Where  several  doctors  Join  their  existing  practices  into  a 
new  group  practice,  each  will  have  certain  equipment,  fur- 
niture and  the  like  which  he  can  contribute  to  the  new  ven- 
ture. The  total  values  each  doctor  contributes  will  undoubt- 
edly be  unequal,  presenting  a problem  of  fairness.  In  addi- 
tion, the  new  venture  will  generally  require  an  infusion  of 
cash,  both  to  purchase  newly  required  assets  and  to  meet 
the  first  few  months’  expenses. 

As  to  the  contributions  of  furniture,  equipment,  etc.,  the 
generally  desirable  method  is  simply  to  credit  each  partner’s 
"capital  account”  with  the  value  of  the  assets  he  is  con- 
tributing. Unless  the  assets  have  unique  values,  it  is  usually 
sufficient  to  value  them  at  their  "book  values” — their  origi- 
nal cost  minus  the  depreciation  which  has  been  claimed  on 
earlier  tax  returns.  Occasionally,  if  one  doctor  has  "acceler- 
ated” his  depreciation  for  tax  advantage  far  ahead  of  the 
other  doctor  or  doctors,  1 have  suggested  that  the  capital  ac- 
counts be  based  on  what  would  have  been  the  book  values  if 
each  partner  had  previously  depreciated  his  items  on  a 
"straight  line”  method. 

These  capital  accounts  will  generally  be  treated  as  perma- 
nent measures  of  each  partner’s  initial  contribution  to  the 
venture.  They  are  not  likely  to  be  paid  over  to  a partner  (ei- 
ther in  cash  or  in  return  of  the  assets)  until  he  leaves  the 
venture,  but  at  that  time  he  should  certainly  be  entitled  to  a 
payment  equal  to  his  account  balance. 

Mr.  Beck  is  President  of  Management  Consulting  for 

Professionals,  Inc.  of  Bala  Cynwyd. 


Such  a treatment  of  partners’  initial  and  permanent  con- 
tributions is  generally  fair  so  long  as  each  partner  has  con- 
tributed properly.  Where,  however,  one  doctor  will  contrib- 
ute much  more  than  his  partner,  it  is  hardly  fair  that  he  not 
be  reimbursed  for  his  contribution.  His  reimbursement  can 
be  accomplished  in  a variety  of  ways.  His  share  of  income 
might  be  increased  to  recognize  that  some  income  comes 
from  the  use  of  his  assets  (or,  in  the  alternative,  from  the 
freedom  from  paying  rent  for  those  assets).  In  the  alterna- 
tive, the  doctor  might  instead  rent  those  assets  to  the  ven- 
ture, in  which  case  they  are  not  contributions  at  all  and  the 
venture  pays  him  a fair  return  for  their  use. 

As  to  the  cash  required  to  meet  the  first  few  months’  ex- 
penses, it  would  best  be  contributed  in  the  same  ratio  as  the 
doctors  plan  to  divide  their  income.  I feel  strongly,  howev- 
er, that  the  doctors  should  seek  to  keep  the  cash  contribu- 
tions to  a minimum  and  should  even  seek  to  repay  such 
amounts  as  soon  as  the  venture  is  producing  cash.  This 
permits  the  doctors  to  practice  medicine  on  minimum  out- 
of-pocket  investments,  recognizing  that  their  incomes 
should  be  due  to  their  services  and  not  to  their  capital  in- 
vestments. 

Accounts  Receivable 

Except  for  division  of  income,  the  handling  of  patient  ac- 
counts receivable  probably  causes  more  difficulty  than  any 
other  detail.  It  arises  in  the  two  contexts:  first,  how  should 
the  receivables  generated  by  a doctor’s  work  before  he 
joined  the  group  be  handled;  and  second,  how  should  he 
share  in  the  group’s  receivables  if  he  leaves  the  venture? 

If  the  new  partners  are  merging  their  several  existing 
practices,  1 encourage  them  to  hold  back  their  receivables 
and  collect  them  independently  of  the  new  venture.  These 
items  represent  potential  payments  for  services  previously 
provided,  and  since  the  services  did  not  flow  from  the  joint 
venture  then  neither  should  the  income  inure  to  it.  The  new 
venture  might,  however,  continue  to  bill  the  old  patients  as 
a convenience  to  each  doctor,  separately  crediting  the 
receipts  to  the  doctors’  personal  accounts.  In  cases  where 
the  amounts  involved  vary  substantially  among  the 
partners,  the  new  venture  might  charge  a 10  percent 
"collection  fee”  to  each  doctor. 

If  one  or  more  doctors  are  joining  into  a single,  con- 
tinuing practice,  it  is  more  common  for  the  practice  to  con- 
tinue receiving  payments  as  if  there  were  no  interruption. 
That  income  in  turn  serves  to  meet  the  initial  cash 
requirements  of  the  new  venture.  In  such  a case,  the 
partner(s)  who  performed  the  work  deserve  an  income  ad- 
vantage in  some  way.  Traditionally  the  new  partners  will 
"buy  into”  the  venture  by  accepting  a lower  share  of  in- 
come for  the  first  year  or  several  years,  the  reduction  being 
tied  to  the  amount  of  initial  receivables  which  benefit  him. 
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For  instance,  if  a new  man  is  to  be  a 40  percent  partner  in  a 
practice  beginning  with  $25,000  of  receivables,  his  first 
year  share  of  income  might  be  reduced  by  $10,000.  This 
reduction  might  instead  be  $5,000  in  each  of  his  first  two 
years,  to  accommodate  his  financial  needs,  or  it  might  be 
expressed  as  a further  reduction  in  his  percentage  share  of 
income  rather  than  in  dollars. 

The  other  concern  over  receivables  arises  when  a partner 
leaves  the  joint  venture,  whether  by  death,  retirement  or 
withdrawal.  I believe  simply  that  a partner  should  be  en- 
titled to  his  percentage  share  of  the  group’s  receivables 
when  he  leaves  the  group  for  any  reason.  His  share  should, 
of  course,  be  reduced  for  the  uncertainties  of  collecting 
the  patient  billings  and  also  for  the  costs  of  collection.  This 
often  results  in  an  arrangement  whereby  a departing 
partner’s  share  is  reduced  by  either  10  or  15  percent  for 
these  factors. 

Care  should  also  be  exercised  in  assuring  that  the 
departing  partner  not  be  paid  out  for  receivables  long 
before  the  continuing  partners  have  actually  collected  the 
income.  This  requires  analysis  of  the  practice’s  collection 
experience.  If,  for  instance,  much  of  the  potential  income  is 
in  litigation  (as  may  be  the  case  for  orthopaedic  surgeons), 
then  the  period  for  paying  a departing  partner  should  prob- 
ably be  somewhat  longer  than  usual. 

It  should  also  be  noted  that  these  normal  arrangements  for 
a partnership  require  a considerable  degree  of  accurate 
record-keeping.  I am  constantly  amazed,  however,  at  the 
number  of  group  practices  having  no  idea  of  their  collection 
ratios,  their  accounts  receivable  outstanding  and  other  basic 
management  information.  Common  sense  seems  to  require 
regular  bookkeeping  and  reporting  so  such  items  remain 
within  the  partners’  knowledge. 

Vacations  and  Illnesses 

The  agreement  between  doctors  should  state  how  much 
vacation  absence  each  of  them  is  entitled  to  each  year.  I am 
a strong  advocate  for  very  substantial  vacations  for 
physicians,  for  they  work  hard  enough  to  deserve  time  off. 
Such  absences  generally  enable  doctors  to  practice  medicine 
even  more  effectively  and  efficiently  when  they  return,  and 
hence  the  time  away  should  be  to  the  advantage  of  patients 
and  the  group  practice,  as  well  as  the  physician  and  his  fam- 
ily. 

The  amount  of  vacation  time  allowable  obviously 
depends  on  how  well  the  remaining  doctors  can  handle  the 
burden.  A compelling  reason  for  joint  practice  should,  how- 
ever, be  the  opportunity  to  stagger  working  schedules  and 
allow  absences.  A few  group  practices  have  carried  this  so 
far  as  to  permit  “sabbatical  leaves”  of  as  much  as  a year.  At 
any  rate,  I believe  most  group  practices  can  easily  accom- 
modate as  little  as  four  and  as  much  as  eight  weeks  of  vaca- 
tion for  each  member. 

As  to  absence  for  illness  or  disability,  I encourage  groups 
to  provide  as  much  absence  as  possible  without  disrupting 
the  remaining  partners’  ability  to  handle  the  practice.  If,  for 
example,  the  other  doctors  can  be  expected  to  continue  the 
burden  for  three  months  before  seeking  additional  help, 
then  that  should  be  the  allowable  period.  To  cut  the 
disabled  partner  off  from  his  income  share  sooner  would 


deprive  him  of  a strong  advantage  of  group  practice  - the 
ability  of  doctors  to  spell  each  other  when  necessary.  On  the 
other  hand,  to  continue  his  income  share  more  than  three 
months  would  in  this  example  penalize  the  remaining 
partners.  They  would  have  to  hire  and  pay  another  doctor 
while  still  carrying  the  disabled  partner  - or  else  be  overbur- 
dened longer  than  they  can  withstand  the  additional  patient 
volume. 

Another  popular  sickness  arrangement  is  to  “step-down” 
a partner’s  share  of  income  as  his  absence  continues.  It  may, 
for  instance,  provide  for  two  months  of  full  income  share 
and  then  two  more  months  of  a half  share  of  income  if 
illness  continues.  This  alternative  recognizes  that  the  effect 
on  the  remaining  partners  is  gradual,  and  even  the  cost  of 
hiring  a replacement  doctor  (if  that  is  at  all  possible)  would 
be  less  than  the  sick  man’s  full  income  share. 

If  a partner’s  absence  continues  beyond  the  allowable 
period,  his  sharing  of  income  should  cease  and  he  should 
become  an  inactive  partner.  He  should,  however,  continue 
to  be  welcome  to  return  to  his  original  partnership  status  if 
he  recovers  during  an  extended  period  - perhaps  one  year, 
or  even  two  years.  If  the  doctor  can  not  return  to  active 
practice  during  this  period,  then  his  relationship  should  be 
terminated.  A place  in  the  group  simply  can  not  be  kept 
open  for  him  indefinitely,  and  the  group  must  recognize  the 
uncertainty  of  his  being  a productive  member  if  and  when 
he  returns  thereafter. 

To  avoid  providing  in  advance  for  this  contingency  can 
result  in  hard  feelings  and  severe  embarrassment  if  the  situ- 
ation actually  arises  - the  continuing  partners  not  being  sure 


SETUP 

PRACTICE— 

NO  COST! 

Immediate  community  health  physi- 
cian openings...  Southeastern 
U.S....  limited  number,  other 
areas...  pioneering  program  for 
unique  team  practice...  rural  and 
urban  locales...  benefits  include: 
no-cost  practice  setup,  continuing 
education,  malpractice  protection, 
vacation  coverage,  problem- 
oriented  practice  management  and 
administrative  help.  Serve  where 
you’re  both  wanted  and  needed. 
Try  it  you’ll  like  it! 

Call  or  write: 

NATIONAL  HEATLH 
SERVICE  CORPS 
5600  Fishers  Lane 
Rockville,  Md.  20852 
Phone:  301/443-1686 


20 


PENNSYLVANIA  MEDICINE |llCl 


when  the  disabled  man  should  be  terminated  and  thus  too 
often  not  wishing  to  face  the  question  at  all. 

Retirement,  Death  and  Withdrawal 

The  group's  formal  agreement  should  specifically  spell 
out  what  a person  is  entitled  to  if  he  leaves  the  joint  venture 
for  any  reason.  In  my  view,  this  entitlement  should  usually 
be  fairly  simple:  (1)  a return  of  his  capital  account;  (2)  his 
share  of  income  until  the  date  of  his  termination;  and  (3)  his 
share  of  the  accounts  receivable,  as  already  discussed. 

Very  few  medical  practices  have  any  greater  value  than 
these  items,  for  the  continued  scarcity  of  doctors  belies  any 
“goodwill”  value.  Proof  of  this  proposition  appears  in  a va- 
riety of  legal  and  tax  decisions  and  also  in  the  practical  in- 
ability to  sell  medical  practices  in  these  times.  In  effect, 
most  medical  practices  have  value  only  to  the  extent  the 
physician  actually  and  personally  provides  services;  there  is 
little  or  no  income  continuation  value  in  the  patient  charts, 
the  medical  practice’s  name,  etc. 


Since  a medical  practice  ordinarily  has  no  real  ongoing 
value  without  the  doctor’s  continued  services,  I strongly 
resist  insurance  salesmen’s  efforts  to  suggest  building  up  the 
recited  value  in  order  to  provide  a larger  pay-out  in  case  of 
death.  The  additional  value,  funded  by  life  insurance,  of 
course,  has  no  relation  to  reality,  and  thus  each  partner  is 
better  advised  to  buy  whatever  life  insurance  he  needs  or 
wants  without  tieing  it  to  the  partnership  or  to  his  partners. 

Conclusion 

While  expressing  a number  of  opinions  based  on  experi- 
ence with  medical  practices,  I am  also  aware  of  valid  excep- 
tions in  almost  each  category.  These  exceptions  merely 
emphasize  the  cardinal  rule:  doctors  entering  into  a Joint 
practice  simply  must  take  the  time  to  explore  and  agree 
upon  the  details  that  will  govern  their  relationship.  I hope 
the  items  I have  raised  in  these  two  articles  will  provide  an 
agenda  of  things  they  should  consider  and  apply  to  their 
own  circumstances. 
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Directors  of  Medical  Education 
Medical  Education  Course  Planners 
Other  PMS  Members 

Do  you  know  how  to  obtain  credit  for  continuing  medicai  education  activities? 


I.  AMERICAN  ACADEMY  OF  FAMILY  PHYSI- 
CIANS— an  application  form  must  be  completed  and 
returned  to: 

Mr.  Calder  C.  Murlott,  Executive  Director 
Pa.  Academy  of  Family  Physicians 
5600  Derry  Street 
Harrisburg,  Pa.  17111 

Appropriate  wording  for  publicity  materials: 

"AAFP  credit  approved  = hours  (prescribed 

or  elective)” 

or 

"AAFP  credit  applied  for  (prescribed  or  elective)” 

II.  AMERICAN  COLLEGE  OF  GENERAL  PRACTI- 
TIONERS IN  OSTEOPATHIC  MEDICINE  AND 
SURGERY — send  copy  of  program  (including  subject, 
speaker,  time  & dates)  to: 

Mr.  Jack  Hank,  Executive  Secretary 
ACGP  - Suite  1 940 
1 1 1 West  Washington  Street 
Chicago,  Illinois  60602 
Appropriate  wording  for  publicity  materials: 

"ACGP  credit  approved  = hours” 

or 

"ACGP  credit  applied  for” 


III.AMA  PHYSICIAN’S  RECOGNITION 
AWARD/PMS  MEMBERSHIP  REQUIREMENT— 
any  continuing  medical  education  activity  may  be 
reported  for  credit  in  one  of  the  six  categories  of  the 
recently-revised  criteria. — there  is  no  mechanism  for 
reviewing  individual  courses  and  granting  credit — each 
physician  determines  (from  the  August  14  supplement 
to  JAMA)  whether  or  .not  the  activity  may  be  reported 
in  Category  1.  If  not,  he  must  select  the  appropriate  cat- 
egory number  from  the  descriptive  brochure  that  ac- 
companied the  1972  application  form  (or  from  the  list 
published  on  the  inside  back  cover  of  the  August  issue 
of  Pennsylvania  Medicine)  Appropriate  wording  for 
publicity  materials: 

"This  continuing  medical  education  activity  is  ac- 
ceptable for  credit  hours  in  Category 

for  the  Physician’s  Recognition  Award  of 

the  AMA.” 
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Urinary  Tract  Infection  and  Its  Management.  Edited  by 
Donald  Kaye.  290  pp.  illus.  St.  Louis:  C. V.  Mosby  Co.,  1 972. 
$22.50. 

The  editor  explains  in  the  preface  that  the  intended  pur- 
pose of  this  book  is  to  "p''0'''de  the  practitioner  and  student 
of  medicine  with  the  necessary  information  to  properly 
manage  patients  with  urinary  tract  infection.”  In  the  sixteen 
chapters,  all  aspects  of  evaluation  and  treatment  are  covered 
beginning  with  pathogenesis  and  ending  with  long  term  prog- 
nosis. Illustrations  included  in  the  chapters  on  radiology  and 
pathology  are  excellent  and  complimentary  to  the  text.  Of 
special  interest  is  the  well-written  chapter  on  the  manage- 
ment of  urinary  tract  infection.  Antimicrobial  drugs  are  con- 
sidered in  detail  giving  uses,  dosages,  precautions,  and  ad- 
verse reactions.  The  author  inserts  his  opinions  and  ideas 
regarding  the  usefulness  of  each  of  the  drugs  discussed.  This 
chapter  includes  detailed  references  as  do  all  the  others.  Most 
are  recent,  1965  to  present. 


Books  of  multiple  authorship  often  tend  to  be  uneven  in 
presentation,  both  in  style  and  information.  This  book  is 
amazingly  well  balanced.  Due  to  editorial  effort,  repetition  of 
material  has  been  avoided.  Differences  of  opinion  are  dis- 
cussed and  evaluated  by  each  of  the  contributors.  Chapters 
are  ail  in-depth  studies. 

This  is  unfortunately  one  of  those  rare  books  that  is  too  de- 
tailed for  general  use  and  not  detailed  enough  for  an  expert. 
Of  the  thirteen  contributors,  only  one  is  a urologist.  One  can 
therefore  assume  that  the  book  is  not  intended  for  a urologist.  ; 
Rather,  it  is  primarily  aimed  at  the  general  practitioner.  Al- 
though it  is  well  written  and  organized,  it  contains  more  ma- 
terial than  would  normally  be  of  interest  to  a practitioner  or  , 
student  except  in  treating  specific  cases.  It  is  not  a book  that 
you  would  pick  up  for  anything  more  than  reference  and  the  ! 
cost  would  induce  you  to  put  it  down  again!  | 

David  A.  Smith,  M.D.  ' 
Medical  Editor 
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Education  takes  planning 

To  the  editor: 

Several  weeks  ago  I gave  permission  for  use  in  Pennsyl- 
vania Medicine  of  the  record  of  my  credits  for  continuing 
education  by  which  1 received  the  Physician’s  Recognition 
Award  of  the  AM  A. 

1 thought  that  it  might  be  interesting  for  you  to  have  just 
a little  bit  of  my  philosophy  to  go  along  with  this. 

In  the  early  fifties,  before  1 embarked  in  the  specialty 
training  program  that  led  to  my  present  specialty  status,  I 
was  a member  in  good  standing  in  the  American  Academy 
of  General  Practice.  The  thing  that  impressed  me  at  the 
time  was  the  fifty  hours  a year  of  continuing  medical  educa- 
tion that  was  required  to  become  a member  in  good 
standing. 

I wasn't  a member  of  this  group  for  very  long  because  I 
began  active  pursuit  of  a specialty  in  1957  with  courses 
and  studies  leading  to  my  present  situation.  But  I made  an 
effort  to  continue  with  the  fifty  hours  a year  of  continuing 
education  so  that  now  it  has  become  literally  a way  of  life. 

It’s  a most  inconvenient  way  to  practice  medicine, 
especially  when  you  are  in  solo  practice.  There  is  no  way  to 
achieve  this  level  of  post  graduate  education  without  taking 
time  off  for  a formal  course  occasionally.  I find  that  now  I 
look  forward  to  the  AMA  Journal  issue  that  has  the  con- 
tinuing education  courses  listed  so  that  I can  plan  in  ad- 
vance my  program  for  the  coming  years. 

I am  pleased  that  it’s  now  become  a requirement  for 
membership  in  the  State  Society  to  do  this. 

John  D.  Paul,  Jr.,  M.D. 

Lancaster 


In  defense  of  medicine 

To  the  editor: 

With  increased  criticism  of  physicians  by  Dr.  Denenberg 
and  proponents  of  the  nationalization  of  medical  care,  a 
number  of  examples  of  the  results  of  studies  are  being  cited  to 
prove  the  deficiency  of  present  medical  care. 

I have  heard  and  read  of  these  being  quoted  by  critics  of 
medicine  and  not  being  challenged  by  members  of  our  pro- 
fession, even  when  they  are  present,  as  in  a debate  or  panel 
discussion. 

An  example  is  the  citing  of  the  so-called  "Columbia 
Study.”  The  facts  are:  A few  years  ago  a union  in  New  York 
City  felt  that  it  was  paying  too  much  in  medical  costs  in  its 
health  and  accident  program  that  it  provided  for  its  members. 
The  union  hand-picked  some  doctors  associated  with 
Columbia  University  to  prove  that  unnecessary  operations 
were  being  done.  I do  not  recall  all  of  the  details,  but  a very 
few  doctors  went  over  the  hospital  records  of  a number  of 
union  cases  and  their  decision  was  final  as  to  whether  or  not 
they  were  justified.  In  gynecology,  there  was  one  doctor  who 
decided  retrospectively  from  the  record,  and  his  decision  de- 
termined if  it  should  have  been  done. 

There  are  undoubtedly  articles  available  analyzing  these 
reports. 

I think  that  research  should  be  done  by  the  Pennsylvania 
Medical  Society  on  the  studies  that  are  being  quoted  by  our 
critics  and  the  results  made  available  fo  the  members  of  the 
Speaker’s  Bureau  or  to  all  the  members  of  the  Society 
through  Pennsylvania  Medicine. 

Arthurs.  Reynolds  M.D. 

Lansdowne 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine . ..is... 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  "The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs  r 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scri i)tion— which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  pid  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de, 
of  money.  I wish  we  coul 
agree  on  a “grandfath( 
clause”  approach  to  prep; 
rations  that  have  been  in  us 
for  a number  of  years  an 
that  have  an  apparent! 
satisfactory  track  record 

For  example,  I thin 
some  of  the  antibiotic  con 
binations  that  were  take 
off  the  market  by  tbe  FD 
performed  quite  well.  I ai 
thinking  particularly  i 
penicillin  - streptomyci 
combinations  that  patien 
— especially  surgical  pj 
tients  — were  given  in  oi 
injection.  This  made  f( 
less  discomfort  for  the  p; 
tient,  less  demand 
nurses’  time,  and  fewt 
opportunities  for  dosaf 
errors.  To  take  such 
preparation  off  the  mark 
doesn’t  seem  to  be  go( 
medicine,  unless  actual  u 
age  showed  a great  deal 
harm  from  the  injectio 
(rather  than  the  prop 
use)  of  the  combination. 

The  point  that  should  1 
emphasized  is  that  the 
are  both  rational  and  irr 
tional  combinations.  T1 
real  question  is,  who  shou 
determine  which  is  whic 
Obviously,  the  FDA  mu 
play  a major  role  in  ma 
ing  this  determination, 
fact,  I don’t  think  it  c; 
avoid  taking  the  ultima 
responsibility,  but  it  shou 
enlist  the  help  of  outsi 
physicians  and  experts 
assessing  the  evidence  a: 
in  making  the  ultimate  d 
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If  two  medications  are 
|ised  effectively  to  treat  a 
I’ertain  condition,  and  it  is 
mown  that  they  are  com- 
batible,  it  clearly  is  useful 
md  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
act  it  would  be  pedantic, 
insist  they  always  he 
prescribed  separately.  To 
ivoid  the  appearance  of 
)edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  dosage 
orm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
osage  form  he  obscures 
he  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
osage  forms.  By  a singular 
mantic  exercise  he  im- 
lies  a pejorative  meaning 
the  term  “fixed  dose” 
nly  when  he  uses  it  with 
espect  to  combinations, 
/hat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
arest  of  circumstances 
oes  any  physician  attempt 
) titrate  an  exact  thera- 
eutic  response  in  his  pa- 
ent.  It  is  quite  possible 
lat  some  aches  and  pains 
ill  respond  to  500  mg.  of 
jpirin  yet  that  fact  does 
at  militate  against  the  us- 
il  dose  being  650  mg. 
The  other  semantic  ploy 
ten  called  into  play  is  to 
ascribe  a combination 
•oduct  as  rational  or  irra- 
anal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 
iticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  he  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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Mylanta 


Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 

without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


Vith  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
eas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel®-PG  treats 
ipanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
isant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
;)mote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
cent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
onna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel'PG 

Donnagel  with  paregoric  equivalent 
$ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 


,ich  30  cc.  contains: Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
ne  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
lent  to  paregoric  6 ml.)  (Warning;  may  be  habit  forming);  Sodium  benzoate  (preservative). 
Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu” 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 


For  unproductive  allergic  coughs 

Robitussin  A-C®  (Oi 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasai 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Iththe 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers® 

Each  Cough  Calmer  contains: 

Glyceryi  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


jpelect  the  Robitussin®  ‘ 

‘Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formuia  that  provides  the  extra  benefits  you  want  for  your  patient. 

Robitussin®  extra 

benefit  ehart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasai,  Sinus 
Decongestant 

Non-Narcotic 

lOBiTUSSIN® 

m 

{ tOBITUSSIN  A-C® 

m 

m 

lOBITUSSIN-DM® 

m 

•> 

m 

tOBITUSSIN-PE® 
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m 

:OUGH  CALMERS® 

B 

B 

m 

I 


A.  H.  Robins  Company, 
Richmond,  Virginia  23220 


/I'H'I^OBINS 


PENNSYLVANIA 

MEDICINE 


new  mennbers 


ADAMS  COUNTY: 

Alfredo  G.  Kaguyutan,  M.D.,  10  S.  Washington  St.,  Gettysburg 
17325. 

Ofelia  0.  Kaguyutan,  M.D.,  10  S.  Washington  St.,  Gettysburg 
17325. 

ALLEGHENY  COUNTY: 

Kyriakos  C.  Davides,  M.D.,  West  Penn  Hospital,  Pittsburgh 
15224. 

James  A.  D’Antonio,  M.D.,  1240  Green  Valley  Dr.,  No.  15,  Pitts- 
burgh 15220. 

Lawrence  J.  Lemak,  M.D.,  356  Holiday  Park  Drive,  Pittsburgh 
1 5239. 

Stanley  E.  Fisher,  M.D.,  5738  Kentucky  Ave.,  Pittsburgh  15232. 

Peter  Bishop,  D.O.,  Mayview  State  Hospital,  Bridgeville  1 501 7. 

Stephen  Cronen,  D.O.,  Mayview  State  Hospital,  Bridgeville 
15017. 

Hartmut  F.  Berg,  M.D.,  827  Highview  St.,  Pittsburgh  1 5206. 

Kwang  Myoung  Choi,  M.D.,  5125  Beeler  St.,  Pittsburgh  15217. 

Alexander  J.  Kavick,  M.D.,  927  Broadhead  Rd.,  Coraopolis 
15108. 

Sung  Koo  Kim,  M.D.,  McKeesport  Hospital,  McKeesport  1 51 32. 

Yoon  Choo  Kim,  M.D.,  1004  Arch  St.,  Pittsburgh  15212. 

William  H.  Sidow,  M.D.,  Mayview  State  Hospital,  Bridgeville 
15017. 

Douglas  Rauch,  M.D.,  325  S.  Highland  Ave.,  Apt.  9,  Pittsburgh 
1 4206. 

Elizabeth  Ann  Patterson,  M.D.,  807  Statler  Rd.,  Pittsburgh 
1 5235. 

Robert  J.  O’Neil,  D.O.,  1809  Pine  Hollow  Rd.,  McKees  Rocks 
15136. 

John  E.  Lenox,  M.D.,  4625  Fifth  Ave.,  Apt.  601,  Pittsburgh 
15213. 

Gloria  C.  Onque,  M.D.,  401  Shady  Ave.,  Pittsburgh  15206. 

Juergen  P.  Krauthammer,  M.D.,  Shadyside  Hospital,  Pittsburgh 
1 5232. 

Charles  Krifcher,  M.D.,  Homestead  Hospital,  1800  West  St., 
Homestead  15120. 

Ronald  Mehok,  M.D.,  St.  Francis  General  Hospital,  Pittsburgh 
1 5201 . 

Mohsen  Ghaemmaghan,  M.D.,  59  Balph  St.  N.,  Pittsburgh 
15212. 

Stanley  F.  Sliwinski,  Jr.,  M.D.,  107  Penfield  PI.,  Pittsburgh 
15220. 

Jan  D.  Smith,  M.D.,  Presbyterian-Univeristy  Hospital,  Pitts- 
burgh 1521 3. 

John  W.  Knarr,  M.D.,  Montefiore  Hospital,  Pittsburgh  15213. 

Dale  A.  Kuremsky,  M.D.,  Mercy  Hospital,  Pittsburgh  15219. 

Virginia  M.  Lackman,  M.D.,  381 1 O’Hara  St.,  Pittsburgh  1 521 3. 

Lewis  C.  Jones,  D.O.,  West  Penn  Hospital,  Pittsburgh  1 5224. 

Jacqueline  M.  Kirk,  M.D.,  502  Fifth  Ave.,  McKeesport  1 51 32. 

Michael  S.  Kavic,  M.D.,  927  Broadhead  Rd.,  Coraopolis  15108. 

David  Jacobs,  M.D.,  511  Union  National  Bank  Bldg., 
McKeesport  1 51 32. 

Dale  B.  Fruman,  M.D.,  201  DeSoto  St.,  Pittsburgh  1 521 3. 

David  Goldfarb,  M.D.,  Presbyterian-University  Hospital,  Pitts- 
burgh 15213. 

Michael  Serafy,  M.D.,  9909  Frankstown  Rd.,  Pittsburgh  15235. 

Walter  L.  Shaffer,  M.D.,  3604  Allendale  Circle,  Pittsburgh 
1 5204. 

Ravindra  K.  Sachdeva,  M.D.,  10  Allegheny  Center,  No.  412, 
Pittsburgh  15212. 

Hugo  L.  Ramirez,  M.D.,  Allegheny  General  Hospital,  Radiation 
Therapy,  Pittsburgh  15212. 

Shoukry  Matta-Armanious,  M.D.,  Western  Psych.  Institute  and 
Clinic,  Pittsburgh  15213. 

Frank  J.  Pessolano,  M.D.,  St.  Francis  General  Hospital,  Pitts- 
burgh 15201. 

Ming-Shek  Lin,  M.D.,  246  S.  Boquet  St.,  Pittsburgh  1 521 3. 

John  K.  Whitford,  M.D.,  67  Pride  Rd.,  Pittsburgh  15235. 


Raymond  H.  Whitney,  M.D.,  Presbyterian-University  Hospital,  i 

Pittsburgh  15213.  i 

Tson-Kuang  Wu,  M.D.,  5931  Hobart  St.,  Pittsburgh  15217.  ^ 

Andrew  B.  Speer,  M.D.,  11122  Frankstown  Rd.,  Pittsburgh  i 
1 5235. 

BLAIR  COUNTY:  j 

Jaime  A.  Montanez-Salcedo,  M.D.,  1218  Fourteenth  Ave.,  Al-  [ 
toona  1 6601 . 

Marvin  H.  Meisner,  M.D.,  Penn  Farm  Estates,  Duncansville  i. 
16635.  ! 

CAMBRIA  COUNTY:  1 

E.  Z.  Eperjessy,  M.D.,  1 406  Somerset  Ave.,  Windber  1 5963.  | 

CLEARFIELD  COUNTY:  ‘ 

Baltazar  L.  Corcino,  Jr.,  M.D.,  1306  Joseph  Rd.,  Clearfield 
16830. 

FRANKLIN  COUNTY: 

Helen  F.  Tananis,  M.D.,  R.D.  2,  Fayetteville  17222. 

LAWRENCE  COUNTY: 

John  M.  Corbett,  M.D.,  303A  First  Federal  Place,  New  Castle 
16101.  \ 

LEHIGH  COUNTY: 

John  A.  Altobelli,  M.D.,  Allentown  Hospital,  Allentown  18102. 
Mohamed  Z.  Abedeen,  M.D.,  180  Main  St.,  Eldred  16731.  j 

MONTGOMERY  COUNTY: 

Anthony  Colavita,  M.D.,  327  Windsor  Ave.,  Narberth  1 9072.  i 

MONTOUR  COUNTY: 

Robert  E.  Albertini,  M.D.,  Geisinger  Medical  Center,  Danville 
17821. 

NORTHAMPTON  COUNTY: 

Rafael  G.  Razuri,  M.D.,  St.  Luke’s  Hospital,  Bethlehem  18015.  ! 

Ghodratollah  Rowshan,  M.D.,  1438A  Johnston  Dr.,  Bethlehem  t 
18017.  ' 

Arturo  Perez,  M.D.,  401 6 Brandeis  Ave.,  Bethlehem  1 801 7.  | 

PHILADELPHIA  COUNTY: 

Jean  M.  Bansbach,  M.D.,  21  N.  Feathering  Rd.,  Media  19063. 
Yonhe  Lee,  M.D.,  426A  Ft.  Washington  Ave.,  Ft.  Washington  : 
1 9034. 

Eva  Marie  Malsch,  M.D.,  3401  N.  Broad  St.,  Philadelphia  j 
19148.  I 

Jeffry  L.  Komins,  M.D.,  Butler  Pike  and  Cedar  Grove  Ave.,  I 
Conshohocken  19428. 

Sriprayoon  Prasasvinichai,  M.D.,  Hahnemann  Medical  College, 
Philadelphia  19102.  ] 

Manubhai  P.  Patel,  M.D.,  271 8 Holme  Ave.,  Philadelphia  1 91 52.  ■ 
S.  Grant  Mulholland,  M.D.,  19th  and  Lombard  Sts.,  ‘ 
Philadelphia  19146.  j 

Vincent  E.  Gardner,  M.D.,  61 5 W.  Hortter,  Philadelphia  1 91 1 9.  | 
Ora  R.  Smith,  M.D.,  1127  Walnut  St.,  Philadelphia  19107.  “ 

Robert  M.  Stote,  M.D.,  51  N.  39th  St,  Philadelphia  19104.  ' 

Frank  Steinberg,  D.O.,  210  Locust  St,  Philadelphia  19106.  , 

Ora  R.  Smith,  M.D.,  1127  Walnut  St,  Philadelphia  19107.  j 

Thomas  W.  Murphy,  M.D.,  44  Linwood  Ave.,  Ardmore  1 9003.  | 

John  P.  Maher,  M.D.,  60  Garlor  Dr.,  Havertown  19083. 

Nalin  H.  Tolia,  M.D.,  1900  S.  Broad  St,  Philadelphia  19145. 
Roshen  N.  Irani,  M.D.,  101 5 Walnut  St,  Philadelphia  19107. 

Alfred  C.  Rice,  M.D.,  Somerset  Community  Hospital,  Somerset 
1 5501 . 

Julius  G.  Sommer,  M.D.,  501  W.  Manheim  St,  Philadelphia 
1 91 44. 
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meetings 

NOVEMBER 

! Gerontological  Society,  Nov.  2-4.  Statler  Hilton  Hotel, 
Cleveland.  Contact:  Mr.  Edwin  Kaskowitz,  1 Dupont 
Circle,  Washington,  D.C.  20036. 

Association  of  Clinical  Scientists,  Nov.  2-5.  Marriott  Hotel, 
Chicago.  Contact:  F.  William  Sunderman,  Jr.,  M.D., 
University  of  Connecticut  School  of  Medicine,  Drawer 
B.,  Newington,  Conn.  06111. 

I American  College  of  Emergency  Physicians,  Nov.  8-10. 
San  Francisco  Hilton,  San  Francisco.  Contact:  Mr.  Ar- 
thur E.  Auer,  241  E.  Saginaw  St.,  East  Lansing,  Mich. 
48823. 

International  College  of  Surgeons,  Nov.  10-16.  Town  and 
Country  Hotel,  San  Diego.  Cal.  Contact:  Virgil  T. 
: DeVault,  M.D.,  1516  Lake  Shore  Dr.,  Chicago  60610. 

American  Public  Health  Association  Centennial,  Nov.  12- 
17.  Shelburne-Dennis  Hotels,  Atlantic  City.  Contact: 
James  R.  Kimmey,  M.D.,  1015  Eighteenth  St.  NW, 

■ Washington.  D.C.  20036. 

[ American  College  of  Preventive  Medicine,  Nov.  13, 
Deauville  Hotel,  Atlantic  City.  Contact:  Mr.  Ward 
I Bentley,  801  Old  Lancaster  Rd.,  Bryn  Mawr,  Pa.  19010. 
j American  Medical  Association,  Nov.  26-29.  Netherland- 
Hilton  Hotel,  Cincinnati.  Contact:  Ernest  B.  Howard, 
M.D.,  535  N.  Dearborn  St.,  Chicago  60610. 

' Radiological  Society  of  North  America,  Nov.  26-Dec.  1. 
Palmer  House,  Chicago.  Contact:  Maurice  D.  Frazer, 
M.D.,  712  E.  Genesee  St.,  Syracuse,  N.Y.  13210. 


Announcing  the  Seventeenth  Annual  Meeting  of 
the  American  institute  of  Ultrasound  in  Medicine. 
Place:  Philadelphia,  Pennsylvania,  Marriott  Motor 
Hotel,  City  Line  and  Monument  Rd.  Date:  October 
28  to  November  1, 1972. 

The  meeting  will  include:  A technical  special- 
ists’ session  on  Saturday,  October  28;  an  educa- 
tional seminar  on  Sunday,  October  29;  and  formal 
sessions  Monday,  October  30  to  Wednesday, 
November  1,  ending  with  a Work-in-Progress  sec- 
tion on  Wednesday,  November  1. 

Papers  will  be  presented  on  the  current  and  fu- 
ture uses  of  Ultrasound  by  physicians  and  other 
scientists  from  Canada,  Denmark,  England,  Ger- 
many, Japan  and  the  United  States.  There  will  be 
exhibits  and  demonstrations  of  the  most  advanced 
ultrasound  equipment. 

For  further  information  please  contact: 

Barry  B.  Goldberg,  M.D.,  Program  Director 
Department  of  Radiology 
Episcopal  Hospital 
Front  Street  and  Lehigh  Avenue 
Philadelphia,  Pa.  19125 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

pyopen' 

(disodium  carbenicillin) 


*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 

impotence 

due  to  androgenic  deficiency  in  the  American  male. 


DESCRIPTION:  Methyltestosterone  is  17/;-Hy(JfOxy*17-Methylandrost  4 er 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  euttuchism.  2.  Malt- 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  crypto? 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sucl 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  Lave  been  reportet 
after  Methyltestosterone.  These  changes  appear  to  be  related  ti 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  »n  livt* 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  am 
fluid  retention.  This  may  present  a problem,  especially  in  patient 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  male 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increas 
ing  the  nervous,  mental, 'and  physical  activities  beyond  the  patient' 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  sus 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breast 
Contraindicated  in  the  presence  of  severe  liver  damage. 


Androieff  5= 

Methyltestosterone  N.F.- 5 mg. 

Androkfl  10 

Methyltestosterone^.R  -10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulatioi 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  o 
excessive  dosage  may  cause  inhibition  of  testicular  function,  will 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  caul 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pre 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  ma 
occur  rarely.  FBI  may  be  decreased  in  patients  taking  androgens 
Hypercalcemia  may  occur,  particularly  during  therapy  for  metasli-, 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  jaundice  • Oligospermia  and 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patient- 
with  metaslic  breast  carcinoma  This  usually  indicates  progression  t 
bone  metastases.  • Sodium  and  water  retention  • Priapism  • Vinl  ; 
nation  in  female  patients  » Hypersensitivity  and  gynecomastia  ! 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stnety  mdividualizec 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  bes 
administered  in  divided  doses  The  following  chart  is  suggested  as  a 
average  daily  dosage  guide. 


INDICATION 


Average  Daily  Dosag 
Tablets 


In  the  male; 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


10  to  40  mj  I 

10  to  40  mi 
30  mil 


HOW  SUPPLIED:  5.  10.  25  mg.  in  bottles  of  60,  250, 


Write  lor  Literature  and  Samples 


THE  BROWN  PHARMACEUTICAL  CO.,  INC 

2500  WesI  6th  Street,  Los  Angeles,  Calitorni.i  90057 


mam  Oi 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards,  D.  R.  Lowe,  L.  R.  .Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greenlree  Road,  Pittsburgh  15220  Telephone:  412-531-4226 


iized 


mecLa 


eruice 


Symposium  on  Peripheral  Arterial  Disease 
Current  Concepts  on  Diagnosis,  Medicai 
and  Surgical  Treatment,  Prosthetic  Applications 
Friday,  October  27  and  Saturday,  October  28, 1972 
Temple  University  Health  Sciences  Center 
Department  of  Rehabilitation  Medicine  and 
Rehabilitation  Research  and  Training  Center 
Location  of  course  and  accommodations:  Temple  Uni- 
versity Conference  Center,  9230  Germantown  Ave- 
nue, Philadelphia,  Pennsylvania  (Chestnut  Hill 
Area) 

A comprehensive  two  day  symposium  on 
pathophysiology  of  altered  hemodynamics,  intravascular 
thrombosis  and  arterial  degeneration.  Current  and  ad- 
vanced techniques  of:  diagnosis,  medical  and  surgical 
treatment,  comprehensive  consideration  of  lower  ex- 
tremity, amputation  techniques,  immediate  post-opera- 
tive and  standard  prosthetic  techniques  and  recent 
prosthetic  advances  with  their  neurophysiological 
implications.  Guest  Faculty  consisting  of  nationally 
recognized  authorities. 

Course  Credits:  Applied  for  Pennsylvania  and  AMA 
Academy  of  Family  Physicians 
Registration  limited  to  150  - Physicians:  $100 -Resi- 
dents: $50 

Overnight  accommodations  available  - Room  and  meals 
included.  (Meals  only:  Lunch  - $5.00,  Dinner  - 
$8.00)  Double  Occupancy:  $30.00  (meals  included) 
Single  Occupaticy:  $37.00  (meals  included) 
Inquiries:  Department  of  Rehabilitation  Medicine,  Temple 
University  Health  Sciences  Center,  3400  North  Broad 
Street,  Philadelphia,  Pennsylvania  19140  Phone  : 
215-221-3636. 


PHYSICIANS 

Challenging  and  rewarding  prestige 
positions  are  currently  available  for 
physicians  in  the  pharmaceutical  in- 
dustry. 

Broad  responsibilities,  stimulating  envi- 
ronment, excellent  salaries,  regular 
hours,  fringe  benefits,  and  the  ability  to 
engage  in  limited  academic  pursuits, 
make  these  positions  highly  desirable. 

Kingsley-Quinn  Ltd.  will  be  at  the  Penn- 
sylvania Medical  Society  1972  Scientific 
Assembly,  October  9-12,  Host  Farm  Re- 
sort Motel  (717-397-7631),  Lancaster, 
Pa.  Please  call  for  an  appointment  or 
submit  resume  in  confidence  to: 
KINGSLEY-QUINN  LTD. 

576  Fifth  Avenue 

New  York,  New  York  10036 

212-245-3213 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  dixoverer’s  brand 

Bactocill 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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INTERNATIONAL 
COLLEGE  OF 
SURGEONS 

5th  Western  Hemisphere  Congress 
Town  & Country  Hotel  Convention  Center 
San  Diego,  California 
November  12-16, 1972 

International  President 

Professor  Dr.  Esteban  D.  Rocca — Lima  Peru 

United  States  Section  President 

Hans  von  Leden,  MD — Los  Angeles 
5th  Western  Hemisphere  Congress  General  Chairman  .... 
Andrew  G.  Sharf,  MD — Glendale 

Scientific  Program  Chairman 

Amo  A.  Roscher,  MD — Granada  Hills 

General  Sessions: 

(Monday  through  Thursday,  mornings) 

Group  Lectures  will  be  held  on  the  subjects  of 
Gastro-Intestinal,  Gynecology,  Neuro  Surgery, 
Surgery  on  Breast,  Vascular  Surgery 

Luncheons 

Monday 

Panel  on  Recent  Advances  in  Coronary  Artery  Surgery: 

among  the  participants Michael  E.  DeBakey, 

MD;  Frank  M.  Sones,  MD 
Tuesday 

Present  Status  of  Partial  and  Total  Cardiac  Replace- 
ment Techniques:  Mechanical  Devices  and  Transplan- 
tation   Denton  A.  Cooley,  MD 

Wednesday 

Acupuncture 

Postgraduate  Courses 
Monday  through  Wednesday,  afternoons 

Cancer  Therapy Arthur  C.  Michaels,  MD,  Chairman 

Colon  & Rectal  Surgery Martin  I.  Lewis,  MD,  Chairman 

Obstetrics  & Gynecology  . Robert  C.  Stepto,  MD,  Chairman 

Opthalmoiogy C.  Albaugh,  MD.,  Chairman 

Post-operative  Surgical  Care  & Shock  

use  Shock  Center,  US  Naval  Hospital 

Surgical  Technique  of  Total  Hip  Arthroplasty 

K.  Jacques,  MD,  Chairman 

Surgical  Anatomy  of  the  Abdomen 

Irving  Rehman,  PhD,  Chairman 

Head  and  Neck  Surgery 

Howard  House,  MD;  F.M.  Turnbull,  MD,  Chairmen 


Thoracic  Surgery M.  Hadi  Salem,  MD,  Chairman 

Urological  Surgery 

Mahmound  M.  Badr,  MD;  Henry  Ritter,  Jr.,  MD  Chairmen 

Vascular  Surgery Andrew  G.  Sharf,  MD,  Chairman 

Micro  Surgery  Richard  A.  Perritt  MD,  Chairman 


Industrial/Technical  Exhibits 
Scientific  Exhibits  Social  Activities 

FOR  FURTHER  INFORMATION;  5th  Western 
Hemisphere  Congress;  c/o  Andrew  G.  Sharf; 
MD,  136  N.  Brighton,  Burbank,  Ca  19506 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


luacinir 


(ampicillin  trihydrate) 


•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


m.d.'s  in  the  news 


PENNSYLVANIA 

MEDICINE 


FRANCIS  C.  JACKSON,  M.D., 
Great  Falls,  Va.,  has  been  named  to 
head  the  Veterans  Administration 
emergency  and  disaster  medical  care 
program  in  Washington,  D.C.  and  to 
the  position  of  special  assistant  to  the 
VA's  chief  medical  director.  Dr. 
Jackson,  active  for  many  years  in  Penn- 
sylvania and  a former  director  of  the 
VA  Hospital  in  Pittsburgh,  still  serves 
as  consultant  for  the  Pennsylvania 
Medical  Society  Commission  on  Emer- 
gency Medical  Service. 


DR.  JACKSON  DR.  D’AMATO 

GABRIEL  d’AMATO,  M.D.,  Phila- 
delphia, has  been  appointed  professor 
of  child  psychiatry  at  Jefferson  Medical 
College  of  Thomas  Jefferson  Universi- 
ty. He  will  serve  as  chief  of  the  children 
and  adolescent  services  at- Jefferson's 
Community  Mental  Health  Center  with 
a joint  appointment  in  the  department 
of  pediatrics.  Prior  to  these  appoint- 
ments he  was  working  in  the 
biomedical  engineering  and  sciences 
program  at  Drexel  University  under  a 
National  Institute  of  Health  grant. 

Two  new  appointments  have  been 
made  to  the  pathology  faculty  of  the 
University  of  Pittsburgh  School  of 
Medicine.  ALASTAIR  W.B.  CUN- 
NINGHAM, M.D.,  Boston,  Mass.,  has 
been  appointed  full  professor  of  pathol- 
ogy. He  previously  held  academic  ap- 
pointments in  pathology  at  the  Univer- 
sity of  Texas  Medical  Branch  in  Gal- 
veston. Texas;  Harvard  Medical 
School,  Cambridge,  Mass.;  and  at  the 
Indiana  University  School  of  Medicine, 
Indianapolis,  Indiana.  He  is  a fellow  of 
the  Royal  College  of  Physicians  in  Ed- 
inburgh, Scotland.  SHIRLEY  SIEW, 
M.D.,  South  Africa,  has  been  ap- 
pointed associate  professor  of  patholo- 
gy. Formerly  she  was  associate 
professor  of  pathology  at  the  Indiana 
University  Medical  Center  in  Indianap- 
olis. She  is  a fellow  of  the  Am.erican 
College  of  Cardiology  and  the  Royal 
Society  of  Medicine. 
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GEORGE  H.  FETTERMAN, 
M.D.,  who  is  a professor  of  pathology 
at  the  University  of  Pittsburgh  School 
of  Medicine,  has  been  appointed  vice- 
chairman  of  the  department  of  patholo- 
gy at  the  school  and  associate  chief  of 
laboratories  at  the  University  Health 
Center  of  Pittsburgh.  He  is  also  director 
of  the  clinical  laboratories  at  the 
Children’s  Hospital  of  Pittsburgh. 

ROBERT  G.  LITTLE,  M.D.,  Har- 
risburg, has  been  named  team  physician 
to  the  Hamilton  Health  Center  in  Har- 
risburg. He  will  work  with  WALTER 
R.  KIRKER,  M.D.,  Director  of  medi- 

I ji  11 a I r*Q 

JONATHAN  E.  RHOADS,  M.D., 
has  been  named  director  of  the  depart- 
ment of  surgery  at  Pennsylvania  Hos- 
pital to  replace  PETER  V. 
MOULDER,  M.D.,  who  has  accepted 
a position  as  director  of  academic  sur- 
gery. Dr.  Rhoads  is  professor  of  sur- 
gery at  the  school  of  medicine  and  was 
chairman  of  the  department  and  chief 
of  surgery  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  until  his  recent 
retirement  from  those  posts.  He  is  cur- 
rently president  of  the  American 
College  of  Surgeons  and  the  American 
Surgical  Association. 


DR.  RHOADS  DR.  JORDAN 


RAYMOND  E.  JORDAN,  M.D., 
Pittsburgh,  has  been  installed  as  execu- 
tive director  of  the  American  Council 
of  Otolaryngology.  He  is  a former 
professor  and  chairman  of  the  depart- 
ment of  otolaryngology.  University  of 
Pittsburgh  School  of  Medicine.  Dr. 
Jordan  is  currently  consultant  to  the 
National  Academy  of  Sciences  and 
president-elect  of  the  American  Laryn- 
gological,  Rhinological  and  Otological 
Society.  He  is  also  a former  president 
of  the  Pennsylvania  Academy  of 
Ophthalmology  and  Otolaryngology. 

JONATHAN  LEAVITT,  M.D., 
Philadelphia,  has  been  named  to  a joint 
appointment  to  serve  as  director  of  the 
children  and  youth  program  at  St. 


Christopher’s  Hospital  for  Children 
and  at  Temple  University  School  of 
Medicine  as  assistant  professor  of  pedi- 
atrics. Dr.  Leavitt  has  worked  in 
Jerusalem,  and  Tel-Aviv,  Israel,  and  at 
the  Biafran  Refugee  Camp.  The  St. 
Christopher  program  which  he  will 
direct  provides  free  total  care  for  com- 
munity children  up  to  fifteen  years  of 
age  and  is  partially  funded  by  the  Ma- 
ternal and  Child  Care  Section  of  the 
U.S.  Department  of  Health,  Education, 
and  Welfare. 

WALLACE  F.  BENJAMIN.  M.D., 
Scranton,  has  been  commended  in  a 
New  York  Times  article  for  his  part  in 
organizing  emergency  medical  services 
in  the  Wyoming  flood  crisis.  He  set  up 
a dispensary,  organized  a drug 
warehouse,  and  an  emergency  hospital 
at  the  Wilkes-Barre-Scranton  airport 
only  three  weeks  after  his  graduation 
from  Jefferson  Medical  School.  At  the 
time,  he  was  visiting  at  home  prior  to 
beginning  his  internship  at  the  Robert 
Packer  Hospital  in  Sayre. 

ALBERT  L.  LAMP,  M.D.,  has  been 
appointed  to  the  newly  created  position 
of  director  of  medical  affairs  at  St.  Vin- 
cent Hospital,  Erie. 

GERSHON  W.  HEPNER,  M.D., 
has  joined  the  faculty  at  the  Milton  S. 
Hershey  Medical  Center  of  Pennsyl- 
vania State  University  as  assistant 
professor  of  medicine.  Formerly  he  was 
a research  assistant  in  gastroenterology 
at  the  Mayo  Clinic,  Rochester,  Minn. 

JOSEPH  S.  BURKLE,  M.D., 
director  of  York  Hospital’s  department 
of  nuclear  medicine,  has  been  certified  i 
by  the  American  Board  of  Nuclear 
Medicine. 


DR.  BURKLE  DR.  EDEIKEN 


JACK  EDEIKEN,  M.D.,  Philadel-  1 
phia,  professor  and  chairman  of  the  i 
department  of  radiology  at  Jefferson 
Medical  College,  has  been  appointed  to  j 
the  board  of  directors  of  the  American 
Cancer  Society’s  Philadelphia  division. 
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Influencing 

"A  choice  not  an  echo”  was  a familiar  campaign  slogan 
during  the  1964  presidential  election.  In  1972,  the  voter  has 
once  again  been  presented  a clear  choice  on  candidates  and 
issues. 

In  his  opening  remarks  at  the  Democratic  Convention, 
Lawrence  O'Brien  urged  candidates  for  office  to  sacrifice 
empty  prornises  for  more  realistic  goals.  Mr.  O'Brien’s  party 
would  do  well  to  follow  his  advice  with  regard  to  national 
health  insurance. 

There  are  a number  of  plans  currently  before  Congress, 
varying  from  a relatively  moderate  departure  from  the  cur- 
rent medical  care  system  to  the  complete  restructuring  of  that 
system. 

The  most  moderate  proposal  is  the  Health  Insurance  As- 
sistance Act  or  the  AMA  Mcdicredit  plan.  Under  this  act,  the 
low  income  groups  would  receive  100  percent  health  care 
coverage  (low  income  determined  by  income  tax  liability).  A 
sliding  scale  would  cover  all  others  with  payments  ranging 
from  10  to  99  percent.  The  higher  the  income  and  the  higher 
the  tax  liability,  the  less  the  individual  would  receive  in 
health  coverage.  The  AMA  estimates  that  the  cost  of  this 
plan  would  be  about  1 2. 1 billion  dollars  a year. 

The  most  extreme  of  the  proposals  is  the  Kennedy-Griffith 
Health  Security  Act.  The  act  would  provide  compulsory 
health  benefits  to  all  Americans.  Private  health  insurance 
plans  would  be  totally  eliminated  and  the  system  would  be 
heavily  weighted  against  the  fee-for-service  practice.  Institu- 
tions would  be  paid  for  their  services  to  patients  first.  Fee- 
for-service  practitioners  would  receive  only  what  is  left  after 
institutional  payments,  so  that  it  is  not  impossible  that 
physicians  would  perform  many  services  free.  HEW  es- 
timates the  approximate  cost  of  this  program  would  be  77 
billion  dollars  annually. 

Falling  between  these  two  plans  is  the  Nixon  Administra- 
tion’s proposal.  Under  this  plan,  employers  would  provide 
comprehensive  health  care  coverage  for  employees  through 
private  companies.  The  employee  acceptance  of  this  plan 
would  not  be  mandatory.  Taxpayers  would  provide  insur- 
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the  Decision 

ance  for  low  income  groups  ($5000  or  less  annual  income). 
Estimated  cost  would  be  about  12.4  billion  dollars  annually. 

President  Nixon’s  performance  on  health  matters  has  gen- 
erally been  a moderate  one.  He  has  publicly  expressed  his 
concern  for  the  practicing  physician  and  has  tried  to  improve 
the  health  care  system  within  its  existing  structure. 

Senator  McGovern,  on  the  other  hand,  has  supported  the 
more  radical  changes  contained  in  the  Kennedy-Griffith  bill. 

The  future  of  medical  practice  will  largely  be  determined 
by  governmental  actions.  Should  Senator  McGovern  be 
elected,  no  doubt  the  changes  in  the  delivery  of  medical  care 
will  come  considerably  faster.  Campaign  promises  in  the  past 
have  created  public  attitudes  that  are  unreasoningly  impa- 
tient. The  sweeping  changes  in  health  care  to  which  Senator 
McGovern  ascribes  cannot  happen  overnight.  Therefore, 
public  expectation  in  the  performance  of  the  health  care 
system  will  not  be  met  and  will  create  an  expectation-per-. 
formance  gap.  American  medicine  will  be  caught  somewhere 
in  the  middle  and  will  be  condemned  by  both  the  proponents 
of  change  and  the  public  in  their  demand  for  service. 

A moderate,  logical  and  well-measured  way  of  life  is  long 
overdue  in  this  country.  Excesses  in  political  and  advertising 
promises  have  gone  unabated  for  many  years.  Increasing  reli- 
ance on  the  bureaucracy  of  big  government  to  resolve  the 
problems  can  only  lead  to  rigor  mortis  in  what  once  was  a 
young  country.  The  emphasis  on  local  government  and 
private  enterprise  during  the  past  four  years  by  President 
Nixon  deserves  another  four  years.  No  one  wants  the  clock 
turned  back.  Rather,  we  would  like  a return  to  realistic  goals. 


David  A.  Smith.  M.D. 
Medical  Editor 
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A Three-Year  Review 


Podiatry  Service  in  a Suburban  Hospital 


JOHN  T.  SHARP,  D.P.M. 
Abington 


The  abington  Memorial  Hos- 
pital is  a 500-bed  general  hospital 
located  in  the  northern  Philadelphia 
suburbs.  It  is  a modern,  well  equipped, 
efficiently  staffed  health  care  complex 
serving  a community  of  230,000  peo- 
ple. The  staff  is  comprised  of  235  med- 
ical practitioners. 

For  a number  of  years  the  hospital 
had  conducted  a podiatry  clinic  under 
the  direction  of  the  late  A.  T.  Ross, 
D.P.M.  This  was  purely  an  outpatient 
clinic,  but  it  offered  a medium  through 
which  the  economically  underpriv- 
ileged could  obtain  adequate  foot  care. 

In  1968  under  the  direction  of 
Alfred  S.  Frobese,  M.D.,  chief-of-staff 
and  director  of  the  surgical  division, 
and  Robert  M.  Packer,  Jr.,  M.D., 
physician-in-chief  of  the  metabolic  and 
endocrine  disease  service,  steps  were 
initiated  for  the  organization  of  a 
formal  podiatry  service.  In  essence  this 
was  to  be  an  extension  of  podiatry  into 
the  realm  of  inpatient  care,  as  well  as  a 
sophistication  of  the  existing  outpa- 
tient podiatry  clinic.  The  creation  of 
this  new  facility  was  for  the  purpose  of 
offering  expanded  health  care  in  an 


38 


PENNSYLVANIA  MEDICINE 


area  which  is  often  inadequately  con- 
sidered or  largely  neglected. 

Many  hospitals  throughout  the  na- 
tion are  considering  the  addition  of  a 
podiatry  service  to  their  available  ac- 
commodations. This  delineation  of  the 
functions  of  such  a service  at  Abington 
Hospital  is  intended  to  assist  those  in- 
volved in  such  planning. 

The  podiatry  service  at  Abington 
Memorial  Hospital  presently  consists 
of  five  practicing  podiatrists,  all  gradu- 
i ates  of  schools  recognized  by  the 
Council  on  Education  of  the  American 
I Podiatry  Association.  In  accordance 
with  the  bylaws  of  the  staff,  all  podia- 
trists must  be  legally  licensed  to  prac- 
tice podiatry  in  Pennsylvania  and  must 
be  members  of,  or  eligible  for  mem- 
bership in,  a duly  recognized  podiatry 
society." 

Structurally,  the  podiatry  service  is 
a division  of  the  department  of  sur- 
gery. The  podiatrist-in-chief-  of  the 
service  is  "responsible  to  the  governing 
board  of  the  hospital  through  the 
director  of  the  department  of  surgery, 
and  the  chief-of-staff  for  the  func- 
tioning of  his  division.  . .”  Initial 
application  for  membership  to  the  staff 
in  the  area  of  podiatry  is  made  to  the 
podiatrist-in-chief.  Subsequently,  the 
applicant’s  credentials  are  presented 
sequentially  to  the  director  of  the 
department  of  surgery,  the  executive 
committee  of  the  staff,  the  chief-of- 
staff,  and  finally  to  the  board  of  trus- 
itees.  Formal  appointment  is  made  by 
the  board. 

Once  appointed  to  the  hospital  staff, 
the  podiatrist  is  entitled  to  conven- 
tional staff  privileges.  Members  of  the 
podiatry  service  are  governed  by  the 
laws  of  the  medical  staff  and  must  con- 
form to  the  rules  and  regulations  of  the 
staff.  They  must  also  adhere  to  the 

\* Bylaws,  Abington  Memorial  Hospital 
Medical  Staff,  Article  HI,  Section  5. 


rules  and  regulations  of  the  podiatry 
service. 

The  function  of  the  podiatry  service 
is  to  provide  comprehensive  foot  care 
to  the  hospital’s  inpatient  and  outpa- 
tient community.  This  is  accomplished 
through  the  following  mechanisms. 

Consultation  Service 
for  Inpatients 

Members  of  the  podiatry  service  are 
required  to  serve  as  consultants  in  in- 
stances where  inpatients  require  foot 
evaluation  and/or  foot  care.  Such  con- 
sultations are  requested  by  members  of 
the  medical  or  surgical  staff  and  are 
available  to  both  private  and  teaching 
patients.  A written  consultation  report 
for  the  patient  under  consideration  is 
the  responsibility  of  the  consulting 
podiatrist,  and  such  reports  are  incor- 
porated in  the  patient’s  hospital  chart. 

Outpatient  Foot  Clinic 

The  podiatry  service  also  has  the  re- 
sponsibility of  maintaining  an  outpa- 
tient podiatry  clinic.  This  presently 
functions  on  a one-morning-per-week 
basis.  Its  purpose  is  to  offer  efficient, 
active  and  preventive  foot  care  to 
those  individuals  economically  unable 
to  afford  private  office  fees.  Attend- 
ance in  the  clinic  is  mandatory  for  all 
podiatry  staff  members.  In  the  first 
thirty  months  of  operation,  the  podia- 
try clinic  had  a total  of  1,159  patient 
visits.  This  represents  approximately 
2.4  percent  of  the  total  patient  visit 
load  of  all  the  outpatient  clinics  opera- 
tional in  the  hospital.  In  evaluating 
these  statistics,  the  fact  must  be  con- 
sidered that,  as  previously  stated,  the 
podiatry  clinic  functions  only  one 
morning  each  week,  whereas  some  of 
the  other  outpatient  clinics  operate  on 
a multiple-day-per-week  basis. 

Foot  care  by  the  podiatry  service  is 
preventive  as  well  as  active.  All  new 


TABLE  I 


1969 

1970 

1971 

Totals 

Digital  arthroplasties 

22 

29 

30 

81 

Metatarsal  head  remodeling 

3 

6 

8 

17 

Excision  plantar  neuroma 

4 

2 

5 

11 

Exostectomy 

3 

8 

0 

11 

Radical  nail  surgery 

0 

4 

6 

10 

Sesamoidectomy 

1 

5 

1 

7 

Bunionectomy 

10 

18 

26 

54 

Excision  neoplasms 

7 

6 

21 

34 

Total 

50 

78 

97 

225 
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diabetic  patients  in  the  metabolic 
clinic  are  required  to  receive  a 
complete  foot  evaluation  by  a member 
of  the  podiatry  staff.  In  addition,  all 
outpatients  seen  in  the  clinic  who  are 
suffering  from  diabetes  mellitus  or 
vascular  insufficiency  are  given 
printed  instructions  as  to  the  proper 
home  care  of  the  foot  in  such 
disorders.  The  podiatry  clinic  also 
offers  actual  exposure  to  the  manage- 
ment of  foot  problems  for  students 
from  the  school  of  nursing.  Such 
students  have  periodic  observational 
assignments  to  the  clinic.  To  supple- 
ment this  teaching  practice,  lectures 
are  given  the  nursing  students  relative 
to  nursing  care  in  foot  problems. 

Inpatient  Care  for  Private 
Podiatry  Patients 

Members  of  the  podiatry  staff  have 
the  privilege  of  admitting  patients  to 
the  hospital  for  inpatient  medical  or 
surgical  care.  Such  admissions  are  on  a 
combined  podiatric-medical/surgical 
service.  Once  admitted,  the  patient’s 
general  medical  care  is  the  responsi- 
bility of  the  physician,  while  his  foot 
care  is  in  the  jurisdiction  of  the  podia- 
trist. In  this  hospital,  patients  who  are 
to  be  admitted  for  podiatric  surgery 
usually  have  their  preoperative  histor- 
ies and  physicals,  as  well  as  their  nec- 
essary laboratory  studies,  performed 
on  a preadmission  basis.  The  patient  is 
given  a history  and  physical  form  by 
the  podiatrist,  which  is  presented  to 
the  admitting  physician  at  the  time  of 
his  examination.  Such  evaluations  are 
performed  within  one  week  prior  to 
scheduled  surgery.  The  completed  his- 
tory and  physical  form  and  a surgical 
consent  form  are  taken  by  the  patient 
to  the  hospital  at  the  time  of  his  admis- 
sion. These  records,  together  with  his 
preadmission  laboratory  reports,  are 
then  incorporated  into  the  hospital 
chart. 


Podiatric  Surgery 

Since  podiatric  surgery  seems  to  be 
one  of  the  more  prevalent  concerns  of 
hospitals  considering  the  establishment 
of  a podiatry  service,  it  would  seem  in 
order  to  dwell  briefly  upon  this  aspect 
of  podiatry  care  as  it  has  functioned 
within  the  hospital  environment  at  Ab- 
ington. 

In  any  consideration  of  podiatric 


39 


Recent  years  have  seen  an  increasing  emphasis  on 
an  amalgam  of  allied  health  professionals  in  a hospital 
setting  cooperating  for  the  benefit  of  the  sick  and  in- 
jured. This  philosophy  has  been  applied  to  podiatric 
medicine  in  our  hospital. 

As  noted,  this  service  previously  was  an  outpatient 
facility  largely  used  by  the  indigent  patients  in  the 
clinic.  Physicians  and  surgeons  assumed  little  interest 
in  the  problems  of  the  foot,  and  with  the  exception  of 
the  care  administered  by  the  orthopedic  surgeons,  this 
area  seemed  neglected.  The  development  of  an  inpa- 
tient podiatric  service  has  made  the  podiatrist  an  effec- 
tive member  of  the  health  care  team.  By  his  availability 
for  consultation,  physician  interest  in  disorders  of  the 
foot  has  been  stimulated.  The  initiation  of  podiatric  sur- 
gical procedures  in  the  operating  suite  has  made  anoth- 
er service  available  to  our  community  without  impos- 
ing a burden  on  our  facilities — since  the  majority  of 
such  procedures  are  either  carried  out  in  the  short 
procedures  unit  as  outpatient  situations  or  performed 
on  inpatients  and  require  only  a brief  hospital  stay.  Fur- 


thermore, development  of  inpatient  podiatry  stimulates 
the  podiatrist  to  higher  levels  of  performance,  since  the 
creation  of  such  a section  carries  with  it  certain  stand- 
ards of  care  which  must  be  followed  and  obligations  to 
the  hospital  and  its  staff  which  must  be  met.  In  our  hos- 
pital this  has  resulted  in  the  generation  of  a sense  of 
pride  of  membership  on  the  part  of  the  podiatrist  which 
has,  I believe,  even  upgraded  the  outpatient  podiatry 
clinic. 

In  short,  our  experience  with  a structured  podiatric 
service  with  inpatient  and  outpatient  privileges  repre- 
sents an  advance  in  health  care — and  where  today's 
well-trained  podiatrist  is  available,  a community  hospi- 
tal should  find  little,  if  any,  problems  in  developing 
such  a section.  A service  of  this  type  should  prove  ad- 
vantageous to  both. 

Alfred  S.  Frobese,  M.D. 

Chief-of-staff 

Director  of  Surgical  Division 

Abington  Memorial  Hospital 


surgery  within  a hospital  patient  com- 
munity, there  are  certain  basic  factors 
relative  to  the  practice  of  podiatry 
which  must  be  understood.  Primarily 
one  must  realize  that  for  the  great  ma- 
jority of  podiatrists,  foot  surgery  con- 
stitutes only  a part  of  the  total  practice 
responsibilities.  Thus  it  becomes  ap- 
parent that  podiatric  surgical  admis- 
sions represent  but  a portion  of  the 
podiatrist’s  private  patient  census.  Fur- 
ther, most  of  the  surgical  procedures 
performed  by  the  podiatrist  are  applied 
to  the  forefoot  and  may  be  done  either 
on  an  outpatient  basis  or  an  inpatient 
basis  requiring  a short  hospital  stay. 
The  following  statistics  will  serve  to 
highlight  these  statements. 

Short  Procedures  Unit 

In  early  1970  Abington  Memorial 
Hospital  initiated  a short  procedures 
unit — a facility  tailored  for  outpatient 
surgery  which,  although  not  requiring 
actual  hospital  stay,  was  nevertheless 
not  suited  for  office  practice  because 
of  anesthesia  requirements  or  the  need 
for  specialized  equipment.  Since  the 
advent  of  this  unit,  35  percent  of  all 
podiatric  surgery  has  been  performed 
via  short  procedures.  During  the  three 
years  of  operation  of  the  podiatry  serv- 
ice, a total  of  128  surgical  patients 
have  been  admitted,  either  as  inpa- 
tients or  as  outpatients  in  the  short 
procedures  unit.  On  this  group,  225 
surgical  procedures  have  been  per- 
formed. The  inpatient  segment  of  the 
group  had  an  average  hospital  stay  of 


4.8  days.  The  nature  of  the  surgical 
procedures  performed  upon  podiatric 
patients — both  as  inpatients  and  out- 
patients— is  indicated  in  Table  I. 

A survey  of  podiatric  surgical 
procedures  reveals  that  they  involve  a 
minimum  expenditure  of  available 
hospital  time. 

Today’s  podiatrist  is  a well 
educated,  clinically  trained  member  of 
the  health  team.  His  prepodiatry 
requirements  consist  of  a minimum  of 


Dr.  Sharp  is  podiatrist-in-chief  of 
the  podiatry  service  at  Abington 
Memorial  Hospital,  Abington.  He  is 
also  director  of  the  division  of  con- 
tinuing education  at  the  Pennsyl- 
vania College  of  Podiatric  Medicine 
and  a member  of  the  editorial  advi- 
sory board  of  the  Journal  of  the 
American  Podiatry  Association. 


two  years  of  college  education,  al- 
though in  actual  practice  approxi- 
mately 80  percent  of  the  present 
applicants  to  podiatry  colleges  have 
baccalaureate  degrees.  The  educational 
tenure  in  the  podiatry  college  consists 
of  four  years  during  which  the  student 
is  trained  in  the  basic,  clinical,  and 
medical  sciences.  The  faculties  and  fa- 
cilities of  the  podiatry  schools  com- 
pare quite  favorably  with  those  of  the 
various  other  educational  institutions 
involved  in  teaching  the  health 
sciences.  In  many  instances,  faculty 
members  serve  concomitantly  on  the 
teaching  staffs  of  local  medical 
schools.  In  several  states,  local  law 
requires  that  the  podiatrist  serve  a one- 
year  residency  prior  to  initiating  prac- 
tice. 

The  foot  is  an  extremely  complex 
structural  and  functional  unit.  It 
requires  highly  skilled  and  specialized 
care.  The  podiatrist,  by  virtue  of  his 
concentrated  academic  and  clinical 
training  in  the  area  of  foot  health,  is 
better  qualified  than  any  other 
member  of  the  health  team  to  offer 
this  care.  But  the  foot  is  a part  of  the 
body  as  a whole,  and  as  a consequence 
a number  of  foot  abnormalities  are  not 
purely  local  phenomena  but  rather  are 
pedal  reflections  of  systemic  disease.  It 
is  thus  evident  that  truly  total  foot 
management  must  often  be  a coordin- 
ate effort  on  the  part  of  the  podiatrist 
and  other  medical  personnel.  The  hos- 
pital should  be  an  environment  where 
such  care  is  available. 


40 


PENNSYLVANIA  MEDICINE 


First-Year  Reflections  from  Hahnemann 


Training  Physician’s  Assistants 


DAVID  MAJOR,  M.D. 
WILBUR  W.  OAKS,  M.D. 
MARK  BERGER,  M.D. 
EVELYN  MAJOR,  B.A. 
Philadelphia 


IN  PENNSYLVANIA,  the  need  for 
better  health  care  delivery  has  been 
dramatized  recently  in  social,  political, 
and  economic  circles.  Across  the  state, 
people  have  been  voicing  the  need  for 
more  and  better  medical  care.  In  rural 
and  urban  areas,  the  combination  of 
too  few  doctors  in  too  few  places  has 
created  a real  health  care  crisis. 
Physicians  in  both  isolated  and 
overcrowded  areas  need  help  with  the 
repetitive,  time-consuming  tasks  that 
prevent  them  from  giving  care  to  as 
many  people  as  they  might.  Politically, 
the  state  insurance  commissioner  has 
begun  to  publicize  some  of  the  rather 
startling  economics  of  health  care  and 
to  raise  important  questions  about 
better  uses  of  resources.  Blue  Cross 
and  Blue  Shield,  feeling  the  pinch  of 
increasing  costs,  want  to  raise  their 
rates  again. 

At  Hahnemann  the  administration 
was  ready  and  eager  to  launch  into  in- 
novative health  education.  The  realiza- 
tions had  come  that  medical  education 
can  no  longer  be  regarded  simply  as 
training  physicians;  patient  health  care 
needs  must  be  considered;  entire 
systems  of  health  care  delivery  should 
be  studied;  methods  of  training  and 
utilization  of  health  manpower  need 
improvement;  the  economics  of  health 
care  must  be  reworked. 

We  began  to  study  other  physician's 
assistant  training  programs  and  be- 
came more  and  more  excited  about  the 
possibility  of  beginning  one  at  Hah- 
nemann. The  State  Medical  Society 
was  receptive  and  various  Regional 
Medical  Programs  favored  the  con- 
cept. The  Hahnemann  physician's  as- 
sistant program  was  conceived  with 


emphasis  on  a broad-based  core  curric- 
ulum, daily  patient  contact,  continuing 
education,  and  the  team  delivery  of 
health  care.  We  felt  strongly  that  we 
wanted  students  with  varying  educa- 
tional and  career  backgrounds.  Thus 
the  prerequisites  for  our  program  are 
minimal;  a high  school  diploma  with 
no  paramedical  experience  necessary. 
Even  though  this  presented  the 
problem  of  individualizing  the  pro- 
gram to  fit  different  needs,  the  idea  of 
class  diversity  is  important  to  us  and 
we  are  committed  to  it. 

A survey  was  mailed  to  6,000 
physicians  in  Pennsylvania  to  assess 
the  receptiveness  of  the  medical  com- 
munity to  this  new  idea.  Their 
responses  demonstrated  a high  degree 
of  acceptance.  This  was  an  important 
preliminary  step  since  Hahnemann’s 
emphasis  on  team  care  requires  a con- 
tinuing close  relationship  and  mutual 
respect  between  the  physician’s  assist- 
ant and  his  physician  employer.  After 
completing  endless  curricular  details 
and  devising  a suitable  application 
form,  we  were  ready  to  mail  applica- 
tions on  request.  Few  funding  sources 
would  support  the  efforts  of  such  an 
unknown  program,  and  no  one  knew 
how  many  applicants  we  would  have 
for  something  so  new.  Things  were 
tense  at  first  when  we  had  no  money 
and  few  applications;  then  the  mail 
began  to  flood  our  offices  and  soon  we 
had  nearly  400  applicants  for  our  first 
class  of  ten. 

After  interviewing  forty  highly  qual- 
ified candidates,  we  were  hard  put  to 
choose  ten  from  among  them.  Having 
never  trained  physician’s  assistants 
before,  we  were  somewhat  in  the  dark 


about  who  would  best  succeed.  Our 
first  class  includes  one  18  year-old  just 
out  of  high  school,  one  college  gradu- 
ate, four  former  military  corpsmen, 
two  technicians,  and  two  pharmaceu- 
tical sales  representatives.  We  have 
one  female  and  nine  males  in  this  first 
class.  Our  enthusiasm  in  planning  was 
easily  surpassed  by  the  students’ 
eagerness  to  learn.  They  quickly 
became  accustomed  to  daily  lectures 
and  conferences  and  were  stimulated 
by  patient  contact  from  the  first  day  of 
training.  The  emphasis  on  continuing 
education  and  the  learning  process  was 
well  received  and  sensitivity  sessions 
were  helpful  in  solving  interpersonal 
problems. 

One  primary  feature  of  our  program 
has  been  the  close  personal  rela- 
tionship which  has  developed  between 
faculty  and  students.  The  physician’s 
assistants’  conference  room  and  ad- 
ministrative office  are  on  the  same 
floor  as  the  offices  of  the  faculty 
members  who  are  responsible  for  the 
program.  This  close  association  has 
unquestionably  helped  develop  a sense 
of  security  and  identity.  It  is  difficult 
to  be  involved  in  an  area  where  there 
are  no  precedents  and  no  experience  to 
rely  on.  The  actual  role  of  the 
physician’s  assistant  is  far  from  firmly 
established  and  many  people  within 
the  teaching  hospital  are  somewhat 
leery  of  his  capabilities.  All  these  un- 
certainties and  new  experiences  are 
bound  to  create  problems  in  the  minds 
of  the  students,  and  these  need  imme- 
diate attention.  The  accessability  of 
faculty  and  staff  to  discuss  things  both 
on  the  run  and  more  formally  and  at 
length  as  they  develop  has  been  of  the 
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utmost  importance  in  the  solidification 
of  the  program. 

We  feel  strongly  that  the  training  of 
physician’s  assistants  is  best  ac- 
complished in  a medical  school 
complex.  In  this  setting,  the  medical 
school  can  call  on  its  entire  faculty  to 
develop  the  broad,  general  objectives 
of  the  teaching  program.  Additionally, 
the  physician’s  assistant  in  his  training 
program  establishes  relationships  with 
all  the  other  medical  and  paramedical 
personnel  in  the  hospital  and  college. 
A most  gratifying  observation  is  the 
relationship  between  our  physician’s 
assistants  and  the  professional  staff, 
the  residents,  interns,  nurses,  medical, 
and  nursing  students.  Each  is  begin- 
ning to  appreciate  the  other’s  role  in 
the  team  delivery  of  health  care.  Hah- 
nemann’s College  of  Allied  Health 
Professions,  of  which  the  physician’s 
assistant  program  is  a part,  provides 
our  students  with  the  necessary  liberal 
arts  courses  so  that  we  can  grant  an 
Associate  of  Science  Degree  upon 
completion  of  our  program.  If  our  em- 
phasis on  continuing  education  is  to 
work  effectively,  our  students  will 
have  to  have  a sense  of  upward  mobili- 
ty and  flexibility  within  the  health  care 
careers.  Having  an  associate  degree 
will  contribute  significantly  to  achiev- 
ing this  goal. 

One  of  the  most  difficult  problems  is 
selecting  the  preceptors  who  will  ulti- 
mately employ  the  physician’s  assist- 
ants. In  some  cases,  a student  enters  the 
program  with  a specific  physician  in 
mind.  We  then  meet  the  physician  and 
go  to  his  office  to  discuss  the  operation- 
al program.  Of  utmost  concern  are  the 
physician’s  interest  in  continuing  edu- 
cation, his  academic  background,  and 
his  genuine  desire  to  teach  and  repeat- 
edly evaluate  a physician’s  assistant. 
We  are  also  interested  in  the  type  of 
practice  that  exists.  Our  feeling  is  that  a 
physician’s  assistant  works  best  in  a 
one-to-one  situation.  If  he  is  placed  in  a 
group  practice,  a close  relationship 
among  the  members  of  the  group  would 
be  very  important.  For  those  students 
who  do  not  have  a preceptor,  our  field 
coordinator  travels  throughout  the 
state  of  Pennsylvania  to  interest 
physicians  in  working  with  our 
students.  Some  are  interested  only  in 
teaching  physician’s  assistants  and 
others  are  interested  in  ultimately 
employing  them.  We  are  developing  a 


group  of  physicians  working  in  either 
solo  or  group  practices  who  will  train 
and  hire  physician’s  assistants  and  then 
continue  to  train  other  physician’s  as- 
sistants in  the  future.  The  fact  that  a 
physician’s  assistant  is  present  in  the  of- 
fice will  add  a great  deal  to  our  overall 
training  program  for  subsequent 
physician’s  assistants  who  come 
through  that  particular  practice. 

One  of  the  primary  innovative 
aspects  of  our  program  is  the  involve- 
ment of  preceptors  in  curricular  plan- 
ning for  the  physician’s  assistant.  We 
have  not  been  able  to  accomplish  this  to 
a marked  degree  during  our  first  year.  It 
is,  however,  of  serious  concern  to  us. 
The  preceptor  would  help  plan  the  cur- 
riculum of  his  own  physician’s  assist- 
ant, primarily  after  the  first  six  months 
of  core  curriculum  have  been 
completed.  During  the  second  six 
months,  three  months  of  electives  may 
be  programmed  to  meet  special  practice 
needs.  In  addition,  our  curriculum 
allows  for  rotations  to  rural,  urban,  and 
academic  environments.  If  a student 
has  a particular  physician  in  mind,  he 
may  tailor  his  program  by  staying  in 
one  of  these  areas  if  that  would  best 
prepare  him  for  the  future. 

Our  public  relations  work  this  first 
year  has  been  a huge  team  effort,  in- 
volving faculty  members  and  students 
in  almost  every  conceivable  combina- 
tion. We  have  had  speaking  engage- 
ments at  high  schools,  colleges,  hospi- 
tals, clinics,  and  regional  medical  pro- 
grams to  explain  the  physician’s  assist- 
ant concept  and  elaborate  on  his  role  in 
health  care  delivery  systems.  The 
physician’s  assistant  trainees  have  been 
tremendously  successful  in  public  rela- 
tions. They  have  certainly  sold  them- 

Dr.  Major  is  assistant  professor  of 
medicine  at  Hahnemann  Medical 
College  and  Hospital,  director  of  the 
Physician’s  Assistant  Training  Pro- 
gram, and  director  of  student  pro- 
grams in  the  department  of  medi- 
cine. Dr.  Oaks  is  professor  of  medi- 
cine and  acting  chairman  of  the 
department  of  medicine.  Dr.  Berger 
is  a resident  in  internal  medicine. 
Evelyn  Major  is  director  of  admis- 
sions of  the  Physician’s  Assistant 
Training  Program.  The  program  is 
part  of  the  College  of  Allied  Health 
Professions  of  the  Hahnemann  Med- 
ical College  and  Hospital. 


selves,  both  to  the  lay  public  and  to  the 
doctors  who  may  employ  them.  We  are 
most  enthusiastic  about  continuing  to 
engage  them,  in  combination  with  fac- 
ulty members,  in  this  capacity. 

Recent  events  have  heightened  our 
expectations  of  the  program’s  success. 
We  have  received  federal  funding  for 
1972-3  from  the  National  Institute  of 
Health,  Bureau  of  Health  Manpower, 
Division  of  Allied  Health.  Represent- 
atives from  the  AMA  Council  on  Medi- 
cal Education*  made  a site  visit  to 
Hahnemann  in  May  to  evaluate  our 
program  for  accreditation.  We  have 
been  able  to  double  the  size  of  our  en- 
tering class  for  September  1972  to 
twenty  students.  After  one  year,  we 
believe  more  than  ever  in  our  philoso- 
phy and  in  our  program.  Physician’s 
assistants  are  needed.  Corpsmen, 
college  graduates,  and  recent  high 
school  graduates  can  all  be  trained  to 
be  physician’s  assistants  if  the  training 
is  individually  learner-oriented  and 
relevant  to  their  educational  needs. 
Providing  an  environment  conducive 
to  learning  and  encouraging  student 
participation  in  curricular  planning, 
with  emphasis  on  the  learning  process 
rather  than  the  material  learned,  have 
been  crucial  to  our  success  this  year. 
All  basic  science  materia!  was  woven 
into  clinical  learning  to  help  make  rel- 
evance apparent  immediately.  We 
learned  that  the  time-honored  building 
blocks  of  anatomy,  biochemistry,  etc. 
can  be  built  on  clinical  learning  which 
stresses  problem  solving  through  gath- 
ering of  data  and  pathophysiologic 
thinking. 

All  in  all,  any  reservations  we  had 
while  planning  the  program  have  now 
been  replaced  by  tremendous  enthusi- 
asm for  the  future  of  health  manpower 
training  and  utilization,  and  excite- 
ment about  the  ultimate  ability  to  meet 
the  increasing  needs  of  patients  in  a 
more  equitable,  economic  fashion 
while  delivering  higher  quality  care. 


* The  AMA  Council  on  Medical 
Education,  in  collaboration  with 
the  American  Academy  of  Family 
Physicians,  American  Academy  of 
Pediatrics,  American  College  of 
Physicians,  and  American  Society 
of  Internal  Medicine,  has  written  > 
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Malignant  Melanoma 

MICHAEL  J.  MASTRANGELO,  M.D.  HECTOR  L.  SULIT,  M.D. 

DARWIN  O.  CHEE,  SC.D.  PAUL  F.  ENGSTROM,  M.D. 


The  American  Oncologic  Hospital 
and 

Institue  for  Cancer  Research 
Fox  Chase 


Melanoma  is  a malignant  neoplasm  of  melanocytes,  the 
pigment  producing  cells  which  are  located  primarily  in  the 
skin.  The  etiology  of  the  disease  remains  obscure.  The  prog- 
nosis for  patients  whose  disease  is  not  amenable  to  surgical 
cure  has  been  poor.  However,  recent  advances  in  classifica- 
tion and  both  chemotherapy  and  immunotherapy  appear  to 
be  favorably  altering  this  prognosis.  Studies  conducted  by 
Dr.  Wallace  Clark  of  the  Temple  University  Hospital  in- 
dicate that  those  patients  in  whom  the  primary  lesion  in- 
vades to  the  papillary-reticular  dermis  interface  (Level  HI) 
and  below  have  a poor  prognosis.  Other  high  risk  groups 
(subungual,  plantar,  etc.)  have  also  been  identified.  Studies 
are  now  being  conducted  at  the  American  Oncologic  Hospi- 
tal and  elsewhere  around  the  nation  to  evaluate  the  efficacy 
of  Dimethyl  triazeno  imidazole  carboxamide  (DTIC)  (NSC 


FIGURE  1:  General  treatment  outline  for  Melanoma  patients. 
Patients  who  present  initially  with  disseminated  disease  are 
randomized  between  two  chemotherapy  regimens  as  indicated 
by  the  dotted  line. 
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45388)  as  a post-operative  adjuvant.  This  new  chemother- 
apeutic agent  has  produced  significant  tumor  regression  in 
advanced  melanoma  and  it  is  hoped  that  when  used  as  an 
adjuvant  it  will  either  prevent  recurrence  or  prolong  the 
disease  free  interval. 

For  patients  with  more  advanced  disease,  two  chemother- 
apeutic agents  are  available.  Both  DTIC  and  (1,3)  Bis  (2- 
chloroethyl)-! -Nitrosourea  (BCNU)  (NSC  409962)  have 
produced  clinically  significant  tumor  regression  in  20-40% 
of  patients  with  inoperable  melanoma.  These  two  drugs  rep- 
resent the  first  substantial  breakthrough  in  the  treatment  of 
inoperable  melanoma;  many  additional  drugs  are  currently 
undergoing  clinical  trials. 

Since  the  initial  demonstration  by  Prehn  and  Main  that 
tumors  have  different  antigens  than  their  hosts,  numerous 
investigators  have  attempted  to  develop  immunologic 
approaches  to  the  treatment  of  tumors,  especially 
melanoma.  Our  own  efforts  with  melanoma  have  entailed 
the  use  of  intralesional  Bacillus  Calmette-Guerin  (BCG) 
(Attenuated  viable  tubercle  bacilli)  in  an  effort  to  actively 
stimulate  the  host’s  antitumor  immunity.  Fourteen  patients 
with  histologically  documented  surgically  incurable 
melanoma  were  treated  in  this  fashion.  Of  three  patients 
with  intradermal  disease,  one  patient  is  disease-free  eight 
months  following  termination  of  treatment.  The  remaining 
two  patients  with  intradermal  disease  are  currently  under 
treatment  and  have  sustained  excellent  partial  remissions.  It 
is  anticipated  that  these  two  patients  will  enter  complete 
remission  status.  The  remaining  1 1 patients  with  subcu- 
taneous and/or  visceral  disease  did  not  benefit.  A new  thera- 
peutic approach  utilizing  intradermal  inoculation  with  a 
mixture  of  irradiated  autochthonous  tumor  cells  plus  BCG 
is  currently  being  evaluated. 

A general  outline  of  our  current  treatment  plan  for 
melanoma  patients  is  seen  in  Figure  I.  To  this  program 
would  be  added  irradiation  therapy  for  local  problems  such 
as  painful  bone  metastasis  or  superior  vena  caval  obstruc- 
tion. It  is  hoped  that  these  new  treatment  measures  will 
produce  substantial  improvement  in  the  current  poor  prog- 
nosis for  most  melanoma  patients. 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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Some 

Aspects 


Medico-Legal 
of  Heart  Disease 
Part  I 


William  G.  Leaman,  Jr.,  M.D.,  Fellow, 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association  questions 
Lawrence  A.  Goldberg,  J.D.,  Member, 
American  and  Pennsylvania  Bar  Asso- 
ciations, West  Chester,  Pennsylvania. 
Research  assistance  by  George  R.  Par- 
tridge, Jr. 


While  a physician  is  concerned 
primarily  with  threats  to  his  patient’s 
physical  recovery,  it  is  also  obvious  that 
cardiovascular  ii\jury  as  an  economic 
threat  to  the  patient  may  be  a source  of 
severe  anxiety.  What,  therefore,  are  the 
legal  aspects  and  what  might  an  at- 
torney be  able  to  do  for  such  a patient? 

There  are  several  situations  in  which 
an  attorney  may  be  able  to  eliminate 
barriers  which  might  be  placed  in  the 
way  of  economic  recovery  for  cardiac 
patients.  These  are  chiefly  where  the  in- 
jury might  be  proved  to  be  the  result  of 
another’s  negligence,  where  the  eco- 
nomic incapacity  resulting  from  the  in- 
jury may  be  compensable  under  some 
form  of  commercial  insurance  pro- 
gram, or  where  compensation  may  be 
categorically  legislated,  as  in  the  case  of 
Workmen’s  Compensation  or  Social  Se- 
curity. 

You  mention  negligence.  We  have  all 
observed  that  the  question  of  liability 
for  cardiovascular  injury  seems  to  be  a 
difficult  area  to  litigate.  What  is  it 
about  this  type  of  injury  that  causes  at- 
torneys so  much  trouble? 

The  analysis  given  this  type  of  case 
by  the  attorney  is  not  unlike  that  of  any 
other  negligence  case.  In  order  for  a 
person  to  be  compensated  for  his  losses. 


it  must  first  be  determined  that  the  de- 
fendant owed  a duty  of  care  to  the  in- 
jured party,  that  there  was  a breach  of 
that  duty,  and  that  the  breach  was  a 
proximate  cause  of  the  injury.  It  is  this 
last  item  that  gives  rise  to  the  problem 
for  the  attorney. 

For  example,  in  many  instances  in 
which  the  injured  party  seeks  to  recover 
damages  for  congestive  heart  failure, 
there  may  be  a prior  medical  history 
which  can  be  asserted  by  the  defendant 
to  be  the  more  likely  cause  of  heart  fail- 
ure, rather  than  the  accident  which 
forms  the  basis  for  the  plaintiffs  claim. 
This,  alone,  need  not  preclude  recov- 
ery. If  the  plaintiff  can  produce  compe- 
tent medical  testimony  that  his  disabili- 
ty is  caused  by  an  aggravation  of  a pre- 
existing condition,  he  will  then  have  es- 
tablished a basis  for  compensation.  In 
matters  concerning  heart  disease,  the 
testimony  of  the  attending  physician 
has  been  viewed  as  more  important  to 
the  plaintiffs  case  than  the  opinion  of  a 
medical  specialist  who  has  had  limited 
contact  with  the  plaintiff. 

How  definite  must  the  medical  testimo- 
ny be  to  enable  the  patient  to  recover 
damages? 

In  terms  of  causation,  the  courts  of 
Pennsylvania  do  not  provide  a great 
deal  of  leeway.  In  the  summer  of  1971, 
the  Supreme  Court  of  Pennsylvania  set 
forth  the  standard  for  the  degree  of  cer- 
tainty required  of  an  expert  medical 
witness.  The  Court  held  that  the 
opinion  by  a medical  expert  that  a con- 
dition was  “probably”  caused  by  the  ac- 
cident in  question  was  not  sufficient. 
The  Court  apparently  felt  that  since  a 
medical  practitioner  makes  medical 


judgments  and  must  act  upon  them  in 
the  course  of  his  practice,  the  Court 
would  not  accept  less  in  the  way  of 
courtroom  testimony.  That  opinion 
went  on  to  indicate  that  the  expert  must 
be  able  to  state  that,  in  his  medical 
opinion,  the  condition  was  caused  by 
the  accident.  Any  opinion  more  equiv- 
ocal is  worthless  to  the  injured  plain- 
tiffs case. 

For  example,  in  cases  in  which  the 
plaintiffs  death  occurred  three  weeks 
after  an  automobile  accident  from 
which  he  appeared  to  have  recovered 
and  the  evidence  revealed  that  a 
bruised  area  over  the  heart  was  present 
immediately  after  the  accident,  it  was 
sufficient,  on  the  question  of  causa- 
tion, for  the  physician  to  testify  that 
the  accident  started  or  initiated  the 
procedure  which  eventually  led  to  the 
coronary  occlusion,  which  was  the  ac- 
tual cause  of  death. 

However,  in  response  to  questions 
regarding  the  limiting  effect  on  the 
plaintiffs  future  activities  or  on  the 
prognosis,  the  physician  may  testify 
about  possible  future  conditions.  The 
physician  will  not  be  required  to 
express  his  opinion  in  such  areas  with 
the  definiteness  required  in  a causation 
question. 

Legal  relationships  between  heart 
disease  and  private  insurance  contracts 
and  in  the  area  of  Workmen’s  Com- 
pensation will  be  discussed  in  parts  II 
and  III. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.,  for  the  Com- 
mittee on  Science  and  Education,  in 
cooperation  with  the  Pennsylvania 
Heart  Association. 
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PENNSYLVANIA  MEDICINE 


Each  capsule  contains  50  mg,  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POlASStUM  DEPLETION 
BEFORE  IT  SIARTS 

WITH  NO  SACRIFICE 
OFTHIAZIDE 
EFFECTIVENESS.. 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

■^Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with‘E>yazide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
R^ely,  leukopenia,  thrombcxytopenia,  agranulocytosis. 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombcx^openia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  mi^t  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effed;. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  KX)  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA-IN  HyPERTENSION* 


Ifyou^/e 
. seen  one, 
have  you 
realfy  seen^ 
tifem  all? 


The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  O.C.  for  four  months. 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg.-estrogen  O.C. 

(such  as  Demulen’O 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E*  or  a sequenlial). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen'O 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

■1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E" 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough... or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg.-estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

Indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
0vulen‘‘  ora  sequential). 


Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are;  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

''Note:  in  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen' 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovuleti'T 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice:  A 50-mcg. -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen*). 


Products  of  SEARLE  & CO. 

San  iuan,  Puerto  Rico  00936 

• 1 i^@  3 moderately 

estrogen-dominant  O.C. 


1— « • 1 caniuueid 

EnOVld-E  ?or‘?o?^"e 


Each  tablet  contains  norethynodrel  2.5  mg./ mestranol  0.1  mg. 


Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


1 a balanced 

r Each  white  tablet  contains  ethynodiol  diacetate  1 mg  /mestranaf  0.1  mg  ^ 

<■  a moderately  - ■ 

"Demuleri 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredients 
Both  Ovufen and  Demulen  are  available  in  21-  and  28-piH  schedules.  I : / 


or  a brief  summary 
prescribing  information, 
lease  see  next  page. 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen"  Demulen* 

Each  white  tablet  contains.  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28f*and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiplesofthe  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one'’  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates^  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subpnmate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
ien.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageofthe  patient  constitutes  noabsolutelimitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receivingoral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions;  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions;  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion^  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests:  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T’  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.;  Investi- 
gation of  Relation  Between  Use  of  Oral  Contracyjtives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.,  Greene,  G R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J,  Epidem,  9Q365-380(Nov.)  1969. 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topical , 
that  gives  your  patient- 


“1?  broad  antibacterial  activity  against 
susceptible  skin  invaders 
lowallergenic  risk-prompt  clinical  response 


special  Petrolatum  Base 

.NfeoSPOnil  Ointment 

(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Va  oz.  for  topical  use  only. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in  - 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  .medical  ’ 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  | 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is'| 
perforated.  This  product  is  contraindicated  in  those  individuals  who  4 
have  shown  hypersensitivity  to  any  of  its  components. 

(Complete  literature  available  on  request  from  Professional  Services  Dept.^ML. 
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"Just  right"  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
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without  regard  to  package  size. 
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A Value  Study 


Pre-Employment  Physical  Examinations 


WARREN  W.  BRUBAKER,  M.D. 

Hershey 


The  purpose  of  this  study  is  to  present  the  results  of  a pre- 
employment physical  examination  program,  thereby  demon- 
strating one  of  medicine’s  roles  in  industry.  The  value  of  such  a 
program  based  on  history  and  physical  examination  is  outlined 
and  the  economic  and  humanitarian  benefits  are  clarified. 


Between  April  l and  September 
1,  1971,  pre-employment  exami- 
nations were  done  on  842  job 
applicants  from  both  suburbs  and 
inner  city  for  potential  hiring  at  two 
food  manufacturing  plants. 

The  objectives  were  to  provide  an 
effective  work  force,  to  detect  and 
urge  the  treatment  of  disease,  to  define 
work  capability,  and  to  control 


venereal  disease  and  drug  abuse  in  the 
food  plants. 

When  the  job  applicant  first  ap- 
peared at  the  dispensary,  he  was 
provided  with  a rather  extensive  histo- 
ry questionnaire  which  he  was  asked  to 
complete.  The  nursing  staff  then  deter- 
mined and  recorded  his  temperature, 
pulse,  blood  pressure  in  both  arms, 
weight,  chest  and  abdominal  measure- 


ments. The  nurses  also  carried  out 
audiometric  examinations  and  vision 
testing. 

The  applicant  was  then  placed  in  an 
examining  room  and  requested  to 
disrobe.  Adequate  dressing  gowns 
were  supplied.  The  physician  com- 
pletely reviewed  the  history  as 
recorded  by  the  applicant  on  the  form. 
A complete  physical  examination  was 
carried  out.  Breasts  were  examined  on 
all  females  20  years  of  age  and  over, 
unless  they  requested  specifically  that 
this  not  be  done.  Rectal  examinations 
were  done  on  all  males  over  40  years 
of  age.  Female  applicants  were  given 
the  option  of  providing  a report  of  a 
recent  pelvic  examination  by  their 
physician  or  submitting  to  such  an  ex- 
amination in  the  dispensary.  If  the  ex- 
amination was  done  in  the  dispensary, 
pap  smears  were  done  at  company  ex- 
pense. Total  physician  time  for  each 
exam  was  fifteen  to  twenty  minutes. 

Following  the  physical  examination, 
blood  for  serology  was  drawn  by  the 
nurse  and  a tine  test  placed.  Urine 
specimens  were  tested  for  albumin 


TABLE  I 


Final  Work  Classifications 


Chocolate  and  # Exams 

Confectonary  4/1/71- 

Division  9/1/71 

A 

Accepted 

B 

Rejected 

C 

Hershey  Foods  Corp. 
Hershey 

635 

553 

37 

10 

35 

H.B.  Reese 

Candy  Co.  Inc. 
Hershey 

207 

188 

8 

6 

5 

Total 

842 

741  (88%) 

45  (5.4%) 

16  (1.9%) 

40  (4.7% 

Acceptable  for 

Employment  Unacceptable 

786  (93.4%)  56(6.6%) 
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TABLE  II 

PHYSICAL  CONDITIONS  CAUSING  REJECTION  OR  LIMITED  WORK  CAPACITY 

Chocolate  and  Confectionary 
Division 

Hershey  Foods 

Corp. 

C B C 

Rej.  Acc. 

Reese 

B 

Rej. 

Candy 
Co.,  Inc. 

C 

Acc. 

Total 

B 

Rej. 

Acc. 

Newly 

Diagnosed 

Small  stature 

1 8 

6 

1 

14 

Hypertension 

6 

3 1 

7 

3 

1 Class  A— good 
medical  control 

Hernia 

5 

1 2 1 

2 

6 

3 

2 

10 

Low  back  problems 

3 

3 2 1 

1 4 

3 

3 

Obesity 

3 

5 1 

4 

5 

Obesity  & hypertension 

2 

5 

2 

5 

Multiple  dental  caries 

2 

2 

-6  or  more  canes 

Psychological 

Instability 

2 

1 

2 

1 

1 hired  into  special 
work  environment 

Alcoholism 

2 

2 

Syphillis 

2 

2 

2 

2 

Breast  mass 

1 

3 

2 - Detected  • A 

Accepted 

Valvular  Heart  Dis. 

1 

2 

1 

2 

1 

Pustular  Acne  1 1 

History  of  Absenteeism  1 1 

Heroin  Addiction  1 1 l 

Gonorrhoea  1 1 1 

Polyp  of  Cervix 

1 

Accepted  A 

Pendina  removal 

Coin  Lesion  Lung  1 1 l 

Ovarian  Cyst  1 1 1 

Congenital  Heart  Dis. 

1 

1 

l-A  Defect 

Hepatitis  1 1 1 

Paronychia  - Toe  1 1 1 

Rheumatoid  Arth.  1 1 

Multiple  Sclerosis  1 1 

Arrested  TBc  1 1 

Venereal  Warts  1 1 

Club  Peet  1 1 

BPH  1 1 

Flat  Feet  1 1 

Fear  of  Height  1 1 

Cardiac  Arrythmia  1 1 

Sarcoidosis 

A-lnactive  1 yr. 

Pregnancy  1 1 1 

Emphysema  1 1 

Poor  Vision  1 1 

Vulvar  Leukoplakia 

1 

A-Pendinq  Rx 

Tinea  Pedis 

1 

A-Pending  Rx 

Hematuria 

1 

A-Pending  Rx 

TOTALS 

35 

10  37  5 

6 

8 40 

16 

45 

26 

^47^" 

14 

61 

TABLE  III 

COST  ANALYSIS 

Medical  Facility  Operating  Expenses 

Salaries — V/z  Nurses  ) 

1 Secretary  ) 

1 Physician  ) 

$21 5.00/Day 

Supplies  - Utilities 

Space  Cost 

35.00/Day 

Number  of  Days  Required  to  Complete 

842  Exams 

$250.00 

x35 

Laboratory  Fees 

$8,750.00 
+ 3,624.00 

Total  Cost  — 842  Exams 

$12,374.00 

Cost  Per  Exam 

$14.80 
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sugar,  hemoglobin,  and  acetone.  Elec- 
trocardiograms were  routinely  done  on 
all  persons  40  years  of  age  and  over. 
These  were  interpreted  by  the  plant 
physician  and  sent  for  consultation 
whenever  significant  abnormalities  ap- 
peared. 

Elective  lab  examinations  were  done 
as  deemed  necessary.  These  included 
urine  examinations  for  presence  of 
habituating  drugs,  pregnancy  tests, 
complete  blood  count,  heterophile,  etc. 

Classification 

After  all  reports  were  received,  the 
applicants  were  classified  into  three 
groups — A,  B,  or  C.  Group  A included 
all  those  who  qualified  for  any  type  of 
work.  Group  B included  all  those  who 
qualified  only  for  some  type  of  limited 
work.  This  included  people  with  back 
problems  who  couldn’t  lift  heavy  ob- 
jects, persons  who  for  one  reason  or 
another  couldn’t  tolerate  strenous  phys- 
ical exertion,  or  persons  who  because  of 
some  disability  would  be  considered  a 
safety  hazard  in  the  operation  of  mobile 
equipment.  Group  C included  those  not 
qualified  for  any  work. 

Group  B was  further  subdivided  for 
the  purpose  of  this  study.  The  designa- 
tion B — Accepted  was  used  to  indicate 
all  those  requiring  selected  work  and 
for  whom  selected  work  could  be 
found.  The  designation  B — Rejected 
was  used  for  those  requiring  selected 
work  and  for  whom  no  selected  work 
could  be  found.  Whether  or  not  a 
person  was  placed  in  B — Accepted  or 
B — Rejected  was  basically  a personnel 
department  decision.  The  results  of  this 
classification  are  shown  on  Table  I. 

The  applicants  were  placed  in  Class 
C (Rejected)  if  they  had  a severe  limi- 
tation of  their  work  capacity  or  if  they 
constitute  an  increased  insurance  risk. 

When  the  patient  has  a stable  condi- 
tion limiting  his  work  capability,  the 
question  as  to  whether  or  not  he  is  ac- 
cepted or  rejected  hinges  on  the  avail- 
ability of  selected  work.  For  example, 
a person  with  an  amputation  of  two  or 
three  fingers  could  readily  be  placed 
on  a job  which  does  not  require  manu- 
al dexterity  of  the  involved  hand. 

A less  well-defined  problem  is 
presented  when  the  applicant  is  found 
to  have  a controllable  medical  problem 
such  as  hypertension,  obesity,  or 


HERSHEY  FOODS  CORP.. 


# 

Done 


Serology 

Tine 


Audiometry 

Pregnancy 
Drug  Abuse 

Gonorrhoea 

Cultures 


Chest  X-Ray 
EKG 

Low  Back  X-Rays 

•Pap  ’ Smears 

Stools-Salmonella 

CBC 

Miscellaneous 


842 

842 


210 

59 

53 


29 

23 


# 

Pos. 


% 

Pos. 


0.2 

1.0 


0.5 

5 

2 


Lab  costs  = 30%  of  total  cost  of  the 
pre-employment  exam 


'lONARY  DIVISION  AND  REESE  INC. 

Total 

Cost 

Cost  Per 
Pos.  Test 

Comments 

$2,105.00 

$1,050,00 

210.00 

26.25 

No  benefit  to 
patient  - No 
active  disease 
discovered 

No  Outside  Cost 

50%  Unilat 

50%  Bilat 

200.00 

200.00 

236.00 

78.60 

265.00 

265.00 

Many  cases 
probably  missed 
due  to  poor  lab 
procedures 

290.00 

72.00 

One  probable 
malignancy  found 

No  Outside  Cost 

165.00 

165-00 

Disqualified 

1 applicant 

52.00 

1 "suspicious" 
found 

40.00 

51.00 

40.00 

1 case  hepatitis 
diagnosed 

$3,624.00 

diabetes.  The  decision  here  hinges  on 
how  convinced  the  examining  physi- 
cian is  that  the  patient  is  well  enough 
motivated  to  seek  and  follow  the 
required  therapeutic  program.  This 
decision  can  be  made  more  objective  by 
thoroughly  exploring  the  applicant’s 
past  medical  history  and  evaluating  his 
performance  throughout  the  preceding 
years  regarding  the  control  of  his  cor- 
rectable problem. 

Another  problem  of  classification  is 
presented  when  the  applicant  has  a 
medical  problem  which  has  not  been 
completely  studied  and  about  which  in- 
sufficient information  is  available  to 
permit  complete  diagnosis.  In  many 
such  instances,  the  cost  of  medical  eval- 
uation cannot  be  justified  to  the  cor- 
poration. The  applicant  is  then  offered 
the  option  of  having  this  evaluation 
carried  out  at  his  own  expense  and 
providing  sufficient  medical  informa- 
tion to  our  medical  department  in  order 
to  permit  accurate  diagnosis  and  capa- 
bility assessment. 

Table  II  lists  the  physical  conditions 
found  in  the  842  applicants  and  in- 
dicates the  number  of  applicants  placed 
in  each  classification.  Please  note  that 
each  case  was  individually  considered 
and  classified. 

Disposition 

We  accepted  some  applicants  with 
inguinal  hernias  which  were  small,  of 
long  standing,  and  for  whom  a special 
permanent  work  assignment  was  avail- 
able. These  persons  usually  possessed 


some  special  technical  training  or  skill 
which  was  hard  to  find  or  was  in  great 
demand.  The  same  considerations 
applied  to  those  who  had  “small  stat- 
ure’’ and  “low  back  problems.” 

Some  applicants  were  accepted  on  a 
probationary  basis,  pending  the  correc- 
tion of  remediable  defects.  They  were 
accepted  only  if  the  treatment  could  be 
carried  out  with  only  a few  days  lost 
from  the  job.  For  example,  eight 
persons  with  hypertension  and  ten  with 
obesity  were  hired.  They  were 
rechecked  in  the  dispensary  every  few 
weeks;  and  as  long  as  their  treatment 
and  the  control  of  their  problem  was 
adequate,  no  action  was  taken.  One 
such  case  (obesity)  failed  to  control  his 
problem,  and  discharge  was  recom- 
mended. This  type  of  a probationary 
situation  is  usually  offered  only  to  those 
who  are  currently  unemployed. 

I believe  that  by  thus  inducing  some- 
one to  lose  two  to  three  pounds  per 
week  for  about  sixteen  weeks,  we  are 
rendering  a real  service  to  them.  No 
special  diets,  pills,  or  exercise  programs 
are  offered.  Hopefully,  having  learned 
they  can  lose  weight,  they  will  continue 
to  do  so. 

All  the  hypertensives  which  we  hired 
on  a probationary  basis  have  sought 
medical  attention  and  have  achieved 
and  maintained  good  control.  This  was 
all  done  by  utilizing  their  own  personal 
physicians  at  their  own  expense.  We 
have  the  nurses  check  these  people 
every  two  to  three  weeks.  We  will 
report  blood  pressure  readings  to  their 
physicians  if  they  request  that  it  be 
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TABLE  V NEW  DIAGNOSES 

Significant 

New  Findings 

# 

Disposition 

Breast  "Mass" 

6 

2 were  excised  — found  benign 

4 being  observed  — by  LMD  or  at  Medical  Dept. 

Diabetes  Mellitus 

1 

Referred  to  family  physician  for  therapy 

Gonorrhoea 

1 

Referred  to  family  physician  for  therapy 

Heart  Disease 

2 

Patent  ductus  arteriosis  — studied  — surgery  planned. 

Mitral  insufficiency  — referred  to  physician  for  Rx. 

Herniae 

10 

2 accepted  without  being  repaired. 

8 not  accepted  until  repaired. 

Hepatitis 

1 

Referred  for  Rx  — Later  found  to  be  heroin  user. 

Heroin  User 

1 

Refused  employment  — lost  contact. 

"Hypertension" 

15 

7 were  refused  employment. 

8 were  hired  — because  they  sought  treatment  and  their  attitude  led  me  to 
believe  they  would  follow  it. 

Leukoplakia  - Vulva 

1 

Referred  for  Rx.  biopsy. 

Lung  - "Coin  Lesion" 

1 

Reviewed  by  2 physicians  — "probably  malignant." 

Patient  refused  therapy  — not  hired. 

Nevi  "Suspicious" 

2 

1 — excised  by  family  physician  — found  benign. 

1 — terminated  — college  — no  follow-up. 

Ovarian  Cyst 

1 

Excised  — benign. 

Polop  of  Cervix 

1 

Excised  — benign. 

Thyroid  Cyst 

1 

Clinically  benign  — non-toxic  — being  observed. 

44 

There  were  6 cases  in  which  the  threat  posed  by  a pre-  or  possibly  malignant 

5% 

lesion  was  removed. 

done.  At  no  time  are  the  blood  pressure 
readings  reported  to  the  patient. 

Persons  with  multiple  dental  caries 
(six  or  more)  have  been  hired  pending 
complete  correction  of  their  problem 
within  two  to  three  months.  Only  one 
case  has  been  recommended  for 
discharge  because  of  failure  to  comply 
with  this  requirement. 

Pustular  acne  cases  have  been  ad- 
vised that  they  may  be  employed  after 
the  pustular  phase  of  the  acne  has  been 
adequately  controlled.  They  are  also 
told  that  they  are  on  probation  for  four 
months,  and  during  this  time  they  are 
observed  periodically.  If  the  acne  treat- 
ment is  dropped  and  reinfection  occurs, 
discharge  is  recommended.  The  proba- 
tionary period  in  these  cases  will  proba- 
bly extend  almost  ad  infinitum  because 
we  cannot  afford  to  have  people  who 
harbor  large  numbers  of  staphylococci 
working,  unrestricted,  in  a food  plant. 

Cost  Factors 

A rough  cost  analysis  is  provided  in 
Table  III.  The  medical  facility 
operating  expenses  are  estimated,  but 
are  probably  close  to  accurate.  Each  ex- 
amination costs  us  approximately  $15. 

The  cost  of  laboratory  studies 
utilized  in  a pre-employment  examina- 
tion program  is  justified  by  the  value  of 
the  information  provided.  This  infor- 
mation is  valuable  both  to  the  corpora- 
tion and  to  the  applicant.  Table  IV 
shows  most  of  the  procedures  we 
utilized,  their  yield,  and  their  cost. 

The  money  spent  to  detect  drug 
abuse  is  well  justified  when  the  costs 
due  to  absenteeism  of  hiring  such  a 
person  are  considered.  Persons  with 


drug  problems  are  also  known  to 
increase  the  costs  of  operations  by 
causing  injuries  to  other  persons,  dam- 
age to  machinery,  etc. 

X-ray  studies  of  the  low  back  were 
done  only  on  those  persons  with  past 
medical  histories  suggesting  previous 
back  problems.  I believe  that  on  this 
basis,  this  type  of  study  is  valuable. 

The  procedures  mentioned  in  Table 
IV  probably  accounted  for  30  percent 
of  the  cost  of  each  examination. 

The  medical  disorders  enumerated 
on  Table  V were  diagnosed  as  a result 
of  the  pre-employment  physical  exami- 
nation. Other  diagnoses  were  made 
which  were  not  disclosed  on  the  history 
questionnaire  but  which  were  pre- 
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viously  known  by  the  applicants  and/or 
their  physician.  These  are  not  included 
on  Table  V. 

Consideration  of  the  comments 
under  the  title  “Disposition”  on  Table 
V shows  that  many  diseases  were 
brought  to  treatment  which  may  have 
otherwise  been  neglected. 

F uture  Alterations 

In  the  future,  the  following  alter- 
ations in  the  pre-employment  examina- 
tion procedure  will  be  made: 

1.  Routine  chest  x-rays  will  be  done 
on  all  those  over  35  years  of  age. 

2.  The  final  classification  will  be 
changed  to  include  a category  for  those 
temporarily  approved,  pending  correc- 
tion of  defects.  A and  B will  remain  as 
before.  The  new  classification  will  be 
“C.”  “D”  will  indicate  the  applicant 
has  been  rejected. 

Placement  of  persons  with  limited 
physical  capacities  is  difficult  in  indus- 
tries in  which  job  placement  is  based  on 
seniority. 

Any  new  employee,  without  bidding 
power,  must  be  able  to  do  any  job. 
Because  of  bidding,  his  job  may 
change  frequently,  and  any  type  of 
physical  capability  may  be  required. 

Certain  jobs  have  been  taken  out  of 
the  group  which  are  bid  upon.  Howev- 
er, they  are  few  in  number  and  are 
usually  occupied  by  older  employees 
with  chronic  disabilities.  At  the 
moment,  a solution  to  this  problem  is 
being  sought. 

In  addition,  major  industries  cannot 
because  of  their  liberal  insurance 
benefits  afford  to  employ  persons  who 
are  likely  to  become  chronic  absentees. 
Firing  such  persons  is  a complex  and 
expensive  procedure. 

Conclusions 

1 . A medical  program  can  function 
well  in  an  industrial  environment 
because  the  two  relate  symbiotically  to 
each  other. 

2.  An  effective  pre-employment  ex- 
amination can  be  done  at  a cost  of 
$15. 

3.  A routine  chest  film  for  those 
over  age  35  is  considered  advisable. 

4.  "Low  Back”  exam  via  x-ray  is 
valuable  in  evaluating  those  with 
previous  history  of  any  back  disorder. 

5.  An  expanded  final  classification  is 
desirable. 

6.  Some  of  the  problems  in  job  place- 
ment have  been  identified. 
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Urinary  Tract  Obstruction 

in 

Causation  of  Infection, 


UROLOGISTS  have  long  felt  that 
urinary  tract  obstruction  plays  an 
important  role  in  infection,  stone  for- 
mation, and  renal  failure,  but  no  exact 
definition  of  obstruction  could  be 
given,  so  that  there  was  little  impact 
on  general  medical  thought. 

Observation  and  simple  experiments 
have  shown  that  urine  is  normally 
propelled  from  kidney  to  bladder  by 
‘peristaltic  waves  in  the  ureter  and  is 
I not  dependent  on  gravity.  Fluids  in 
: closed  systems  move  only  from  regions 
jof  higher  pressure  to  regions  of  lower 
'I pressure.  The  pressure  produced  by  the 
■ contraction  component  of  the  peri- 
listaltic  wave  in  the  ureter  must  be  higher 
Uhan  the  pressure  in  the  bladder  in  order 
■that  the  urine  can  flow,  or  be  ejected, 
|into  the  bladder.  If  the  pressure  in  the 
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bladder  is  higher  than  the  contraction 
pressure  in  the  ureter,  urine  will  not 
enter  the  bladder  but  will  remain  in  the 
ureter. 

It  is  known  that  bladder  outlet  ob- 
struction produces  a series  of  compen- 
satory reactions  in  the  bladder  muscle 
consisting  of  stronger  contractions 
which  raise  bladder  expulsive  pressure, 
increasing  the  velocity  of  urine  flow 
through  the  obstructed  area.  If  the  ob- 
struction persists,  hypertrophy  of  the 
muscle  with  chronic  increase  in  bladder 
pressure,  muscular  decompensation, 
and  dilatation  of  the  bladder  result. 

Through  the  research  work  of 
Fredrik  Kiil  of  Oslo,  in  measuring, 
safely  and  accurately,  pressures  in  the 
human  ureters,  a similar  sequence  of 
events  has  been  demonstrated.  This 
cycle  is,  first,  stronger  contractions  of 


the  ureteral  muscles,  second,  hyper- 
trophy of  the  ureteral  muscles  with 
increased  peristaltic  pressure,  and 
third,  decompensation  of  the  ureter 
with  dilatation  of  the  ureteral  lumen, 
known  as  ureterectasis  or  hydroureter. 
It  is  not  until  this  third  state  is  reached 
that  any  abnormalities  can  be  detected 
by  intravenous  or  retrograde  pyeloure- 
terography). 

It  is  clear,  therefore,  that  changes  in 
the  pressures  in  the  urinary  tract  and 
in  the  rates  of  flow  of  the  urine  in  the 
lumens  of  the  various  parts  of  the 
urinary  tract  are  of  great  importance 
to  the  health  and  integrity  of  the 
urinary  tract.  But  it  is  equally  clear 
that  we  cannot  detect  abnormalities  in 
the  pressures  and  rates  of  flow  unless 
we  know  what  the  normal  values  are. 
These  values  can  be  established  only 
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by  studying  adequate  numbers  of 
normal,  healthy  human  urinary  tracts. 
The  determination  of  intra-luminal 
pressures  in  the  kidney  pelvis,  ureters, 
and  bladder  require  skilled  personnel 
and  new  but  not  very  costly  in- 
struments, but  they  are  safe  and,  if  ex- 
pertly done,  involve  little  or  no  discom- 
fort to  the  patient.  At  Jefferson  we  have 
obtained  ureteral  and  pelvic  pressure 
graphs  in  more  than  200  patients  with 
no  ill  effects. 

These  measurements  of  intraluminal 
pressures  and  of  rates  of  flow  have 
been  undertaken  thus  far  by  compara- 
tively few  researchers.  Even  fewer 
urologists  have  made  tentative  efforts 
to  utilize  them  where  indicated  in 
clinical  work  with  patients.  This 
follows  from  a natural  and  proper  cau- 
tion in  the  use  of  new  methods,  rein- 
forced by  the  fantastic  increase  in  mal- 
practice suits  brought  in  cases  of  real 
or  fancied  injuries.  However,  confer- 
ences with  bio-engineers  have  given 
rise  to  a lively,  enthusiastic  interest  in 
the  problems  of  the  hydrodynamics  of 
the  urinary  tract,  now  called  urodyn- 
amics.  Their  efforts  have  contributed 
greatly  to  the  experimental  technique 
and  the  theoretical  and  mathematical 
approaches  to  the  problem. 

The  normal  renal  pelvic  pressures 
vary  from  4 to  8 cm  of  water  in 
relaxed,  recumbent  patients,  but  other- 
wise follow  the  intra-abdominal  pres- 
sure. In  the  ureter,  contraction  pres- 
sures are  20-24  cm  of  water  and 
resting  pressure  is  about  4 cm  of  water. 
The  bladder  should  be  emptied  at  a 
pressure  of  not  over  40  mm  of  mercu- 
ry and  at  a rate  of  not  less  than  22  cc 
per  second.  In  obstructed  ureters,  we 
have  seen  pressures  as  high  as  85  cm  of 
water,  with  no  distension  of  the  lumen, 
and  in  the  bladder,  voiding  pressures 
as  high  as  100  cm  of  water  without 
any  residual  urine.  Elevated  pressures 
occur  prior  to  any  dilation,  and 
therefore  show  obstruction  before  the 
x-ray  does. 

Early  in  my  experience  I was 
profoundly  impressed  by  the  almost 
magical  way  in  which  marked,  even 
longstanding  urinary  tract  infections 
would  often  disappear  after  removal  of 
an  obstruction  such  as  an  hyper- 
trophied prostate,  a contracture  of  the 
vesical  orifice,  a urethral  stricture,  or 
even  sometimes  a stenotic  external 
urethral  meatus.  Frank  Hinman  Sr., 
Professor  of  Urology  at  the  University 


of  California,  author  of  "Principles 
and  Practice  of  Urology,”  published  in 
1936,  contributed  a finely  reasoned  ex- 
position of  the  relations  between  ob- 
struction and  infection.  While  all  the 
connotations  of  this  concept  have  been 
but  slowly  accepted,  it  is  firmly  es- 
tablished as  a noteworthy  American 
contribution  to  medical  science. 

Now  we  can  demonstrate  minor 
degrees  of  obstruction  and  can  definite- 
ly establish  the  pressure  or  absence  of 
urinary  tract  obstruction.  If  present,  its 
complete  elimination  is  usually  fol- 
lowed by  elimination  of  the  infection. 

Edward  Kass,  an  internist  who  has 
written  much  about  urinary  tract  infec- 
tion, estimates  that  only  about  20  per- 
cent of  cases  of  bacteriuria  can  be  cured 
by  medical  treatment.  The  experiences 
of  those  who  have  sought  diligently  for 
obstructions  in  such  cases  indicate  that 
this  figure  is  in  error.  If  obstructions  are 
sought,  found,  and  corrected,  the  cure 
rate  is  much  higher.  At  this  moment  no 
one  knows  how  high  it  is.  Improved  fig- 
ures will  be  developed  as  the  principles, 
modalities  and  techniques  of  Urodyn- 
amics  are  accepted  and  adapted  to  the 
everyday  clinical  handling  of  urinary 
tract  infection. 

We  can  expect,  or  at  least  have 
strong  reason  to  hope,  for  the  follow- 
ing: 

First,  a much  higher  cure  rate  for 
chronic  and  recurrent  urinary  tract  in- 
fections. 

Second,  a great  increase  in  the  diag- 
noses and  proper  treatment  of  urinary 
tract  infections  in  their  early  stages, 
before  serious  damage  has  been  done  to 
the  kidneys. 

Third,  a decrease  in  the  number  of 
cases  of  renal  failure. 

Fourth,  an  extra  dividend  in  the  form 
of  less  calculous  disease  of  the  urinary 
tract 

The  following  cases,  I believe,  sup- 
port these  contentions. 

Case  Histories 

CASE  1,  L.  S. — A man  54  years  old 
with  the  usual  symptoms  of  prostatic 
hypertrophy,  frequent  and  difficult 
urination.  The  urine  was  infected  with 
bacilli.  The  preoperative  intravenous 
urogram  showed  grossly  dilated  ureters 
and  kidneys  with  little  or  no  opaque 
medium  in  the  bladder.  An  intravenous 
urogram  six  months  after  transurethral 
removal  of  the  prostatic  obstruction 
showed  that  all  parts  of  the  urinary 


tract  had  returned  to  normal.  The  urine 
became  and  remained  sterile. 

CASE  2,  R.  M. — A man  aged  42 
complained  of  pain  in  the  right  side. 
The  urine  was  infected  with  bacilli.  The 
preoperative  intravenous  urogram 
showed  marked  hydronephrosis  but  no 
enlargement  of  the  ureter.  Six  months 
after  surgical  relief  of  a uretero-pelvic 
stenosis,  a similar  urogram  showed 
complete  return  to  normal.  The  urine 
became  and  remained  sterile. 

CASE  3,  D.  S. — A woman  48  years 
of  age  had  severe  pain  in  the  right  side. 
The  urine  was  heavily  infected  with 
bacilli.  The  left  panel  of  Fig.  1 shows  a 
stone  shadow.  The  second  panel,  an  in- 
travenous urogram,  shows  marked 
hydronephrosis.  Two  surgeons  had  ad- 
vised nephrectomy.  At  operation  the 
stone  was  removed  and  a uretero-pelvic 
obstruction  treated  by  intubated  ure- 
terotomy. The  third  panel,  made  four 
weeks  after  operation,  was  made  by  in- 
jecting opaque  fluid  through  a nephros- 
tomy tube.  It  shows  free  flow  down  the 
ureter.  The  fourth  panel  shows  an  in- 
travenous urogram  six  months  after 
operation.  The  patient  has  been  under 
observation  for  sixteen  years  since 
operation  and  has  remained  asymp- 
tomatic, with  sterile  urine,  requiring  no 
medication  or  other  treatment.  After 
the  relief  of  the  obstruction,  there  was 
no  recurrence  of  infection  or  stone. 

CASE  4,  E.  R. — A woman  52  years 
old  complained  of  severe  pain  in  the 
right  side.  The  urine  was  heavily  in- 
fected with  bacilli.  Urogram  shows  a 
dilated  right  pelvis.  The  ureter  was 
dilated  between  two  narrowed  areas.  | 
There  had  been  extensive  gynecological  j 
operations.  The  right  kidney  urine  was 
sterile.  The  left  kidney  showed 
hydronephrosis  and  many  stones,  and 
the  urine  from  it  was  heavily  infected 
with  bacilli.  The  relief  of  the  right-side 
pain  was  adjudged  necessary.  In  view  of 
the  history,  the  lower  ureteral  obstruc- 
tion was  thought  to  be  the  more  serious.  , 
At  operation  it  was  found  so  imbedded 
in  scar  tissue  that  the  ureter  was  cut  off 
and  reimplanted  in  the  bladder,  i 
relieving  the  pain.  Treatment  of  the  left 
kidney  was  refused.  Six  years  later  pain 
in  the  left  kidney  began  and  it  was  i 
removed  as  irreparably  damaged.  The 
urine  then  became  sterile.  Six  months 
after  the  nephrectomy,  pain  in  the  right  | 
side  recurred,  and  the  urine  again  j 
showed  bacilluria.  X-ray  showed  right  I 
hydronephrosis,  multiple  stone  shad-jlj 
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FIG.  1. — Case  3.  Left  panel  shows  right  renal  stone;  next  panel 
shows  hydronephrosis;  third  panel,  descending  pyelogram 
after  operation,  showing  free  flow  down  ureter;  right  panel  is 
intra-venous  urogram  six  months  later. 


FIG.  2 — Case  5.  Retrograde  pyelogram  of  right  side,  descend- 
ing urogram  of  left  side,  bilateral  hydronephrosis  with  stones, 
biiateral  uretero- pelvic  narrowings,  ieft  u retro-vesical  nar- 
rowing. 


FIG.  3. — Case  7.  A.  multiple  stones  in  right  kidney,  ieft 
hydronephrosis,  very  long  narrowing  of  upper  left  ureter.  B. 
Splint  tube  in  place  after  left  intubated  ureterotomy.  C.  intra- 
venous urogram  six  months  after  operation.  D.  Intra-venous 
urogram  seven  years  after  operation. 
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FIG.  4. — Case  7.  A.  pressure  graph  of  right  ureter  twenty  years 
after  right  nephrectomy,  showing  restoration  of  peristaisis 
after  injecting  fiuid.  B.  Pressure  graph  of  left  ureter  twenty 
years  after  intubated  ureterotomy.  Left  portion  (L20-L19)  peris- 
taltic pattern  in  repaired  part  of  ureter,  right  portion  (L1 5-1 0-5 
and  to  biadder)  normal  peristaltic  pattern  in  unoperated  part  of 
ureter. 
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ows,  and  again  the  narrowing  in  the 
upper  ureter.  The  stones  were  removed 
at  operation  and  the  narrowing  treated 
by  intubated  ureterotomy.  Since  the 
vesical  orifice  appeared  small,  it  was 
enlarged  by  transurethral  reaction.  All 
obstructions  now  having  been  relieved, 
the  urine  quickly  became  sterile  and  has 
remained  so  for  nine  years.  Case  4 
shows  again  how  relief  of  obstruction 
abolishes  recurrence  of  stone  as  well  as 
of  infection. 

CASE  5,  H.  F. — A woman  aged  47 
had  experienced  much  renal  pain  over  a 
period  of  more  than  five  years  before  I 
saw  her.  During  that  time  she  under- 
went five  operations  for  the  removal  of 
stones  from  her  kidneys,  both  sides 
being  involved.  When  I saw  her,  in- 
fected, purulent  urine  was  draining 
from  a right  nephrostomy  tube.  The  left 
nephrostomy  sinus  was  closed.  The  left 
panel  of  Fig.  2 shows  a right  retrograde 
pyeloureterogram,  demonstrating 
clearly  an  extremely  small  uretero- 
pelvic  junction  and  recurrent  stones. 
The  right  panel  shows  a long  stricture 
of  the  upper  left  ureter  where  it  Joins 
the  pelvis  and  a very  narrow  uretero- 
vesical junction.  None  of  these  nar- 
rowings had  been  corrected  at  any  of 
the  five  operations.  The  patient 
declined  any  further  surgery.  Shortly 
afterward,  renal  failure  reached  a point 
which  required  dialysis  treatments 
twice  weekly.  It  seems  to  me  that  this 
demonstrates  the  importance  of  re- 
lieving every  point  of  obstruction  and 
the  folly  of  removing  stones  without 
taking  some  measures  to  prevent  their 
recurrence. 

CASE  6,  B.  H. — A little  girl  4 years 
old.  There  was  a large,  slightly  tender 
mass  in  the  right  upper  abdomen.  An 
intravenous  urogram  showed  a huge 
hydronephrosis  on  the  right  and  a 
smaller  but  good  sized  hydronephrosis 
on  the  left.  A retrograde  pyeloure- 
terogram suggested  narrowings  at  both 
ends  of  the  ureter.  At  operation  the 
upper  stenosis  was  relieved  by  in- 
tubated ureterotomy.  Shortly  afterward 
the  lower  uretero-vesical  narrowing 
was  relieved  in  the  same  manner.  X-ray 
after  removal  of  the  tubes  demonstrated 
prompt  flow  down  the  ureter,  with 
peristaltic  pattern.  Later  the  right 
kidney,  irreparably  damaged,  was 
removed.  This  case  illustrates  the  desir- 
ability of  correcting  urinary  tract  ab- 
normalities in  an  early  stage.  This  child 


has  now  grown  up  into  a very  fine 
young  lady  and  has  had  no  further 
urinary  trouble. 

CASE  7,  A.  B. — A woman  aged  33, 
was,  when  first  seen,  seriously  ill  with 
calculous  right  pyonephrosis.  As  seen 
in  Fig.  3A,  the  entire  upper  half  of  the 
left  ureter  was  very  narrow,  almost 
thread-like,  and  there  was  a moderate 
hydronephrosis.  It  seemed  important  to 
restore  the  left  kidney  to  the  best  pos- 
sible condition  before  removing  the 
right  kidney,  irreparably  damaged.  The 
ureteral  narrowing  was  12  cm  long.  It 
was  incised  longitudinally  throughout 
its  length,  which  converted  it  into  a 
narrow  ribbon.  The  splint  tube  was  No. 
14  in  size,  which  is  4%  mm  in  diame- 
ter. It  remained  in  place  four  weeks. 
Fig.  3B  shows  the  situation  while  it 
was  in  place.  A short  time  later  the 
right  kidney  was  removed.  Fig.  3C  is 
an  intra-venous  urogram  made  six 
months  after  operation.  Fig.  3D  is  an 
intra-venous  urogram  made  seven 
years  after  operation.  The  left  kidney 
appears  to  be  quite  normal. 

In  April  1972  thirty  years  had 
passed  since  the  operation  on  the  left 
ureter.  Mrs.  B.  has  returned  yearly  for 
observation  but  has  remained  asymp- 
tomatic, with  sterile  urine  and  normal 
BUN.  Ten  years  ago  she  cheerfully 
submitted  to  the  making  of  ureteral 
pressure  graphs,  as  seen  in  Fig.  4.  The 
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lower  graph  shows  that  despite  sterile 
urine  and  normal  kidney  function,  the 
peristaltic  contraction  pressures  are 
quite  low  in  the  repaired  upper  portion 
of  the  ureter,  normal  in  the  lower  part. 
Although  the  right  ureter  had 
remained  functionless  in  the  body  for 
twenty  years  following  the  right 
nephrectomy,  it  was  capable,  as  seen  in 
the  upper  graph,  of  resuming  normal 
peristalsis  when  a few  drops  of  fluid 
were  injected  into  it  through  a 
catheter,  and  could  have  done  so  had  it 
been  possible  to  save  the  kidney. 

This  case  is,  I think,  an  outstanding 
example  of  the  importance  of  relieving 
every  obstruction  and  of  the  perma- 
nent benefits  to  be  obtained  from 
doing  so. 

Urologists  become  very  aware  of  the 
results  of  the  chronic  and  recurrent  in- 
fections of  the  urinary  tract.  The 
highly  unpleasant  symptoms  resist  or- 
dinary treatment  or  return  time  and 
again  after  apparent  cure.  Often  the 
patient  becomes  prey  to  a marked  feel- 
ing of  discouragement,  even  depres- 
sion. In  the  end,  kidney  failure  may 
bring  the  gloomy  story  to  an  end.  I am 
sure  many  physicians  have  become  fa- 
miliar with  such  cases.  Perhaps  they 
have  even  sometimes  become  discour- 
aged themselves  with  the  poor  results 
following  reference  to  a urologist.  My 
motive  in  bringing  these  things  to  at- 
tention is  clear.  I want  every 
physician,  every  nurse,  every  tech- 
nician to  know  that  the  discoveries  of 
urodynamics  promise  great  improve- 
ments in  the  practice  of  urology.  Every  ' 
urologist  then  will  hasten  to  master 
these  new  ideas  and  techniques  which 
increase  his  power  to  combat  disease. 
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60 


PENNSYLVANIA  MEDICINE 


PENNSYLVANIA 

MEDICINE 


continuing  education 


Hours  of  attendance  at  any  of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA’s 
Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  corttirtuing  medi- 
cal education  which  inciude  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre;  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp,;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D.. 
Ph.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Norristown;  September  7 - October  12,  1972 
Thyroid  Disease  and  Associated  Endocrine  Ab- 
normalities; at  Montgomery  Hosp,;  1 hr.  per  day;  1 
day  per  week;  6 weeks;  6 hrs.  AAFP  credit 
approved;  no  fee.  Contact  Leonard  Frank.  M.D., 
Prgm,  Dir.,  Postgraduate  Educ.,  Montgomery 
Hosp.,  Powell  and  Fornance  Sts.,  Norristown 
19401. 


Sayre;  September  1 , 1 972  - August  31 , 1 973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

Pittsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm.,  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St,  Margaret  Mem.  Hosp., 
265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  September  1 1 , 1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


GENERAL  MEDICINE 

! Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 

I first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  = $50  ($5  per  seminar).  Con- 
I tact  Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 

I Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Beaver  County;  September  20,  1972  - May  16, 
1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
, Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 
I credit  requested;  fee  = $50  for  all,  $10  ea.  Con- 
I tact  Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co. 
I Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
Beaver  Falls  15010. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey- — Pennsylvania  State  University 
College  of  Medicine,  Milton  S Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penn  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Berwick;  September  20,  1972  - May  16,  1973 

Columbia  County  Medical  Society's  continuing 
Medical  Education  Program;  by  Greater  Delaware 
Valley  RMP;  at  Briar  Heights  Lodge;  Third  Wed. 
ea.  Mo.  except  Dec.;  7-10  P.M.;  Fee  = $40. 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.  G.O.V.R.M.P.,  VA  Hosp.. 
1111  East  End  Blvd.  Wilkes-Barre  18703. 


Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 

AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch,  of  Cont,  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102, 


DuBois:  January  - December,  1972. 

Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


Easton;  September  20,  1972  - June  20.  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  I’/z  hrs.  per  day;  1 day 
per  mo.;  12  hrs,  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont,  Educ,,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21,  1972  - May  25,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 


tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Johnstown;  September  26,  1972  - April  24.  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs. 
AAFP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs,  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr..  M.D.  Dir.  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St.. 
Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10.  1973 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs.  per  day;  1 day  ea.  mo.;  8 mos.;  16  hrs. 
AAFP  credit  requested;  no  fee.  Contact  John  R. 
Mazero,  M.D.,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe, Pa.  15670. 


Lebanon,  November  7,  1972  - May  1,  1973 

AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Lehighton;  September  18,  1972  - May  21,  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  Mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


New  Kensington;  March  28  - December  5.  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp,,  1 hr,  per  day;  1 day 
ea.  mo.  (except  July  and  Aug);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D.,  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp,;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave.  & Wakeling  St.,  Philadelphia 
19124. 


Philadelphia;  October  18  - December  6,  1972 
Recent  Advances  in  Medicine;  at  Temple;  5 hrs. 
per  day;  1 day  per  week;  8 weeks;  36  hrs.  AAFP 
and  ACGP  credit  requested;  fee=$80.  Contact  Al- 
bert J.  Finestone,  M.D.,  Dir.  Cont.  Educ,,  Temple, 
Broad  & Ontario  Sts.,  Philadelphia  19140. 


Pittsburgh;  July  20,  1972  - June  14,  1973 
Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs,  ea,  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W,  Dishart,  M.D..  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St..  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972  - May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  2yz  hrs.  per  day  1 day  per 
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week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D,,  Dir.,  Oiv.  ot 
Cont.  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972  - May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA- — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested;  no  fee.  Contact  H.H.  Anderson,  M.D., 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  15219. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Pottsville;  September  28,  1 972  - May  31 , 1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  ot  Cont.  Educ.,  Hahnemann,  230  N,  Broad  St., 
Philadelphia  19102. 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D.,  Secy- 
Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 1 5767. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph's 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med.  Dir.,  St,  Joseph's  Hosp.,  215  N.  12th 
St.,  Reading  19601 . 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  IVi  hrs.  per  day;  1 day 
ea.  Mo.;  22''/2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


Scranton;  September  27.  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo.  except  Nov.,  Dec.  and  Feb.;  7 - 10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sewickley  Hospital;  October  25  - November  22, 
1972. 

AMA — Fluid  and  Electrolytes;  by  Pitt.;  ea.  Wed.; 
AAFP  credit  requested.  Contact  William  M.  Coo- 
per, M.D.,  Dir.,  Div.  of  Cont.  Educ.,  Pitt.,  1022-H, 
Scaife  Hall,  Pittsburgh  15213. 


Tunkahannock;  September  15,  1972  - May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  Ea.  Mo.  except  Dec.;  9 a.m,  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord. 
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Upland;  September  12,  1972  - May  29,  1973 

AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med,  Center;  by  Hahnamann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee.  Contact  Frederick 
K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  13,  1972  - May  23,  1973 
AMA — Continuing  Education  Program;^  by  Hah- 
nemann; at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9,  1973. 

Luzerne  County  Medical  Society  Continuing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Conact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1 ; fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E.,  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603. 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  fee=$175.  Cootact  Frederick  K. 
Heath,  M.D,,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D,,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  1 , 1972  - August  31 , 1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr,  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11,  1972  - 
April  9,  1973 

S — Intensive  Review  of  Neurology;  I'A  hrs.  per 
day;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D,,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OTOLARYNGOLOGY 

Pittsburgh;  September  11 , 1972  - May  21 , 1973 
AMA — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt;  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper,  M.D,,  Dir., 
Div.  of  Cont.  Educ.,  Pitt,,  1022  Scaife  Hall,  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 

S — Surburban  Pathology  Slide  Seminars;  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 


gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Easton  Hospital;  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice;  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  IVz  hrs. 
per  day;  1 day  per  mo.;  ISVz  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educa.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg;  October  6,  1972  - Apri)  20,  1973 
AMA— Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Lancaster  General  Hospital;  September  13,  1972  - 
December  20,  1972 

AMA — Psychiatry  in  Family  Practice;  by  Dept,  of 
Med.  Education  and  the  Institute  of  Pa.  Hospital; 
I’/z  hrs.  per  day;  Wed.  ea.  week;  15  weeks;  22  hrs. 
AAFP  credit  requested.  Contact  Nikitas  J.  Zer- 
vanos,  M.D.,  Dir.  Family  & Community  Med.  Prgm., 
Lancaster  Gen.  Hosp.,  Lancaster  17604. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  13, 
1973 

S — Intensive  Review  of  Psychiatry;  I’A  hrs.  per 
day;  1 day  per  week;  30  weeks;  37V'2  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Norristown  State  Hospital;  October  6 - November 
17,  1972 

S — Psychopharmacology;  I’/z  hrs,  per  day;  1 
day  per  week;  7 weeks;  lOVz  hrs.  total;  fee  = $40. 
Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont.  Med. 
Educ.  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown  19401. 


Philadelphia;  September  5,  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee=$50.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St,,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conference;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
IVz  hrs.  per  day;  1 day  per  week;  4OV2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $75.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  September  25,  1972  - November  13, 
1972 

AMA/S — Psychopharmacology;  by  Dept,  of  Psy- 
chiatry of  U.  of  Pa,;  at  the  Institute  of  Pa.  Hosp.; 
I'/z  hrs.  per  day;  1 day  per  week;  8 weeks  total: 
fee=$100.  Contact  Peter  B,  Bloom,  M.D.,  Institute 
of  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia,  October  11  - 25,  1972  (repeat 

starting  January  17  and  April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
Pa.  Hosp,;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B.  Bloom,  M.D.,  Institute  of  Pa. 
Hosp.  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  11  - December  13, 

1972/January  3 - March  7,  1973/March  14  - May  16, 
1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term, 
Crisis  and  Supportive  Therapies  (for  general  prac- 
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lice  and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee=$75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D.. 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee  = $20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
Hahnemann;  2 hrs.  per  day;  1 day  per  wk;  12 
weeks;  24  hrs.  AAFP  and  ACGP  credit  requested; 
fee=$75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice;  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee=$50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D..  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


SURGERY 

Easton  Hospital;  March  17  - November  3,  1972 
0/S — Visiting  Professor  in  Surgery;  1 day  a mo.; 
(Mar.,  June,  Sept,  and  Nov.);  no  fee;  creditable 
hours.  Contact  Lee  S.  Serfas,  M.D.,  Dir.  of  Surg., 
Easton  Hosp.,  21  st  & Lehigh  Sts.,  Easton  18042, 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ADMINISTRATIVE  MEDICINE 
November  5,  1972  - Pittsburgh 
AMA — Doctor's  Office  Management;  at  Scaite 
Hall  Auditorium,  Pitt.;  by  Allegheny  Co.  Med.  Soc. 
and  Pitt;  6 hrs.  AAFP  credit  requested;  fee  = $25. 
Contact  William  C.  Cooper,  M.D.,  Dir,  Div.  of  Cont. 
Educ,,  Pitt,  1022-H  Scaife  Hall,  Pittsburgh  15213. 


ALLERGY 

Continuous  (September  4 - October  27,  1972); 
Philadelphia 

(repeat  February  5 - March  30,  1973;  May  7 - 
June  29,  1973;  and  September  3 - October  26, 
1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee=$500.  Contact  Frederick  K,  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
1 230  N.  Broad  St,,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 
Philadelphia 

AMA/P  G — Rheumatology  Tutorial  Course;  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee  = $150.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 

Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism;  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee=$300  per  course. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., . 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
iub-speciality;  clinical  cardiology  and  car- 
liovascular  surgery,  clinical  cardiology- 
Jhysiology  and  phono-echo,  electrophysiology, 
lardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
ee=$300  each  course.  Contact  Frederick  K. 

OCTOBER  1972 


Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


October  26-27,  1972  - Hershey 
November  9,  1972  - Hershey 
December  11,  1972  - Pittsburgh 
January  18-19,  1973  - Philadelphia 
February  12,  1973  - Pittsburgh 
April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 

M — Instructors’  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst,,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  Pa.  Heart  Assoc.  P.O.  Box  2435  - Harris- 
burg, 17105  or  your  local  Heart  Assoc. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee=$350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


EMERGENCY  MEDICINE 

October  2-  13,  1972;  Philadelphia  (repeat  February 
5 - 16,  1973  and  May  7- 18,  1973.) 

AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (September  4 - 29,  1972);  Philadelphia 
(repeat  March  5 - 30,  1973  and  September  3-28, 
1973) 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


FAMILY  MEDICINE 

November  16,  1972;  Harrisburg  Hospital 

Endocrinology  tor  the  Practitioner;  a continuing 
medical  education  seminar  cosponsored  by  Har- 
risburg Hospital  and  Harrisburg  Polyclinic  Hospi- 
tal; 6 hrs.;  fee  = $10  includes  luncheon.  Contact 
T.F.  Fletcher,  M.D.,  Dir.  Med.  Affairs,  Harrisburg 
Hosp.,  Harrisburg  17101. 


GENERAL  MEDICINE 
As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P,;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int,  Med,,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery,  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities, M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


October  27  - 28,  1972;  Philadelphia 

C — Symposium  on  Peripheral  Arterial  Disease; 
by  Rehabilitation  Research  and  Training  Center;  at 
Temple  Conference  Center;  6 hrs.  per  day;  12  hrs. 
AAFP  Credit  requested:  fee=$100  (resi- 
dents  = $50).  Contact  Richard  A.  Chidsey,  M.D., 
Asst.  Prof.  Rehab.  Med.,  Temple,  3400  N.  Broad 
St.,  Philadelphia  19140. 


Fall,  1972;  Philadelphia 

PG — Retraining  Program;  by  MCP;  8 hrs,  per 
day;  30  days;  6 weeks;  no  fee.  Contact  Ethel  Wein- 
berg, M.D.,  Assoc.  Dean,  MCP,  3300  Henry  Ave., 
Philadelphia,  Pa,  19129, 

Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee  = $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 

HEMATOLOGY 

October  30  - November  1 , 1 972;  Philadelphia 


AMA/C — Drugs  and  Hematologic  Reactions 
(29th  Hahnemann  Symposium);  by  Hahnemann;  at 
Sheraton  Hotel;  7 hrs.  per  day;  1 7 hrs.  AAFP  credit 
requested;  fee=$125.  Contact  Frederick  K.  Heath, 
M.D.  Assoc.  Dean,  Sch,  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102, 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 
days  ea.  course:  fee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102, 


October  20,  1972;  Philadelphia 

Grands  in  Urologic  Cancer;  at  American 
Oncologic  Hosp.;  by  Dept,  of  Radiation  Therapy. 
Contact  H.  Gunter  Seydel,  M.D.,  M.S..  Chief,  Dept, 
of  Radiation  Therapy,  American  Oncologic  Hosp., 
Central  and  Shelmire  Aves.,  Philadelphia  19111. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  Neurology,  -neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


OPHTHALMOLOGY  & OTOLARYNGOLOGY 
November  5-11,  1972;  Pittsburgh 

C/S/AMA — Surgical  Anatomy  & Techniques  of 
the  Temporal  Bone;  by  Eye  and  Ear  Hosp.  and 
Pitt:  max.  regis.  = 13;  fee  = $500.  Contact 
William  M.  Cooper,  M.D.,  Dir.,  Div.  of  Cont.  Educ., 
Pitt.  1022-H  Scaife  Hall,  Pittsburgh  15213. 


PSYCHIATRY 
December  9,  1972;  Philadelphia 
AMA/S — Mental  Health  Administration;  at  the 
Institute  of  the  Pa.  Hosp.;  by  Dept,  of  Psychiatry, 
U.  of  Pa.;  6 hrs.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Institute  of  the  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days:  fee=$300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 
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PHYSICIANS  WANTED 

General  Practitioner  and  Internist  for 

group  practice  in  new  building  attached 
to  125-bed  accredited  hospital.  Ideal 
community  of  8,500,  drawing  16,000. 
Excellent  fishing,  hunting,  skiing,  and 
golf.  Contact:  John  E.  Brown,  M.D., 
210  North  Center  Street,  Corry,  Penn- 
sylvania 16407.  Telephone;  (814)  664- 
7134. 

Rapidly  expanding  300-bed  hospital  in 
central  Pennsylvania  wishes  to  include 
additional  talent  in  well  established 
departments  of  radiology,  psychiatry, 
pathology,  ophthalmology,  and  OB- 
GYN.  The  hospital  is  in  close  proximi- 
ty to,  and  in  liaison  with,  Pennsylvania 
State  University  and  has  easy  access  to 
the  Hershey  Medical  Center.  Excellent 
hunting,  fishing,  ski  trails,  and  lovely 
countryside.  Contact  Robert  E. 
Rawdon,  M.D.,  Chairman,  Physician 
Recruitment  Committee,  Lewistown 
Hospital,  Lewistown,  Pa.  17044. 


Physician — Medical  Director.  Physi- 
cian to  organize,  direct  and  provide 
medical  and  geriatric  services  in  ex- 
tended care  facility.  Full  time  position 
with  salary  open  and  additional 
benefits.  Position  in  progressive, 
county-operated,  460-bed  hospital  and 
nursing  home;  professional  atmos- 
phere; picturesque,  historic,  central 
Pennsylvania  city  of  60,000;  excellent 
cultural  and  educational  facilities;  easy 
access  to  several  major  cities;  outstand- 
ing local  medical  society.  Apply  to:  Mr. 
James  J.  Lindes,  Administrator,  York 
County  Hospital  and  Home,  1 18  Pleas- 
ant Acres  Road,  York,  Pennsylvania 
17402.  Telephone:  (717)  755-9601. 

Internist  or  General  Practitioners 

needed  for  396-bed  general  medical 
hospital  with  102-bed  nursing  home 
unit;  salary  based  on  qualifications; 
licensure  any  state;  excellent  fringe 
benefits;  located  35  miles  from  Pitts- 
burgh metropolitan  area;  non- 
discriminatory  employment.  Contact: 
Chief  of  Staff,  VA  Hospital,  Butler,  Pa. 
16001. 


Emergency  Room  Physician,  immedi- 
ate opening.  42- hour  week,  contract 
available.  $30,000  annual  minimum 
guarantee.  259-  bed  general  hospital 
located  in  resort  area,  noted  for  horses 
and  golf.  Please  contact  Dr.  Charles 
A.S.  Phillips  or  Mr.  J.F.  Shinn,  Ad- 
ministrator, Moore  Memorial  Hospi- 
tal, Pinehurst,  N.C.  Telephone  (919) 
295-6861. 

Position  Open:  Radiologist  for  medium 
sized  Accredited  General  Hospital  in 
Central  Pennsylvania  College  town, 
new  recreational  area  under  develop- 
ment. New  and  enlarged  department 
with  modern  diagnostic  and  therapeu- 
tic equipment.  Please  send  resume  to 
Box  No.  610,  Pennsylvania  Medicine. 


Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Psychiatrist — To  be  Assistant  Superin- 
tendent of  Dixmont  State  Hospital, 
located  in  suburban  Pittsburgh,  Pa. 
Responsible  for  psychiatric  treatment, 
training,  and  research  programs  and 
their  coordination  in  a 500-bed  hospi- 
tal. Requires  Pennsylvania  license, 
Board  Eligible,  and  four  years  experi- 
ence in  psychiatry,  including  three 
years  in  administrative  or  supervisory 
position.  Salary  competitive,  with  ex- 
cellent state  fringe  benefits.  Contact: 
Superintendent,  Dixmont  State  Hospi- 
tal, Sewickley,  Pa.  15143.  Telephone: 
(412)  761-1780. 


Psychiatrist  needed  immediately  full 
time  for  utilization  review  team  to  eval- 
uate psychiatric  care  in  Medical  Assist- 
ance Program.  Negotiable  base 
$25,115.  Three  years  clinical  experi- 
ence and  Board  Certification  essential. 
Contact:  Joseph  J.  Walker,  Chief,  Man- 
power Procurement  Administration, 
Department  of  Public  Welfare,  Room 
226,  Health  and  Welfare  Building,  Har- 
risburg, Pa.  17120.  Telephone:  (717) 
787-7452. 

The  Following  Specialties  are  needed 
for  large  medical  group  partnership: 
OB/Gyn,  Internal  Medicine,  Family 
Practice,  Orthopedic  Surgery,  other 
subspecialties.  Guarantees  in  first  two 
years  one  month  paid  vacation,  many  , 
other  fringe  benefits.  For  further  details 
in  full  confidence  and  at  no  cost  or 
obligation,  please  call  Dan  Stern, 
Director,  Medical  Hospital  Placement 
Bureau,  3506  Fifth  Ave.,  Pittsburgh, 
Pa.  15213.  Telephone:  (412)  683-6570. 

Internist,  Orthopedist,  and  Pediatrician 

needed  for  immediate  full  time 
openings  in  Utilization  Review  to  eval- 
uate the  care  rendered  by  physicians  in 
Medical  Assistance  Program.  $22,768 
negotiable  base.  Requires  3 years  expe- 1 
rience  in  specialty  and  Board  Certifi-  * 
cation.  Contact  Joseph  J.  Walker, 
Chief,  Manpower  Procurement  Ad- 
ministration, Department  of  Public 
Welfare,  Room  226,  Health  and  Wel- 
fare Building,  Harrisburg,  Pa.  17120. 
Telephone:  (717)  787-7452. 

Emergency  Center  Physicians,  full ; 
time,  for  Lake  County  Memorial  Hos-j 
pitals,  Willoughby  and  Painesville, 
Ohio.  $25,000  basic  salary  plus  oppor-i 
tunity  for  additional  income.  Liberal 
fringe  benefits,  including  professional 
liability  insurance.  Must  have  Ohio] 
license.  Contact  W.E.  Fletcher,  M.D.,  | 
89  E.  High  Street,  Painesville,  Ohio! 
44077.  I 

Physicians  needed  for  medical  and/or  |i 
psychiatric  care  of  the  mentally  ill.  Ad- ji 
equate  salary,  ZlVz  hour  week  and  i 
fringe  benefits.  Director,  Mayviewj; 
State  Hospital,  Bridgeville,  Pa.  15017.  j 
Telephone:  (4 1 2)  343-2700. 
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Emergency  Room  Physician — East 
Stroudsburg.  Immediate  position  avail- 
able for  full  time  physician  in  active  ER 
group  serving  Pocono  Resort 
Area — 50,000  visits  per  year.  $35,000 
guaranteed  first  year.  Exceptional  year- 
round  recreational  facilities  available. 
Contact:  Edward  T.  Horn,  Jr.,  M.D., 
president,  Stroudsburg  Emergency 
Medical  Associates  Ltd.,  General  Hos- 
pital of  Monroe  County,  East  Strouds- 
burg, Pa.  18301. 

FOR  SALE 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 

Picker  X-Ray,  lOOKV,  lOOMA.  Tilt 
table  for  diagnostic  x-rays  or  fluro- 
scopic  examination,  horizontal  or 
upright.  Excellent  condition.  Real  bar- 
gain at  $350.  A. A.  Lebo,  M.D.,  Neffs- 
ville,  Pa.  17556.  Telephone:  (717)  569- 
0315  between  6 and  8 p.m. 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


Cerebro- 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 

CEREBRO-NICIN®  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated, 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentylenetetrazole 100  mg.  • Nicotinic  Acid  ...100  mg. 

Ascorbic  Acid  100  mg.  • Thiamine  HCl  25  mg. 

I-Glutamic  Acid  .50  mg.  • Niacinamide  5 mg. 

Riboflavin  2 mg.  • Pyridoxine  HCl  3 mg. 

AVAILABLE;  Bottles  100,  500,  1000 

SIDE  EFFECTS:  Most  persons  experience  a flushing  and  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps.  The  reaction  is  usually  transient. 
INOICATIONS:  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daily  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  and  con- 
vulsions. 

CONTRAINDIGATIONS;  Epilepsy  or  low  convulsive  threshold. 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 

Wr/'fe  for  literature  ar^d  samples  . . . 

brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILAeiE  ON  REQUEST;  Ranald  1.  Goldberg,  M.D.  & Franklin  I.  Sbuman,  M.D. 
Ooublc-btmd  study  on  the  treatment  of  mentally  confused  patients.  Reprinted 
Dm  the  Journal  of  the  American  Geriatrics  Society,  Vol.  XII,  No.  6,  June  1964. 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• Francis  A.  Blaum,  Wilkes-Barre; 
University  of  Vienna,  Austria,  1937; 
age  63;  died  June  27,  1972.  He  was 
vice-president  of  the  Luzerne  County 
Medical  Society  in  1972.  His  wife  and 
a son  survive  him. 

• W.  Lawrence  Cahall,  Philadel- 
phia; Jefferson  Medical  College,  1920; 
age  74;  died  August  2,  1972.  He  had 
been  chief  of  the  department  of  car- 
diology at  Germantown  Hospital  prior 
to  his  retirement  in  1963.  His  wife  and 
a son,  W.  Lawrence,  Jr.,  M.D.,  South 
Roxbury,  Mass.,  survive  him. 

• S.  Allen  Dingee,  Media;  Hah- 
nemann Medical  College,  1928;  age 
69;  died  July  26,  1972.  He  is  survived 
by  his  wife,  one  daughter,  one  son,  a 
sister,  and  his  mother. 

• Samuel  W.  Eisenberg,  Bristol; 
Temple  University  School  of  Medi- 
cine, 1934;  age  65;  died  August  2, 
1972.  He  was  a member  of  the  Ameri- 
can Board  of  Colon  and  Rectal  Sur- 
gery, a fellow  of  the  American 
Proctological  Society,  and  a past  presi- 
dent of  the  Pennsylvania  Society  of 
Colon  and  Rectal  Surgery.  He  is  sur- 
vived by  his  wife,  a son,  a sister,  and  a 
brother. 

• J.  Frederick  Herbert,  Alburtis; 
Medical  Chirurgical  College  of  Phila- 
delphia, 1914;  age  82;  died  July  19, 
1972.  He  was  a former  director  of  the 
opthalmology  department  at  Abington 
Hospital.  He  is  survived  by  his  wife, 
three  daughters,  a son,  and  a sister. 

• Stephen  A.  Jonas,  Nanticoke;  Jef- 
ferson Medical  College,  1934;  age  64; 
died  July  18,  1972.  He  was  chief  resi- 
dent surgeon  at  Nanticoke  State  Gen- 
eral Hospital.  Dr.  Jonas  was  a member 
of  the  American  College  of  Surgeons, 
a diplomate  and  fellow  of  the  Interna- 
tional College  of  Surgeons,  and  was 
certified  by  the  American  Board  of 
Abdominal  Surgeons.  He  is  survived 
by  his  wife,  a son,  and  three  sisters. 

• Carl  Henry  Kempter,  Scranton; 
University  of  Heidelburg,  Germany, 
1934;  age  67;  died  August  3,  1972.  His 
wife,  a son,  three  brothers,  and  three 
sisters  survive  him. 


• William  J.  MacNeish,  Rosemont; 
University  of  Glascow,  Scotland;  age 
68;  died  August  23,  1972.  Until  his  re- 
tirement in  1967,  he  was  affiliated 
with  the  University  of  Pennsylvania 
Medical  School.  He  was  a member  of 
the  Philadelphia  College  of  Physicians. 
Survivors  include  his  wife,  one  son, 
one  daughter,  and  one  sister. 

• Herman  A.  Pink;  Pittsburgh;  Uni- 
versity of  Pittsburgh  School  of  Medi- 
cine, 1934;  age  60;  died  July  23,  1972. 
He  was  certified  by  the  American 
Board  of  Obstetrics  and  Gynecology. 
He  is  survived  by  his  wife  and  three 
daughters. 

• Isador  S.  Ravdin,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1918;  age  78;  died  August 
27,  1972.  He  was  emeritus  professor  of 
surgery  at  the  University  of  Pennsyl- 
vania, having  spent  his  forty-seven 
year  professional  career  at  the  univer- 
sity. From  1935-45  he  was  Harrison 
professor  of  Surgical  Research.  In 
1945  he  became  chairman  of  the 
department  of  surgery  and  was  named 
John  Rhea  Barton  Professor  of  Sur- 
gery and  chief  of  surgery  at  the  Hospi- 
tal of  the  University  of  Pennsylvania. 
In  1959  he  became  vice-president  of 
medical  affairs,  directing  the  universi- 
ty’s school  of  medicine,  the  schools  of 
dentistry,  nursing,  veterinary  medi- 
cine, allied  medical  professions,  the 
university  hospital.  Graduate  Hospital, 
and  the  Phipps  Institute.  Dr.  Ravdin 
was  formerly  chairman  of  the  Board  of 
Regents  and  then  president  of  the 
American  College  of  Surgeons,  and 
president  of  the  American  Cancer  So- 
ciety. He  was  a past  president  of  the 
American  Surgical  Association,  the  In- 
ternational Blood  Transfusion  Society, 
the  Pan-Pacific  Surgical  Association, 
and  the  Philadelphia  Academy  of  Sur- 
gery. He  was  an  honorary  fellow  of  the 
Royal  Colleges  of  Great  Britain  and 
Canada.  He  is  survived  by  his  wife,  a 
daughter,  and  a son.  Another  son, 
Robert  G.  Ravdin,  M.D.,  died  in 
March  1972. 


• Laurence  B.  Rentschler,  Haver- 

ford;  Temple  University  School  of 
Medicine,  1938;  age  61;  died  August 
10,  1972.  He  was  head  of  the 

radiology  and  nuclear  medicine  de- 
partment at  Roxborough  Memorial 
Hospital.  He  was  a fellow  of  the  Amer- 
ican and  the  Philadelphia  Colleges  of 
Physicians.  His  wife,  two  daughters, 
and  a son  survive  him. 

• Alice  E.  Sheppard,  Pottstown; 
Woman’s  Medical  College,  1926;  age 
74;  died  July  2,  1972.  She  was  a 
former  president  of  the  Montgomery 
County  Medical  Society  and  a former 
vice-president  of  the  Pennsylvania 
Medical  Society  and  vice-speaker  of  its 
House  of  Delegates.  Several  nieces  and 
nephews  survive  her. 

• Charles  G.  Speicher,  Carbondale; 
Georgetown  University  School  of 
Medicine,  1934;  age  63;  died  August 
4,  1972.  He  was  a member  of  the 
American  Academy  of  Allergy  and  a 
fellow  of  the  American  Association  for 
Clinical  Immunology  and  Allergy.  He 
is  survived  by  his  wife,  a daughter, 
three  sons,  and  a brother. 

• Russell  A.  Stevens,  Wilkes-Barre; 
University  of  Maryland  School  of 
Medicine,  1931;  age  66;  died  June  15, 
1972.  He  was  a former  president  of  the 
Luzerne  County  Medical  Society  and  a 
member  of  the  American  College  of 
Physicians  and  the  American  Society 
of  Internal  Medicine.  His  wife,  two 
daughters,  and  two  sons  survive  him. 

• Edward  J.  Wiza,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1926;  age  70;  died  August  3, 
1972.  He  had  been  a general  practi- 
tioner for  forty-four  years.  His  wife; 
two  daughters;  and  two  sons,  Drs.  Ed- 
ward J.  Wiza,  Jr.,  of  Muncie,  Indiana, 
and  Joseph  L.  Wiza,  survive  him. 

Vincent  T.  Shipley,  Philadelphia; 
University  of  Pennsylvania  School  of 
Medicine,  1971;  age  81;  died  August 
8,  1972.  He  was  a fellow  of  the  Ameri- 
can College  of  Surgeons.  His  wife,  a 
son,  a daughter,  and  a sister  survive 
him. 
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Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens  — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Hematinic  Cmcentrate 
with  Intrinsic  Factor 


(See  reverse  side  for  prescribing  information.) 


Description:  Each  Pulvule®  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) ^ ^ ^ 240  mg.  Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg, 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg.  Ascorbic  Acid  (Vitamin  C) 75  mg. 

(The  total  vitamin  B, 2 activity  in  the  Special  Liver-Stomach  Concen-  Folic  Acid  _ 0,5  mg, 

trate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  o-ral  hematioics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  cfuantrties  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  with  Intrinsic  Faefor-^When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  in  physiological  doses  is  absorbed  poorly,  if  at  alt.  The 
resulting  deficiency  of  vitamin  B,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megalobiastic  anemias  may  develop  in  fish  tapeworm  (Diphyllo- 
bothrium  latum)  infection  or  after  a surgicaNy  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  tor  the  available  vitamin  Bu,  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B.j  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  ol  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,,  contained  m two  Pulvules  Trinsicon  provide  W?  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
reiief  of  anemia  and  syimptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  m patients  who  lack  intrinsic  factor.  For  ex- 
ample, Pouts  ef  a/,  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  6,2) 
for  as  long  as  twenty- nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  m maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally."  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  /Acid- Folic  acid  deticiency  is  the  immediate  cause  of  most,  it  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  ot  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  if  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropicat 
sprue. 

It  is  apparent  that  in  vitamin  B,,  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B,2  interrelafionsfiip:  (1)  6,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  8,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B,,. 

/ron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses, 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d— Vitamin  C plays  a roie  m anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folmic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  m food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
IS  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-6,2-detlciency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  m large  doses  in 
pernicious  anemia  without  adequate  vitam,in  6,2  may  result  in  hematologic  re- 
mission but  neurolo|ical  pTogression'. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  ot  absorption  of  physiological 
doses  of  vitamin  B,j.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B.j,  may  be  necessary  for  adequate  treatment 
ot  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical' 
and  laboratory  studies  are  considered  essentrat  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  foBow- 
ing  the  oral  administration  of  Irver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therepy. 

Adverse  Reactions;  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  etfects  m the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  ot  pernicious  anemia.) 

How  Supplied;  Pulvules  Trinsicon"'^  (hematinie  concentrate  with  intrinsic  factor, 
Lilly),  i.n  bottles  of  60  and  500  and  in  Identi-Dose'  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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Innsicon 

Hematinie  Concentrate  with  Intrinsic  Factor 

A CJomprehensive  Hematinie 


Additional  information  available 
to  the  profession  on  request 

ill  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Pink  isn’t  exactly  his  color, 
but  he  loves  it  for  a change. 


WinGel 


aluminum-magnesium  hydroxides 
mint-flavored  antacid  liquid  and  tablets 

For  your  ulcer  and  ulcer-prone  patients... 

a refreshing  break  from  the 
boring  sameness  of  white  antacids. 

• pleasing  mint  flavor 

• non-gritty  texture 

• formulated  to  avoid 
constipation  and  laxation 


WINTHROP  LABORATORIES 
NEW  YORK,  N.Y.  10016 


Anatomy 
of  a Doctor. 


You  know  what  it  takes  to  make  a doctor.  The  motivation.  The 
years  of  study  and  training.  The  dedication.  The  hard  work. 

But  from  the  criticism  leveled  at  doctors  lately  you’d  think 
neither  the  public  nor  press  had  any  idea. 

It  may  surprise  you,  but  the  public  does. 

This  was  evidenced  in  a recent  Harris  Poll.  In  measuring 
public  respect  for  U.S.  leadership,  it  showed  a drastic  drop  in 
the  past  five  years.  And  “a  majority  of  Americans  is  currently 
willing  to  express  a ‘great  deal  of  confidence’  in  only  one 
profession  — medicine —on  a list  covering  16  types  of  a6tivity." 
And  that  list  included  Congress  and  the  Supreme  Court. 

People  still  look  at  their  doctors  as  men  to  be  respected 
and  as  men  of  integrity. 

This  is  the  true  story  of  the  American  doctor.  And  one  which 
the  AMA  is  constantly  telling  the  public  as  part  of  its 
communications  program. 

In  newspapers  and  magazines,  the  AMA  tells  what  it  takes 
to  be  a doctor.  American  medicine’s  achievements.  And  to 
express  the  profession’s  concern  by  providing  information  to 
help  every  American  lead  a healthier  life. 

We  can  be  an  even  more  effective  spokesman... with 
your  support.  Find  out  more  about  what  the  AMA  does  for  you 
and  the  public.  Send  for  a free  pamphlet.  Write:  Dept.  DW, 
at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 


PENNSYLVANIA  MEDICAL  SOCIETY 
HOUSE  OF  DELEGATES 
Annual  Business  Session -October  23-26, 1972 

Host  Farm  Motel,  Lancaster 


2:00  P.M. 

7:00  P.M. 

7:00  P.M. 

7:30  P.M.-9:30  P.M. 


Monday,  October  23 

Board  of  T rustees 
PMS  Past  Presidents’  Dinner 
PMS  Past  Presidents’  Wives  Dinner 
Delegates’  Registration 


Monterey  Room 
Bogey  Room 
Eagle  Room 
Cabaret  Lobby 


9:00  A.M.-3:00  P.M. 

Tuesday,  October  24 

Delegates’  Registration 

10:00  A.M. 

Committee  on  Rules 

11:00  A.M. 

Tellers  Committee 

11:30  A.M. 

Reference  Committee  Chairmen  Luncheon 

1:00  P.M. 

House  of  Delegates 

3:00  P.M. 

Reference  Committee  on  Constitution  & By-Laws 

3:00  P.M. 

Reference  Committee  on  Medical  Service 

7:00  P.M. 

Reference  Committee  on  Governmental  Relations 

7:00  P.M. 

Reference  Committee  on  Education  and  Science 

8:30  P.M. 

Malpractice  Seminar 

10:00  P.M. 

(Sponsored  by  Parker  & Co.  and 

Argonaut  Insurance  Co.) 

Reference  Committee  Reports  Review 

Cabaret  Lobby 
Eagle  Room 
Eagle  Room 
Monterey  Room 
Cabaret  Room 
La  Fonda  Lounge 
Monterey  Room 
Rear  Baroque 
Ballroom 
Duffers  Room 
Monte  Carlo  Room 


Eagle  Room 


8:00  A.M. 

Wednesday,  October  25 

Reference  Committee  on  Public  Service 

8:00  A.M. 

Reference  Committee  on  Reports  of  Officers 

8:00  A.M.-12:00  noon 

Reference  Committee  Reports  Review 

9:00  A.M.-3:00  P.M. 

Delegates’  Registration 

11:00  A.M. 

Reference  Committee  on  AMA  Delegation 

12:00  noon 

AMA  Delegation  Luncheon 

1:00  P.M. 

Second  Councilor  District  Meeting 

1:00  P.M. 

Third  Councilor  District  Meeting 

1:00  P.M. 

Fourth  Councilor  District  Meeting 

1:00  P.M. 

Fifth  Councilor  District  Meeting 

1:00  P.M. 

Sixth  Councilor  District  Meeting 

1:00  P.M. 

Seventh  Councilor  District  Meeting 

1:00  P.M. 

Eighth  Councilor  District  Meeting 

1:00  P.M. 

Ninth  Councilor  District  Meeting 

1:00  P.M. 

Tenth  Councilor  District  Meeting 

1:00  P.M. 

Eleventh  Councilor  District  Meeting 

1:00  P.M. 

Twelfth  Councilor  District  Meeting 

2:30  P.M. 

House  of  Delegates 

6:00  P.M. 

State  Dinner  Reception 

7:00  P.M. 

State  Dinner 

La  Fonda  Lounge 
Monterey  Room 
Eagle  Room 
Cabaret  Lobby 
Cabaret  Room 
The  Den 
Duffers  Room 
Parlor  B 
Lower  Cabaret 
Bogey  Room 
Lower  Cabaret 
Eagle  Room 
Lower  Cabaret 
Lower  Cabaret 
Monte  Carlo  Room 
Wood  Room 
Lower  Cabaret 
Cabaret  Room 
Lower  Cabaret 
Baroque  Ballroom 


Thursday,  October  26 

7:00  A.M.-9:00  A.M. 

PMS  Elections 

8:00  A.M. 

Second  Councilor  District  Meeting 

8:00  A.M. 

Third  Councilor  District  Meeting 

8:00  A.M. 

Fourth  Councilor  District  Meeting 

8:00  A.M. 

Fifth  Councilor  District  Meeting 

8:00  A.M. 

Sixth  Councilor  District  Meeting 

8:00  A.M. 

Seventh  Councilor  District  Meeting 

8:00  A.M. 

Eighth  Councilor  District  Meeting 

8:00  A.M. 

Ninth  Councilor  District  Meeting 

8:00  A.M. 

Tenth  Councilor  District  Meeting 

8:00  A.M. 

Eleventh  Councilor  District  Meeting 

8:00  A.M. 

Twelfth  Councilor  District  Meeting 

9:00  A.M.-1 0:00  A.M. 

Delegates’  Registration 

9:00  A.M. 

House  of  Delegates 

Board  of  Trustees  (following  adjournment 

of  House  of  Delegates) 


Rear  Cabaret  Room 
Duffers  Room 
Parlor  B 
Lower  Cabaret 
Bogey  Room 
Lower  Cabaret 
Eagle  Room 
Lower  Cabaret 
Lower  Cabaret 
Monte  Carlo  Room 
Wood  Room 
Lower  Cabaret 
Cabaret  Lobby 
Cabaret  Room 

Monterey  Room 
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Summary;  1972  Official  Reports 
Pennsylvania  Medical  Society 


All  items  appearing  in  this  special 
section  of  PENNSYLVANIA  MEDI- 
CINE are  summaries  of  the  1971-72 
official  reports.  Complete  official 
reports,  including  that  of  the  auditor, 
appear  in  the  1972  Official  Reports 
Book,  which  is  available  upon 
request. 


Board  of  Trustees  and  Councilors 


David  S.  Masland.  M.D. 


The  full  report  of  the  Board  of  Trustees  contains  just  two 
recommendations  which  require  the  action  of  the  House  of 
Delegates: 

1. The  Board  recommends  that  the  site  of  the  1977 
Annual  Business  Session  be  established  as  Hot  Springs, 
Virginia. 

2.  The  Board  presents  three  recommendations  each  for 
two  vacancies  which  will  occur  on  the  Judicial  Council  at 
the  time  of  the  Annual  Business  Session.  The  nominees 
are:  Russell  B.  Roth,  M.D.,  Erie  County  (present  incum- 
bent, eligible  for  reelection);  Hunter  S.  Neal,  M.D.,  Dela- 
ware County;  Arthur  R.  Wilson,  M.D.,  Armstrong 
County;  John  B.  Montgomery,  M.D.,  Philadelphia 
County  (present  incumbent,  eligible  for  reelection); 
George  E.  Farrar,  Jr.,  M.D.,  Philadelphia  County;  and 
Charles  A.  Bikle,  M.D.,  Franklin  County. 

The  following  summarizes  significant  actions  taken  by 
the  Board  of  Trustees  during  the  1971-72  year,  as  outlined 
in  the  Board’s  annual  report.  The  Board: 

Determined  to  participate  officially  and  financially  in  the 
appeal  of  the  case  of  the  Albert  Einstein  Medical  Center- 
Northern  Division  vs.  Blue  Cross,  Mrs.  Thelma  Lipoff  and 
Eugene  Brecher,  M.D.  The  case  involves  physician  respon- 
sibility for  hospital  costs  incurred  by  a patient  when  it  was 
determined  that  Blue  Cross  was  not  liable  under  its  con- 
tract. 

Opposed  reorganization  of  Blue  Shield’s  board  of 
directors  to  establish  consumer  domination  by  “maintaining 
that  the  concept  of  Blue  Shield  as  the  doctor’s  plan  is 
predicated  on  the  principle  of  the  physician  majority  on  the 
Blue  Shield  board  and  that  this  principle  is  not  negotiable.’’ 
Currently  Blue  Shield’s  twenty-seven  member  board 
includes  nine  consumers. 

Determined  to  support  House  Bill  1810,  Immunity  for 
Professionals  Participating  in  Peer  Review  Activities,  in 
order  to  remove  a major  roadblock  in  assuring  impartial 
review  by  health  professionals.  The  measure  protects  those 
physicians  who  are  involved  in  such  peer  reviews  as  hospital 
utilization,  medical  audit,  tissue  and  credentials  com- 
mittees, and  review  programs  sponsored  by  county  societies 
and  the  State  Society. 

Authorized  the  Medical  Care  Appraisal  Project  Com- 
mittee to  submit  an  application  for  a planning  grant  to  the 
Department  of  Health,  Education,  and  Welfare  in  order  to 
develop  a foundation  health  services  plan. 

Determined  that  the  State  Society  should  act  as  an  ac- 


crediting agency  under  AMA  auspices  for  continuing  medi- 
cal education  programs  in  Pennsylvania.  Details  of  the 
accreditation  program  are  found  in  the  annual  report  of  the 
Council  on  Education  and  Science. 

Created  a “Blue  Ribbon  Panel”  (composed  of  legislators, 
departments  of  state  government,  medical  school  deans,  and 
others)  to  address  the  problems  of  state  aid  to  medical 
schools  in  Pennsylvania  and  the  maldistribution  of  medical 
manpower,  particularly  in  the  rural  areas.  It  is  the  hope  of 
the  Board  that  the  blue  ribbon  panel  can  assist  Pennsylvania 
legislators  in  finding  a more  effective  way  than  the  “stay-or- 
pay”  approach  of  appropriating  funds  in  order  to  solve  mal- 
distribution of  medical  services  in  the  Commonwealth. 

Adopted  the  hospitalization  medical  care  criteria  which 
the  Medical  Care  Appraisal  Project  will  use  in  its  programs 
to  evaluate  the  quality,  effectiveness,  and  appropriateness  of 
inpatient  medical  care. 

Determined  to  support  the  concept  of  regulatory  legisla- 
tion which  would  establish  a “Certificate  of  Need  Program” 
responsible  for  evaluating  the  need  for  all  proposed  hospital 
construction.  This  reverses  previous  policy  which  supported 
voluntary  planning  approach  to  the  problem. 

Determined  to  support  House  Bill  1795  recommending 
that  vaccination  against  smallpox  be  discontinued  as  a man- 
datory requirement  in  school  districts.  House  Bill  1795 
passed  the  Senate  and  was  signed  into  law  by  Governor 
Shapp  on  March  27,  1972. 

Initiated  a membership  recruitment  campaign,  to  be  led 
by  the  trustees  and  councilors,  designed  to  recruit  all  eligi- 
ble nonmember  physicians  at  the  county  society  level. 

Determined  to  urge  all  members  of  the  Society  to  limit 
the  prescription  of  amphetamines  and  other  stimulant  drugs 
to  specific,  well-recognized  medical  indications,  such  as 
narcolepsy  and  hyperkinesis. 

Approved  a revised  medical  practice  act  designed  by  a 
Board  task  force  chaired  by  William  J.  Kelly,  M.D.,  Pitts- 
burgh, and  authorized  the  Council  on  Governmental  Rela- 
tions to  seek  adoption  of  the  proposal  by  the  Pennsylvania 
Legislature.  The  proposed  act  has  been  introduced  in  the 
Senate  as  bills  S-1394  and  S-1395.  Senate  hearings  are  ex- 
pected to  be  held  sometime  this  summer  or  in  the  early  fall. 

Allocated  $300,000  from  the  Contingency  Reserve  Fund 
to  be  used  to  provide  interest-free  loans  to  flood-stricken 
members.  This  amount  of  money  was  matched  by  the 
American  Medical  Association,  making  a total  of  $600,000 
available  for  this  purpose. 
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Secretary 


Raymond  C.  Grandon,  M.D. 


Professional  corporations,  grievances,  matters  pertaining 
to  the  constitution  and  bylaws,  and  medical-legal  problems 
comprise  the  bulk  of  the  correspondence  handled  by  the  Sec- 
retary’s office.  This  workload  increased  again  in  1971-72  as 
more  members  chose  to  incorporate  their  practices. 

As  you  know.  Regulation  1 1 .3  of  the  State  Board  of  Medi- 
cal Education  and  Licensure  requires  that  the  county  medi- 
cal society,  wherein  the  principal  office  of  the  corporation 
lies,  and  the  State  Society  comment  on  any  proposed  name  of 
a professional  corporation  or  professional  association.  In  cal- 
endar 1970.  1 reported  a total  of  thirty-six  names  reviewed  by 
the  State  Society.  In  1971  that  figure  jumped  to  284.  During 
the  first  three  months  of  1972,  sixty-four  names  were  consid- 
ered. 

Below,  the  Judicial  Council  reports  on  guidelines 
regarding  names  of  professional  associations/corporations. 

I have  administered  the  Medical  Defense  Fund  and  have 
participated  in  the  work  of  the  Committee  on  Medical  Be- 
nevolence. 

Last  year  the  House  of  Delegates  directed  that  efforts  be 
made  to  increase  membership.  The  reference  committee 
report  said  that:  "...each  county  medical  society  be  urged  to 
enroll  nonmenbers;  that  they  amend  their  bylaws  so  that  in- 
terns and  residents  may  be  eligible  for  membership;  and  that 
each  trustee  and  councilor  provide  leadership  for  mem- 
bership recruitment  in  his  district." 

On  December  6,  1971,  I wrote  to  the  secretaries  of  the 
component  societies  transmitting  this  information  and 
enclosing  a return  card  on  which  the  county  could  indicate  its 
progress  and  any  desire  for  assistance. 

Intern  and  Resident  Members — The  survey  indicates  that 
twenty-one  counties  have  amended  their  bylaws  to  admit  in- 
terns and  residents  and  that  twenty-seven  have  not  yet  done 
so.  Twelve  counties  have  not  replied.  Two  counties  have 
requested  and  received  assistance  in  revising  their  bylaws  to 
admit  interns  and  residents.  At  the  time  of  this  report,  a total 
of  206  intern  and  resident  members  have  been  accounted  for 
by  our  membership  department.  The  majority  of  these  are  in 
the  following  counties: 


County 

No.  of  Intern/ 
Resident  Members 

Potential 

Allegheny 

70 

733 

Bucks 

6 

25 

Cambria 

14 

22 

Dauphin 

16 

73 

Lehigh 

6 

38 

Montgomery 

9 

192 

Philadelphia 

48 

1,955 

Osteopathic  Members — Thirty-one  counties  have  reported 
amending  their  bylaws  to  admit  osteopaths.  Seventeen 
counties  have  not  yet  amended  their  bylaws,  and  no  reply  has 
been  received  from  twelve  counties.  Although  half  of  the 
component  societies  may  admit  osteopaths,  the  number  of 
osteopathic  members  remains  low  with  only  nine  counties 
reporting  a total  of  twenty-two  osteopathic  members. 


Constitution  and  Bylaws — Since  I last  reported  to  you,  the 
Secretary’s  office  has  been  helping  counties  revise  their 
bylaws.  For  example,  extensive  staff  work  was  done  to  assist 
Berks  and  York  counties,  including  on-site  visits.  Consulta- 
tion has  occurred  by  telephone  and  through  correspondence 
with  Potter  and  Mercer  counties.  The  Secretary’s  office  is 
pleased  to  make  this  new  service  available. 

Grievances — Referral  of  grievances  is  an  important  respon- 
sibility of  the  Secretary’s  office.  For  some  time  I have  been 
concerned  about  those  county  medical  societies  that  seem  to 
have  difficulty  in  handling  grievances.  For  this  reason,  I con- 
sulted with  three  experienced  grievance  committee 
chairmen.  This  consultation  resulted  in  the  publication  of  an 
interview  in  the  May  issue  of  Pennsylvania  Medicine  entitled 
"PMS  Secretary  Explains  Grievance  Procedure.”  I sincerely 
hope  this  article  has  been  of  assistance  to  the  county  griev- 
ance committees,  and  I would  appreciate  your  comments. 

The  Committee  on  Discipline  has  included  a question  in 
its  annual  survey,  probing  county  interest  in  some  kind  of 
grievance  workshop.  If  enough  interest  is  shown,  I plan  to 
come  back  to  you  with  a proposed  program. 

Medico-Legal — ^As  the  practice  of  medicine  becomes  more 
complex  and  regulated,  we  have  had  to  call  upon  legal 
counsel  for  an  increasing  number  of  opinions.  Some  ques- 
tions require  extensive  research.  1 am  impressed  with  the 
medical-legal  data  bank  we  are  developing  and  encourage 
you  to  utilize  this  resource.  Each  new  health  care  delivery 
system  and  technical  development  raises  not  only  legal 
questions,  but  ethical  questions  as  well.  Here  again  the 
trend  is  up,  and  our  correspondence  load  heavier.  In  this 
regard  the  1972  edition  of  the  AMA  “Judicial  Council 
Opinions  and  Reports”  was  distributed  to  the  secretaries  of 
the  component  societies. 

Judicial  Council 

Professional  Corporation  Guidelines — Amended  Resolu- 
tion 71-10 — "Establishment  of  Code  Regarding  Names  for 
Proessional  AssociationsiCorporations” — The  1971  House, 
concerned  about  the  rising  tide  of  professional  corporations 
and  associations  and  the  confusion  regarding  appropriate 
names  therefor,  passed  amended  resolution  71-10,  the 
resolved  portion  of  which  reads: 

"RESOLVED,  That  the  Pennsylvania  Medical  Soci- 
ety establish  guidelines  covering  the  ethics  of  the  selec- 
tion and  use  of  names  by  members  interested  in  incor- 
porating their  medical  practice  as  a professional  asso- 
ciation or  as  a professional  corporation.” 

This  resolution  was  referred  to  the  Board  of  Trustees  and 
the  Judicial  Council  with  a request  for  immediate  action. 
On  November  3,  1971,  the  Judicial  Council  promulgated 
"Guidelines  covering  the  ethics  of  the  selection  and  the  use 
of  names  by  members  interested  in  incorporating  their  med- 
ical practice  as  a professional  association  or  as  a profes- 
sional corporation.” 

On  January  5,  1972,  the  Board  of  Trustees  gave  its  con- 
currence. Before  issuing  the  guidelines,  the  Society  sub- 
mitted them  to  the  State  Board  of  Medical  Education  and 
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Licensure  for  comment.  On  April  25,  1972,  I transmitted 
the  approved  guidelines  to  secretaries  of  the  component 
societies.  The  guidelines  were  published  in  the  June  issue  of 
Pennsylvania  Medicine. 

Hospital  Medical  Staff  Guidelines — In  the  fall  of  1971,  the 
council  received  a request  from  George  A.  Hahn,  M.D., 
then  president  of  the  Philadelphia  County  Medical  Society, 
for  an  interpretation  of  the  council’s  guidelines  of  March 
26,  1969  regarding  hospital  medical  staffs.  A letter  of  in- 
terpretation was  sent  to  the  president  of  the  Philadelphia 
County  Medical  Society  and  the  officers  of  the  medical  staff 
of  Albert  Einstein,  Northern  Division. 

A case  mentioned  in  the  council’s  report  last  year  con- 
cerning a member  of  the  Lebanon  County  Medical  Society 
and  his  appointment  to  the  hospital  staff  of  the  Milton  S. 
Hershey  Medical  Center  has  been  closed  by  virtue  of  the 
revision  of  an  administrative  policy  at  the  medical  center. 

The  council  is  currently  preparing  its  own  "Opinions  and 


Reports”  as  a companion  piece  to  the  booklet  entitled 
"Opinions  and  Reports  of  the  Judicial  Council  of  the  Amer- 
ican Medical  Association.” 

Medical  Defense 

Prior  to  the  action  of  the  House  of  Delegates  amending 
the  bylaws  to  terminate  the  Medical  Defense  Fund,  one 
application  for  medical  defense  was  filed.  The  total  expendi- 
ture for  legal  fees  from  the  Medical  Defense  Fund  in  1971 
was  $13,818.20,  leaving  a balance  of  $106,420.00  in  the 
fund.  It  should  be  noted  that  the  Medical  Defense  Fund 
must  continue  to  support  those  cases  which  were  active  at 
the  time  of  the  action  of  the  House  of  Delegates  until  all  of 
them  are  finally  concluded.  For  further  details  on  the  fund’s 
status,  see  the  report  of  the  treasurer. 

As  of  May  31,  1972,  there  were  four  active  medical  de- 
fense cases  in  our  files.  By  councilor  districts,  they  are  as 
follows:  First  District  1;  Second  District  1 ; Tenth  District  2. 


John  F.  Rineman 


Executive  Director 

This  is  a summary  of  significant  points  contained  in  the 
annual  report  of  the  executive  director: 

Actions  taken  by  the  1971  House  of  Delegates  have  been 
implemented  and  are  now  in  the  process  of  completion. 

Staff  is  currently  developing  a field  contact  service  in 
order  to  increase  a two-way  flow  of  information  between  the 
county  societies  and  the  State  Society  and  to  maximize  the 
use  of  services  available  to  the  county  societies.  The  objec- 
tives are  to  promote  a greater  awareness  of  county  society 
problems  and  needs,  to  identify  and  become  more  responsive 
to  county  society  priorities,  and  to  provide  the  opportunity 
for  more  effective  county  society  involvement  in  the 
formulation  of  Pennsylvania  Medical  Society  policy.  The 
plan  calls  for  the  assignment  of  an  individual  staff  person  to  a 
specific  group  of  county  societies,  thus  establishing  a direct 
line  of  communication. 

The  Society  currently  provides  supporting  staff  services 
for  the  Pennsylvania  Psychiatric  Society,  Pennsylvania 
Radiological  Society,  and  the  Pennsylvania  Society  of  Anes- 
thesiologists. The  continued  development  of  this  fast- 
growing operation  will  provide  the  opportunity  for  these 
specialty  groups  more  effectively  to  integrate  the  mainstream 
of  Society  activities. 

A change  in  the  review  process  at  the  National  Regional 
Medical  Programs  Service  has  extended  the  Susquehanna 
Valley  Regional  Medical  Program’s  fiscal  year,  which  began 
on  April  1,  1971,  to  August  31,  1972.  A new  fiscal  year 
which  started  September  1,  1972,  will  extend  to  August  31, 
1973. 

The  program  staff  (previously  called  "core”  staff)  has  been 
completely  reorganized.  Persons  with  experience  in  the  field 
of  health  care  planning  and  evaluation  have  been  added  to 
the  program  group.  This  should  allow  for  development  of  ef- 
fective evaluation  procedures  for  individual  projects  and  the 
total  program. 

In  1972,  the  Society  prepared  and  distributed  dues  state- 
ments for  fifty-eight  county  medical  societies  through  Elec- 
tronic Data  Associates,  the  Society’s  computer  service 


bureau.  All  envelopes  and  forms  required  to  mail  the  state- 
ments are  supplied  by  the  Society. 

The  overall  membership  increased  by  196.  The  largest 
increases  were:  Senior  Active  (83);  Disability  (56);  and  Affil- 
iate (81).  There  were  no  significant  decreases. 

This  year  the  Society  observed  the  seventy-fifth  anniversa- 
ry of  the  founding  of  its  official  Journal,  Pennsylvania  Medi- 
cal Journal,  now  known  as  Pennsylvania  Medicine.  The 
monthly  publication  bears  little  resemblance  now  to  Vol- 
ume I,  No.  1.  but  it  remains  the  chief  means  of  com- 
munication with  the  members  of  the  Society.  Pennsylvania 
Medicine  continues  to  give  top  priority  to  reporting  the 
results  of  the  meetings  of  the  Board  of  Trustees,  progress 
made  by  the  Pennsylvania  Medical  Care  Appraisal  Project 
and  the  Medical  Care  Foundation,  information  on  the  new 
continuing  education  requirements,  and  activities  of  the  ad- 
ministrative councils. 

Pennsylvania  Medicine  enjoyed  an  increase  in  national 
advertising  in  1971  of  thirty  pages — a seven  percent 
increase  over  1970.  The  first  six  months  of  1972  provided 
twenty  pages  more  national  advertising  than  the  same 
period  in  1971,  but  is  still  far  short  of  1969  national  adver- 
tising. Local  advertising,  however,  while  still  a small  item,  is 
increasing  and  classified  advertising  remains  a fairly  con- 
stant factor. 

The  headquarters  building,  now  in  its  sixth  operational 
year,  continues  to  be  a source  of  pride  and  accomplishment 
to  the  membership.  With  the  anticipated  growth  of  the 
Medical  Care  Appraisal  Project,  much  thought  has  been 
given  to  possible  expansion  of  the  building.  The  alternatives 
which  have  been  investigated  include  the  addition  of  a 
fourth  floor  (initial  construction  allowed  for  this  consider- 
ation) or  a three-story  wing  on  the  south  end  of  the  build- 
ing. Architectural  drawings  and  preliminary  cost  estimates 
have  been  obtained  and  reviewed. 

Until  expansion  becomes  an  absolute  necessity,  every 
conceivable  effort  will  be  made  to  achieve  maximum  effec- 
tive utilization  of  available  space. 
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The  customary  examination  of  the  Society’s  accounts  as  of 
December  31,  1971,  was  performed  by  Main,  Lafrentz  & 
Co.,  certified  public  accountants,  and  the  report  of  their 
audit  is  being  submitted  to  all  members  of  the  House  of  Dele- 
gates. It  is  available  to  others  upon  request. 

The  Society’s  resources  are  contained  in  five  separate 
funds.  Four  of  these  funds  are  earmarked  for  special  purposes 
and  are  not  available  for  current  operating  expenses. 

The  annual  assessment  of  our  members  who  pay  full  dues 
was  $75  for  the  year  1971.  Of  this  total,  however,  only  $66 
was  available  to  the  General  Fund  for  the  operating  expenses 
of  the  Society.  By  action  of  the  House  of  Delegates.  Nine 
dollars  per  member  was  allocated  as  follows:  $8.00  to  the  Ed- 
ucational and  Scientific  Trust  for  loans  and  $1.00  to  the 
Medical  Benevolence  Fund. 

The  General  Fund  is  the  active  functioning  account  for  the 
day-to-day  operation  of  the  Society’s  various  programs. 
During  1971,  income  for  this  account  (derived  chiefly  from 
dues,  advertising  in  Pennsylvania  Medicine,  commercial  ex- 
hibits and  registration  fees  at  the  scientific  session,  and  in- 
vestments) amounted  to  $961,510  and  expenditures  of 
$927,674,  as  well  as  payments  on  the  mortgage  principal 
and  for  equipment  of  $10,453,  the  Society  ended  the  year 
with  a surplus  of  $23,383  in  the  General  Fund. 

The  Medical  Defense  Fund  had  assets  totaling  $107,1  1 1 
at  the  beginning  of  the  fiscal  year.  The  fund  realized  income 
on  savings  and  securities  in  the  amount  of  $4,323.  Gain  on 
the  sale  of  securities  totaled  $9,744.  The  fund  paid  out 
$14,288  for  medical  defense  purposes  and  $530  for  other 
expenses  for  a total  of  $14,758,  which  resulted  in  a loss  of 

Reports  of  District  Tru 

I First  District  a.  Reynolds  Crane,  M.D. 

i As  the  pages  of  Board  minutes.  Executive  Committee 
reports,  and  Philadelphia  Medicine  are  turned  in  prepara- 
' tion  of  this  report,  the  tremendous  amount  of  time  and  con- 
: cern  devoted  by  the  First  Councilor  District  (Philadelphia 
County  Medical  Society)  to  the  examination,  evaluation, 
and  monitoring  of  various  proposals  for  health  care  delivery 
systems  during  the  past  year  is  impressive.  It  is  an  impor- 
tant task;  for,  as  the  frenzy  for  "planning”  grows,  the 
county  society  has  the  responsibility  of  separating  the 
I euphoric  from  the  practical  and  of  preventing  the  providers 
! of  health  care  from  being  shredded  by  overlapping  plans. 
The  society  has  reviewed  and  followed  the  organization  of 
the  Philadelphia  Health  Management  Corporation  which 
proposes  to  manage,  under  federal  support,  a total  health 
' care  delivery  system  for  the  city  of  Philadelphia.  It  has 
followed  the  organization  of  Group  Health  Planning  of 
I Greater  Philadelphia  which  will  attempt  to  develop  systems 
of  prepaid  total  medical  care  under  private  enterprise  with 
the  help  of  Blue  Cross  and  Blue  Shield  and  it  is  partici- 


$691  for  the  year,  thus  reducing  the  assets  of  the  fund  to 
$ 1 06,420  as  of  December  31,  1971. 

Assets  in  the  Medical  Benevolence  Fund  totaled 
$547,731  on  January  1,  1971.  The  fund  received  $10,627 
from  dues  allocations.  $22,579  from  income  on  invest- 
ments, contributions  from  the  Woman’s  Auxiliary  of 
$5,779,  and  gain  on  the  sale  of  investments  $55,077 — for 
total  income  to  the  fund  of  $94,062.  Payments  to  recipients 
amounted  to  $47,340  and  investment  expenses  of  $2,389 
for  a total  of  $49,729,  reduced  the  net  gain  to  the  fund  to 
$44,333.  Total  value  of  the  fund  as  of  December  31.  1971, 
was  $592,064. 

At  the  beginning  of  1971,  the  Contingency  Reserve  Fund 
was  valued  at  $341,082.  The  Board  of  Trustees  authorized 
the  transfer  of  the  1970  surplus,  totaling  $69,428,  to  the 
Contingency  Reserve  Fund.  Income  on  investments  was 
$14,585,  gain  on  the  sale  of  investments  amounted  to 
$38,065,  and  investment  expenses  totaled  $1,729.  These 
transactions  resulted  in  an  increase  in  the  assets  of  the  fund 
to  a total  of  $46 1 ,43  1 on  December  31,  1 97  1 . On  January 
11,  1972,  the  Board  of  Trustees  authorized  the  transfer  of 
the  1971  surplus  to  the  Contingency  Reserve  Fund. 

As  of  December  31,  1971,  the  Property  and  Equipment 
Fund  included  land  and  building  with  a net  value  of 
$71  1,569  and  furniture  and  equipment  with  a net  value  of 
$51,902.  Depreciation  reserves  for  replacement  of  both  the 
building  and  the  furniture  and  equipment  accounted  for 
$ 1 77,680.  The  mortgage  was  reduced  to  $74. 1 66  by  the  end 
of  1971.  The  total  value  of  the  Property  and  Equipment 
Fund  (including  accumulated  depreciation)  was  $94 1.151  at 
the  end  of  fiscal  year  1971. 

stees  and  Councilors 


pating  in  the  planning  of  a delivery  system  (South 
Philadelphia  Health  Action)  which  is  consumer  directed  but 
contains  input  from  providers,  institutions,  and  consumers. 
Drs.  Sidney  Krasnoff,  Philip  Ingaglio,  and  John  D.  Alex- 
ander have  covered  these  activities  carefully  and 
thoroughly. 

Dr.  Wallace  G.  McCune  has  carefully  studied  the 
Council  on  Medical  Staffs.  One  meeting  of  hospital  staff 
representatives  was  held  and  a recommendation  to  develop 
a continuing  program  is  under  consideration.  Such  an  or- 
ganization of  staff  may  serve  to  influence  the  position  taken 
by  institutions  as  health  insurance  contracts  are  promul- 
gated. The  members  of  the  county  society  are  deeply  con- 
cerned over  the  concept  stated  in  the  new  Blue  Cross  con- 
tract that  the  hospital  may  not  be  paid  for  admissions 
judged  in  retrospect  to  be  medically  unnecessary  and  which 
has  nurtured  a court  ruling  that  the  physician  may  be  held 
liable  for  such  charges  as  in  the  Brecher  case.  The  district, 
the  State  Society,  and  the  AMA  have  all  agreed  to  the  sup- 
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port  of  the  defense  in  that  instance.  While  the  Blue  Cross 
contract  does  not  actually  make  the  physician  liable,  he  has 
a concern  that  post  facto  judgements  of  his  medical  treat- 
ments should  not  jeopardize  the  fiscal  status  of  treatment 
centers. 

The  active  membership  of  the  county  society  has 
increased  from  2,889  to  2,901,  and  there  has  been  a 
decrease  in  affiliate  and  associate  members  to  give  a total 
current  roster  of  3,620.  Intern  and  resident  members  have 
been  added  with  fifty-nine  in  this  category  and  creation  of  a 
special  section  and  possible  Board  representation  for  them 
is  under  development.  Bylaw  changes  have  permitted  the 
acceptance  of  osteopaths,  and  several  are  now  active 
members.  In  addition,  the  president  of  the  Philadelphia  Os- 
teopathic Society,  by  invitation,  has  attended  Board  meet- 
ings. Dr.  Robert  Pressman  has  prepared  an  effective  letter 
on  why  a physician  should  belong  to  his  county  society  and 
his  efforts  as  chairman  of  the  Committee  on  Membership 
and  Society  Organization  have  taken  advantage  of  the  cam- 
paign at  the  state  level  and  have  been  productive  of  a 
growing  interest.  The  seven  branch  societies  continue  to  be 
an  increasingly  effective  segment  of  the  society’s  organiza- 
tion. Branch  meetings  are  well  attended,  and  discussions 
there  bring  much  needed  grass-roots  understanding  to  the 
Board  through  the  branch  directors.  In  recognition  of  the 
importance  of  developing  concepts  of  medical  practice  in 
the  future,  the  society  has  contributed  $5,000  to  Pennsyl- 
vania Medical  Care  Foundation.  The  Utilization  Com- 
mittee under  Dr.  George  Fisher  has  developed  in  experi- 
ence and  facility  for  evaluating  problem  situations  and  has 
greatly  increased  the  understanding  of  physicians  as  to  the 
importance  and  significance  of  their  record  data. 

Past-President  George  A.  Hahn,  M.D.,  appeared  in  the 
Blue  Cross  hearings  before  the  insurance  commissioner; 
Blue  Shield  has  been  urged  to  maintain  the  physician  con- 
trol of  its  board;  and  President  Robert  R.  Tyson,  M.D.,  has 
addressed  a forceful  letter  to  the  governor  in  criticism  of  the 
tactics  of  the  insurance  commissioner. 

In  occurrence,  the  significance  and  purpose  of  which 
remains  to  be  seen,  is  the  recent  effort  at  unionization  of 
house  staffs.  The  Philadelphia  Association  of  Interns  and 
Residents  (PAIR)  was  formed  a year  ago  and  succeeded  in 
forcing  elections  at  Temple,  Einstein  Northern,  Wills  Eye, 
and  Pennsylvania  Hospitals.  Temple,  Einstein,  and  Wills 
house  staff  voted  to  have  unions,  but  unionization  was 
rejected  by  the  house  staff  at  Pennsylvania. 

The  Professional  Relations  Committee  under  Dr.  Henry 
Wieder  continues  to  be  a most  important  public  relations 
tool  in  bringing  about  understanding  and  equitable  settle- 
ments between  physicians  and  patients.  This  group  has 
taken  on  an  additional  arbitration  activity  in  evaluating  re- 
tirement cases  for  the  City  of  Philadelphia  where  there  is 
dispute  between  the  Board  of  Education  and  a personal 
physician. 

The  Benjamin  Rush  group  award  this  year  was  given  to 
St.  John’s  Settlement  House  in  recognition  of  its  work  in  re- 
habilitation of  drug  abusers.  The  Da  Costa  oration  was 
given  by  Dr.  Lawrence  Weed  who  spoke  on  the  "Problem 
Oriented  Record.”  In  considering  public  relations,  a special 
accolade  must  again  go  to  the  Woman’s  Auxiliary  under 
Mrs.  Richard  A.  Brunner  who  has  graciously  agreed  to 


serve  a second  year  as  president  and  under  whose  guidance 
the  Annual  Health  Institute  again  drew  an  interested  audi- 
ence. The  ladies  have  also  done  excellent  work  in  moni- 
toring and  counting  ballots  for  Society  elections.  The 
Pfahler  Foundation  continues  its  concern  with  the  financ- 
ing of  medical  education  and  extended  aid  to  sixteen 
students  this  year  in  the  amount  of  $9,250.  The  Medico- 
Legal  Committee  under  Dr.  John  Helwig  has  also  contrib- 
uted to  the  effort  for  a better  understanding  and  held  a sym- 
posium on  malpractice  with  the  bar  association  as  well  as 
continued  the  evaluation  of  malpractice  claims.  This  com- 
mittee also  serves  as  the  evaluating  agency  for  the  district 
under  the  State  Society’s  malpractice  program. 

Contact  with  the  medical  colleges  through  a dean’s  com- 
mittee under  Dr.  Eugene  P.  Pendergrass  continues  the  end- 
less process  of  maintaining  liaison  and  understanding  be- 
tween faculties  and  practitioners,  a task  made  easier  by  the 
many  teachers  who  are  active  in  society  affairs  in 
Philadelphia.  Philadelphia  Medicine  continues  to  be  a most 
effective  instrument  in  keeping  the  membership  both  in- 
formed and  knowledgeable.  Dr.  Donald  Geist,  editor,  with 
the  help  of  the  Publications  Committee  under  Dr.  Alma  D. 
Morani,  has  made  the  magazine  a great  asset  to  the 
members  and  all  who  read  it.  The  educational  activities  of 
the  society,  through  the  self-evaluation  program  developed 
by  Dr.  Edward  McGehee,  have  earned  both  national  and 
international  recognition  with  requests  for  use  coming  from 
places  as  far  away  as  Idaho  and  from  Hadassah  Medical 
College  in  Israel. 

The  measure  of  the  success  of  any  organization  is  the 
participation  of  the  membership,  and  the  Philadelphia 
County  Medical  Society  has  500  members  active  in  the  af- 
fairs of  its  fifty  committees.  But  committees  depend  for 
their  being  and  their  guidance  upon  the  leaders  of  the  soci- 
ety, and  this  year  Dr.  George  Hahn  and  Dr.  Robert  Tyson 
have  been  able  spokesmen  in  educational,  public,  and  pro- 
fessional arenas.  Finally  no  report  can  be  complete  without 
recognition  of  the  support  afforded  to  the  county  society  by 
its  administrative  personnel  and  the  First  District  has  been 
fortunate  indeed  in  the  effective  direction  given  by  Mr. 
Richard  Nelson  in  his  second  year  as  executive  secretary. 


Second  District  Leroy  a.  Gehris,  M.D. 

The  following  report  is  a summary  of  the  activities  for 
1971-1972  conducted  by  the  county  medical  societies  of  the 
Second  Councilor  District  of  the  Pennsylvania  Medical  Soci- 
ety (Berks,  Bucks,  Chester,  Delaware,  Lehigh,  and  Mont- 
gomery). A more  detailed  report  is  available  in  the  1972  Of- 
ficial Reports  Book,  which  is  available  upon  request  from  So- 
ciety headquarters. 

All  six  counties  in  the  Second  Councilor  District  have  had 
a very  active  year.  Regular  membership  meetings  have  been 
conducted  featuring  scientific  and  other  appropriate  presen- 
tations. Special  meetings  were  held  in  conjunction  with  other 
disciplines,  i.e.,  county  bar  associations  and  a medicine  and 
religion  group  with  members  of  the  clergy  from  all  denomi- 
nations. 

Annual  dinner  meetings  for  the  purpose  of  inaugurating 
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the  new  president  and  officers  of  the  society  were  held  by 
four  counties.  One  society  had  a formal  dinner  dance  meet- 
ing; another  held  a banquet  with  the  leaders  in  the  various 
health  groups,  political  leaders,  judges,  and  representatives  of 
surrounding  medical  societies.  A dinner  meeting  conducted 
by  one  society  featured  the  new  president  and  other  members 
participating  in  presentations. 

For  one  county  society  a Joint  meeting  of  the  county  bar 
association  and  the  county  medical  society  with  Governor 
Milton  J.  Shapp  as  the  speaker  was  one  of  the  outstanding 
meetings  of  the  year. 

One  society  held  an  annual  dinner  meeting  for  physicians 
and  wives.  At  this  meeting  the  annual  scholarship  awards 
were  made  to  medical  students  and  the  PMS  Fifty-Year 
Awards  were  presented  to  members  eligible  for  this  honor. 

An  annual  luncheon  meeting  by  one  of  the  societies  for  the 
purpose  of  presenting  the  county  Benjamin  Rush  awards  was 
held  as  usual.  At  this  meeting  community  leaders  were 
guests.  Good  public  relations  is  the  benefit  derived  from  such 
^ meetings. 

^ Board  meetings  were  held  at  regular  monthly  intervals  by 
i each  society  in  the  Second  District.  The  amount  of  work 
i done  by  these  boards  is  phenomenal.  Meetings  are  held  in 
1 July  and  August  only  if  a special  situation  arises. 

■ Numerous  and  diverse  activities  were  undertaken  by  all 
' the  counties  in  all  facets  of  health  care  in  their  area. 

The  common  denominator  this  year  has  been  peer  review. 

; The  activities  in  peer  review  at  the  county  level  in  the  Second 
District  extended  from  the  formation  of  a committee  to  lay 
the  groundwork  and  guidelines  in  one  county  society,  to  the 
j end  result  in  two  counties  where  the  peer  review  mechanism 
' is  complete  and  is  a part  of  the  bylaws  of  the  respective  or- 
j ganizations.  A new  Blue  Cross  Contract  has  been  consum- 
I mated  with  hospitals  in  these  two  counties.  In  the  Blue  Cross 
contract  the  parties  have  agreed  that  in  the  event  of  any  un- 
settled disagreement,  the  matter  will  be  referred  to  the  county 
medical  society  utilization  and  peer  review  committee.  The 
decision  of  the  county  peer  review  committee  will  be  final. 

The  awarding  of  scholarships  to  worthy  and  needy  medical 
students  is  another  area  of  activity  in  which  all  of  the 
counties  participated.  Trust  funds  were  established  in  some 
of  the  counties  to  achieve  this  end. 

Membership  was  an  item  of  consideration  in  each  county 
society.  There  has  been  no  significant  change  in  the  number 
of  physician  members  in  the  district  during  the  past  year.  Ef- 
forts have  been  made  to  enroll  all  eligible  physicians  in  the 
county  medical  society.  One  county  society  made  special  ef- 
forts to  enroll  the  residents  and  interns  in  a hospital  in  their 
county.  The  efforts  were  totally  unsuccessful.  The  impression 
I was  created  that  there  has  been  an  increase  in  the  number  of 
[ physicians  who  have  indicated  their  desire  to  drop  mem- 
I bership  in  the  Pennsylvania  Medical  Society.  Personal  con- 
tact has  solved  these  problems  successfully  for  the  time  being. 

On  May  6,  1972,  a Second  Councilor  District  Meeting  was 
I held  at  the  Fleidelberg  Country  Club  in  Berks  County.  This 
' meeting  is  an  annual  affair  with  each  county  society  taking  a 
turn  as  the  host  county.  The  meeting  was  attended  by  forty 
i individuals — physicians,  wives,  county  medical  society  exec- 
1 utives,  and  guests.  All  six  counties  in  the  district  were 
" represented.  The  meeting  was  pleasant  and  informative.  It 
was  pleasant  because  of  the  delightful  countryside,  excellent 


weather,  good  fellowship,  and  delicious  food.  It  was  informa- 
tive because  of  the  presence  of  members  of  the  PMS 
headquarters  staff  Mr.  John  Rineman,  executive  director  of 
the  Pennsylvania  Medical  Society,  M r.  Larry  Fosselman,  and 
Mr.  LeRoy  Erickson.  Discussion  included  these  topics:  The 
Welfare  Patient,”  "Educational  Requirements  for  Continued 
Membership  in  the  Pennsylvania  Medical  Society,”  and  "The 
Pennsylvania  Medical  Care  Eoundation.”  Each  member 
present  was  able  to  return  to  his  county  society  with  informa- 
tion to  disseminate. 

My  association  with  the  fine  physicians  and  others  in  the 
second  councilor  district  is  unforgettable.  It  has  been  a very 
rewarding  year. 

Third  District  Ralph  k.  Shields,  m.d. 

Organized  medicine  today  is  more  aware  of  the  impor- 
tance of  the  concerns  of  the  individual  physician  than  ever 
before.  Input  from  the  component  county  medical  societies 
reflecting  the  thinking  of  the  individual  members,  provides, 
perhaps,  greater  help  for  policy-making  boards,  councils,  and 
officers  than  any  other  source.  Indeed,  this  type  of  input 
provides  guidelines  that  are  most  important  and  helpful. 

This  year,  as  was  the  case  last  year,  each  county  society 
president  was  asked  to  respond  to  several  basic  questions  in 
preparing  the  annual  report.  As  will  be  noted  in  the  reports 
that  follow,  the  problems  and  concerns  are  similar. 

Carbon  County 

The  Carbon  County  Medical  Society  was  bereaved  with 
the  sudden  loss  of  two  of  its  members,  James  Steele,  M.D. 
and  Edmond  Knesevitch,  M.D. 

Members  of  this  society  have  actively  endorsed  and  partic- 
ipated in  the  arthritis  clinic  at  Gnaden  Huetten  Hospital  in 
Lehighton. 

The  usual  fine  turnout  and  good  time  occurred  at  the  an- 
nual doctor’s  day  and  golf  tournament  in  August.  Two 
members  of  the  Carbon  County  Society  attended  the  1971 
Annual  Business  Meeting  in  Pittsburgh. 

Harold  R.  Weidaw,  M.D.  arranged  for  the  presentation  of 
engraved  gold  gavels  to  the  past-presidents  of  the  Carbon 
County  Medical  Society.  Talent  of  its  own  members  has  been 
utilized  for  the  scientific  sessions  of  membership  meetings 
and  the  society  now  is  in  the  process  of  establishing  a con- 
tinuing medical  education  program  for  its  members. 

Several  Carbon  County  Society  members  are  actively 
helping  to  establish  a “mobile  health  unit”  for  Carbon 
County  under  the  auspices  of  the  State  Society. 

Attendance  at  membership  meetings  averages  between  12- 
16.  Some  of  the  concerns  of  members  of  the  Carbon  County 
Medical  Society  include  communication  between  the  State 
Society  and  the  members  and  increased  political  lobbying, 
particularly  on  the  subject  of  chiropractic.  There  is  also  a 
desire  for  closer  work  by  the  State  Society  at  the  grassroots 
level. 

Lackawanna  County 

The  Lackawanna  County  Medical  Society  has  had  a busy 
and  productive  year.  It  has  been  very  successful  with  its  edu- 
cational program,  a three-hour  monthly  seminar,  with  out- 
standing speakers  plus  a panel  of  local  physicians  conversant 
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with  the  subject  under  discussion.  Attendance  at  these  pro- 
grams has  always  been  over  100  physicians  and  is  increasing 
each  month. 

During  the  flood  emergency,  the  Lackawanna  County  So- 
ciety had  an  opportunity  to  help  its  colleagues  from  Luzerne 
County  by  providing  medical  help  to  flood  victims.  Two  or 
more  Lackawanna  County  physicians  stood  four-hour  shifts 
in  the  flood  area  around  the  clock  for  a week  following  the 
flood.  In  all,  fifty-nine  members  of  the  Lackawanna  County 
Society  served  in  this  direct  capacity  of  flood  relief  and  many 
others  provided  emergency  duty  in  Lackawanna  hospitals 
where  flood  victims  were  transported  from  the  flooded  areas. 

In  August,  the  society  instituted  its  first  “Sports  Medicine 
Seminar.”  This  was  an  all-day  program  for  physicians,  athlet- 
ic directors,  and  coaches  from  area  colleges,  high  schools, 
little  leagues,  and  midget  football  associations.  Its  purpose  is 
to  bring  to  the  attention  of  all  those  concerned  with  sports  ac- 
tivities the  importance  of  proper  medical  care,  both  preven- 
tive and  therapeutic,  and  hopefully  will  result  in  fewer  inju- 
ries and  better  treatment  of  those  injuries  that  do  occur. 
Joseph  Godfrey,  M.D.,  orthopaedic  consultant  to  the  Buffalo 
Bills  football  team,  and  “Red”  Romo,  team  trainer  for  the 
U.S.  Naval  Academy,  were  scheduled  to  be  the  guest  speak- 
ers together  with  local  physicians  who  are  knowledgeable  in 
the  subject. 

Success  in  the  above-mentioned  activities  has  been  tem- 
pered by  rather  poor  attendance  at  business  meetings  and 
matters  related  to  medical-economic  and  medical-political 
areas.  The  membership  of  the  Lackawanna  County  Medical 
Society  feels  very  frustrated  over  increasing  controls  and 
paperwork  imposed  by  hospitals,  government.  Blue  Shield, 
other  third  parties  and  malpractice  threats.  Members  feel 
concerned  about  these  things  but  have  adopted  a “what’s  the 
use”  attitude  instead  of  seeking  help  in  these  areas  from  or- 
ganized medicine. 

It  is  in  this  area  that  organized  medicine — at  the  county, 
state,  and  national  levels — must  prove  to  the  individual 
physician  by  real  action,  and  not  merely  words,  that  the  indi- 
vidual physician’s  hope  at  successfully  meeting  these  threats 
is  through  collective  action  by  organized  medicine. 

A staff  member  assigned  to  the  Lackawanna  County  Medi- 
cal Society  as  a field  representative  to  attend  meetings  and 
provide  information  and  assistance  would  be  greatly  appreci- 
ated and  would  help  achieve  better  rapport  between  the  State 
Society  and  the  county  society. 

Monroe  County 

The  most  significant  county  society  activity  of  the  past 
year  was  a special  dinner  meeting  called  for  the  purpose  of 
honoring  Marshall  R.  Metzgar,  M.D.,  a Stroudsburg 
physician  who  has  practiced  medicine  in  Monroe  County  for 
over  fifty  years.  Doctor  Metzgar  presented  to  the  society  a 
history  of  the  practice  of  medicine  in  the  county  during  his 
long  experience.  This  represented,  in  microcosm,  a synopsis 
of  the  changes  in  medicine  that  were  taking  place  throughout 
the  entire  state.  Additional  activities  included  several  meet- 
ings at  which  a prominent  guest  speaker  addressed  the  group. 
Topics  ranged  from  the  latest  surgical  treatment  of  coronary 
artery  disease  to  a biological  study  of  disease  factors  in  the 
county. 

The  chief  problems  and  concerns  of  the  county  society 
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during  the  past  year  were  generally  connected  with  the  im- 1 
pact  of  state  and  federal  governmental  regulations  and  pro- 1 
grams  on  the  practice  of  medicine  in  the  county.  A great  deal  I 
of  dissatisfaction  was  expressed  concerning  the  State  Medical  f 
Assistance  Program  as  it  affects  the  practitioner  in  his  office  f 
and  in  his  hospital  practice.  In  another  area,  future  planned  ^ 
expansion  of  the  County  Hospital  was  quite  restricted  y 
because  of  policies  of  regional  governmental  and  quasi-  s; 
governmental  approving  agencies.  t 

One  of  the  greatest  strengths  of  the  Pennsylvania  Medical  § 
Society  is  that  it  provides  a forum  for  local  concerns  to  be  1^ 
presented  on  a statewide  level.  The  effectiveness  of  this  , 
process  was  graphically  demonstrated  in  the  past  year  when  i 
the  Monroe  County  Medical  Society  presented  a resolution  ) 
to  the  entire  PMS  House  of  Delegates  at  the  last  meeting,  had 
it  approved,  and  then  had  action  taken  to  implement  the  reso- 
lution. 

The  Monroe  County  Medical  Society  reports  that  one  of 
the  weaknesses  of  the  Pennsylvania  Medical  Society  is  in  the 
area  of  communication.  In  spite  of  many  exemplary  at- 
tempts, there  is  still  poor  communication  between  PMS  of- 
ficials and  the  “grass  roots”  membership. 

It  is  the  feeling  of  the  Monroe  County  Medical  Society 
that  the  performance  of  PMS  could  be  improved  if  there  were 
greater  interest  and  stronger  support  of  the  organization  by 
the  “grass  roots”  membership.  This  could  be  encouraged  by 
more  frequent  and  more  personal  communications  between 
the  officers  of  PMS  and  the  local  county  society  officers. 

The  Monroe  County  Medical  Society  recommends  that 
PMS  priorities  should  inclu4e  (as  they  do)  vigorous  activity 
in  the  areas  of  (a)  federal  and  state  regulations  as  they  affect 
the  practicing  physician,  (b)  proposed  National  Health  Insur- 
ance plans  and  their  effect  on  the  practicing  physician,  (c) ' 
third  party  carriers  and  the  effect  on  the  practicing  physician,  j 
and  (d)  encouragement  of  younger  physicians  to  play  a more  | 
active  role  in  the  affairs  of  the  Pennsylvania  Medical  Society.  ' 

Monroe  County  would  strongly  favor  a PMS  staff  member 
being  assigned  to  it  as  a field  representative. 

Northampton  County 

During  the  past  year,  the  Northampton  County  Medical 
Society  has  been  involved  in  several  projects  of  interest  on  j 
the  local  county  level  as  well  as  projects  concerning  neigh-  ' 
boring  counties.  The  principal  thrust  has  been  in  cooperation  ; 
with  the  Lehigh  County  Medical  Society  in  the  formative  i 
plans  for  the  inception  of  a Lehigh  Valley  Medical  Founda-  > 
tion.  Several  of  the  members  of  the  county  society  have  been 
diligently  working  with  the  members  of  the  Lehigh  County 
Society  in  drawing  up  a constitution  and  bylaws  for  the  foun-  i 
dation.  This  has  required  much  time  and  effort  on  the  part  of 
many  of  the  members  of  the  Northampton  County  Medical 
Society.  The  membership  has  been  kept  constantly  appraised 
of  the  status  as  well  as  given  an  opportunity  to  comment  on  ! 
the  prototype  bylaws  and  constitution. 

After  many  months  of  work,  the  concept  of  the  medical  ■ 
care  foundation  was  presented  to  the  Northampton  County 
Society  and  the  Lehigh  County  Society  by  members  of  the 
staff  of  the  Pennsylvania  Medical  Society.  After  due  consid- 
eration, both  the  Lehigh  County  and  the  Northampton 
County  Medical  Societies  agreed  in  principle  to  join  in  the  j 
formation  of  the  Medical  Care  Foundation  presently  ex-  j 
pected  to  begin  operation  sometime  in  the  fall.  I 
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Other  items  of  importance  that  occurred  during  the  past 
year  have  been  further  involvement  in  comprehensive  health 
planning  and  Regional  Medical  Programs  in  the  East  Central 
Pennsylvania  region  which  embraces  six  counties  including 
Northampton.  The  Northampton  County  Society  has  been 
asked  to  support  the  comprehensive  health  planning  division 
by  monetary  cooperation.  The  society  had  been  on  record 
previously  agreeing  to  this  and  now  that  the  local  organiza- 
tion of  comprehensive  health  planning  has  been  funded  and 
accepted  by  the  federal  government,  the  county  again  was 
called  upon  to  reiterate  its  previous  position  which  it  has 
done. 

Other  things  of  interest  have  been  the  stimulation  of  soci- 
ety members  to  become  active  in  a non-profit  organization 
based  in  the  Lehigh  Valley,  the  Lehigh  Committee  Against 
Medical  Fraud  and  Quackery.  There  has  been  a constant 
problem  in  this  area  with  the  chiropractors  who  have  been 
quite  active,  and  it  has  been  with  the  aid  of  the  Committee  on 
Health  Fraud  and  Medical  Quackery  that  some  slight  im- 
provement in  the  climate  has  been  attained.  Many  members 
of  the  Northampton  County  Society  are  active  in  this  area. 

The  regular  monthly  meetings  of  the  county  society  were 
held  with  an  increased  attendance  over  the  preceding  year. 
The  principal  focus  of  the  meetings  was  a mixture  of  eco- 
nomics and  the  latest  of  medical  diagnostic  and  therapeutic 
techniques.  The  membership  has  enjoyed  this  type  of  mixed 
program  and  the  society  plans  to  continue  such  programs  in 
the  future. 

This  county  society  was  well  represented  at  a recent  meet- 
ing of  the  Third  Councilor  District,  where  views  of  all  of  the 
individual  counties  were  expressed.  There  was  a feeling  of  the 
existence  of  common  problems  in  the  district.  The  informa- 
tion gained  was  relayed  to  the  Northampton  County  mem- 
bership which  was  apprised  of  problems  that  are  developing, 
particularly  those  in  regard  to  the  attacks  on  the  profession 
by  members  of  the  state  government. 

Wayne-Pike  County 

This  society  had  a combined  meeting  with  the  local  bar  as- 
sociation and  discussed  at  length  the  new  Mental  Health  Act. 

The  Wayne-Pike  County  Society  has  endorsed  the  SAMA- 
MECO  Project  and  has  these  students  in  the  local  hospital.  In 
addition,  several  other  medical  students  and  premedical 
students  have  participated. 

One  of  the  principal  concerns  of  this  county  is  the  need  for 
more  family  physicians. 

The  society  continues  to  hold  regular  meetings.  The  of- 
ficers of  the  society  are  looking  for  ways  to  secure  greater  in- 
volvement by  the  members. 

Communications 

In  an  effort  to  improve  communication  with  the  mem- 
bership at  the  county  level,  a letter  was  sent  to  the  president 
and  secretary  of  each  county  society  following  every  board  of 
trustees  meeting.  This  communication  included  actions 
taken  and  highlights  of  each  board  meeting  during  the  past 
year. 

Councilor  District  Meeting 

The  Annual  Third  Councilor  District  Meeting  was  held 
April  22,  1972  at  Buckhill  Falls.  There  was  good  represent- 


ation from  every  county  medical  society  in  the  district.  We 
were  honored  to  have  George  P.  Rosemond,  M.D.,  State  So- 
ciety president,  attend  our  meeting  and  lead  the  discussion. 
As  in  previous  years  there  was  excellent  representation  from 
the  State  Society  staff,  including  John  F.  Rineman,  Larry 
Fosselman,  Robert  Craig,  L.  Riegel  Haas,  and  LeRoy  C. 
Erickson.  There  was  lively  informal  discussion  regarding  the 
issues  facing  us  today  in  organized  medicine.  Dr.  Rosemond 
and  the  staff  members  were  very  informative  and  helpful  in 
presenting  the  position  of  the  State  Society  regarding  these 
issues.  A number  of  wives  who  accompanied  their  husbands 
Joined  the  group  for  dinner,  following  which  the  meeting  ad- 
journed. It  was  a very  good  councilor  district  get-together. 

It  is  very  encouraging  to  note  in  the  various  reports  the  ac- 
tivities in  which  the  county  societies  are  becoming  in- 
volved— all  directed  to  improve  the  quality  of  health  care 
and  its  delivery. 


Fourth  District  George  a.  Rowland,  M.D. 

Medical  practice  in  the  fourth  district,  largely  centered  in 
small  communities,  has  not  been  subject  to  any  major  up- 
heaval in  the  past  year.  As  has  been  the  case  previously, 
grievances  have  been  few  and  minor  in  nature.  Malpractice 
suits  continue  to  be  few. 

Some  agitation  was  noted  among  doctors  at  the  an- 
nouncement of  the  HMD  Program  to  be  organized  by  the 
Geisinger  Hospital  in  Danville.  Some  felt  that  this  might 
prove  to  be  an  encroachment  upon  private  practice. 
Numerous  explanatory  meetings  were  organized  by  the 
Geisinger  staff  where  most  questions  were  answered  in  a 
satisfactory  manner.  Most  physicians  have  now  adopted  a 
wait-and-see  attitude.  It  is  generally  agreed  that  such  an  ex- 
perimental program  is  valid  especially  in  view  of  the  many 
proposals  which  are  presently  before  Congress.  Most 
doctors  feel  that  the  results  may  prove  to  be  interesting. 

Interest  in  the  establishment  of  a district  executive  office 
dimmed  considerably  when  hard  figures  as  to  the  likely  cost 
became  available.  It  still  appears  that  such  an  arrangement 
might  be  most  effective  for  this  area.  It  is  interesting  to  note 
that  proposals  which  will  be  considered  by  the  House  of 
Delegates  in  1972  will,  if  passed,  serve  to  give  some  of  the 
services  which  are  presently  lacking  for  the  small  county 
societies.  Action  by  the  House  of  Delegates  will  be  watched 
with  interest  by  representatives  of  the  fourth  district. 

A meeting  of  leaders  of  the  societies  in  the  district  was 
held  in  November  1971.  In  addition  to  discussion  of  a dis- 
trict executive,  there  were  presentations  by  members  of  the 
staff  on  the  Pennsylvania  Medical  Care  Foundation  and  the 
State  Society’s  continuing  education  requirements. 
Members  also  showed  considerable  interest  in  the  PMS- 
sponsored  professional  liability  program.  The  advantages  of 
this  program  are  so  obvious  that  it  has  already  received  con- 
siderable support  in  this  district. 

Schuylkill  County 

The  Schuylkill  County  Medical  Society  continues  to  meet 
monthly  in  spring  and  fall  at  the  Pottsville  Hospital  with  a 
Jefferson  seminar  and  luncheon.  Most  of  the  business  of  the 
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society  is  carried  out  by  the  executive  committee,  and  there 
is  an  annual  banquet  meeting  in  December  at  which  time 
the  new  president  takes  office.  This  is  a scientifically 
oriented  county  society  concerning  itself  with  health 
problems  of  the  community.  Several  members  of  this  soci- 
ety are  active  on  state  committees. 

Northumberland  County 

This  society  also  operates  on  a spring  and  fall  schedule 
with  scientific  and  social  programs  that  are  well  attended. 
The  business  of  the  society  is  largely  handled  by  an  execu- 
tive committee.  Meetings  are  held  in  various  locations 
around  the  county.  For  several  years  joint  meetings  have 
been  held  once  or  twice  a year  with  Columbia  County,  and 
these  have  established  a warm  relationship  among  the 
physicians  involved.  This  spring  a joint  social  meeting  was 
held  including  a golf  tournament  at  Three  Ponds  Country 
Club.  It  was  most  successful  and  will  probably  become  an 
annual  feature. 

Montour  County 

The  Montour  County  Medical  Society  has  both  the  ad- 
vantages and  disadvantages  resulting  from  the  fact  that 
four-fifths  of  the  members  are  members  of  the  Geisinger 
Medical  Staff.  Attendance  at  meetings  is  excellent  with  the 
highest  type  of  scientific  programs.  The  Geisinger  educa- 
tional program  is  making  more  effort  to  interest  doctors  in 
the  surrounding  area  in  the  educational  advantages  located 
at  the  institution.  With  the  new  continuing  education 
requirement  for  membership,  it  seems  likely  these  facilities 
will  become  the  hub  of  continuing  education  in  the  Fourth 
District  and  surrounding  areas. 

Columbia  County 

The  Columbia  County  Medical  Society  has  had  a new 
lease  on  life  as  a new  administration  has  taken  over  the  of- 
fices of  president,  secretary,  and  editor.  To  some  extent  this 
has  involved  a return  to  an  organization  which  had  been 
largely  discarded  several  years  ago.  The  Executive  Com- 
mittee has  been  de-emphasized,  and  the  discussion  of  politi- 
cal, social,  and  economic  problems  has  been  encouraged  at 
each  meeting.  On  the  whole,  local  talent  has  been  called 
upon  for  scientific  presentations.  These  have  been  kept 
short.  Subject  matter  has  been  practical  and  member  discus- 
sion has  been  considerable.  This  format  has  been  well 
received  and  there  seems  to  be  an  increase  not  only  in  at- 
tendance at  meetings  but  in  member  interest.  Plans  are  now 
under  way  in  cooperation  with  the  Greater  Delaware  Valley 
Regional  Medical  Program  to  institute  a series  of  con- 
tinuing education  seminars  in  the  fall. 

Fifth  District  David  S.  Masland,  M.D. 

As  1 write  this  report,  the  Fifth  Councilor  District  is 
clawing  its  way  out  of  the  most  devastating  flood  that  has 
ever  hit  this  area.  The  flood  has  been  no  respecter  of  indi- 
viduals, professions,  etc.  There  are  well  over  200  physicians 
in  this  general  area  whose  offices  have  been  wiped  out  and 
have  suffered  great  personal  loss  as  a result.  The  State  Soci- 


ety is  striving  in  every  manner  possible  to  aid  the  flood 
victims,  particularly  with  emphasis  on  making  it  possible 
for  these  physicians  to  return  to  practice  as  soon  as  possible. 
It  is  too  early  to  tell  what  the  results  will  be  in  terms  of 
disease,  the  economy  of  our  area,  and  physician  shortage. 
At  a time,  hpwever,  when  it  is  fashionable  to  be  critical,  1 
think  all  the  members  of  the  Board  of  Trustees  have  been 
particularly  proud  of  the  almost  instantaneous  response  of 
our  executive  staff  to  this  disaster. 

This  has  been  a traumatic  year  for  organized  medicine. 
Dr.  Hall’s  call  for  a constitutional  convention  of  the  AMA 
has  heaped  coals  on  the  fire  of  dissatisfaction  which  ap- 
parently is  widespread  throughout  our  membership.  Our  So- 
ciety has  responded  by  charging  the  Finance  Committee 
with  the  job  of  looking  into  the  Pennsylvania  Medical  Soci- 
ety from  top  to  bottom.  This  committee  is  challenging  eve- 
rything from  the  structure  of  the  State  Society  to  the  organi- 
zation of  the  House  of  Delegates  to  the  integrity  of  the 
county  societies.  It  is  attempting  to  search  out  better  ways 
of  organizing  our  Society  and  to  determine  what  our 
members  want  the  Society  to  do  and  how  they  might  ac- 
complish it.  The  staff  has  challenged  them  over  and  over 
again  in  this  regard  and  the  Finance  Committee  has  held 
lengthy  sessions  debating  these  issues. 

1 hope  all  members  will  attend  the  meetings  at  the  House 
of  Delegates  concerning  the  organization  of  the  AMA.  It  is 
important  that  we  all  become  better  informed  concerning 
the  operation  of  the  AMA.  1 for  one  would  cast  my  vote 
against  a constitutional  convention  as  I believe  we  have  the 
most  representative  forms  of  government  in  the  AMA,  the 
State  Society,  and  county  societies  that  is  possible.  There  is 
no  question  that  certain  changes  need  to  be  made.  1 hope 
that  necessary  changes  will  be  made  through  an  evolu- 
tionary process,  and  I believe  that  this  can  be  done  expedi- 
tiously, at  the  county,  state  and  AMA  levels. 

The  county  societies  in  the  Fifth  District  have  been  ac- 
tive in  carrying  out  their  local  projects  as  well  as  in  sending 
representatives  to  the  House  of  Delegates  and  Officers’ 
Conference. 

Adams  County 

The  Adams  County  Medical  Society  in  cooperation  with 
the  Pennsylvania  Medical  Society  sponsored  another  suc- 
cessful continuing  medical  education  program  with  more 
than  thirty  physicians  involved.  The  bylaws  of  the  society 
were  revised  to  take  in  changes  recommended  by  the  Penn- 
sylvania Medical  Society  and  to  shift  the  meetings  from 
evenings  to  immediately  following  the  hospital  staff  meet- 
ings. This  has  been  a helpful  change  in  a number  of  the 
smaller  societies.  The  hospital  staff  and  the  county  society 
in  many  of  the  small  societies  are  the  same,  and  by  com- 
bining or  sequentially  running  hospital  staff  and  county  so- 
ciety meetings,  attendance  at  both  has  been  improved.  The 
Adams  County  Society,  through  one  of  its  members,  set  up 
an  ambulance  personnel  training  course.  Adams  County 
continues  to  have  a physician  shortage  and  the  Search  Com- 
mittee has  continued  to  be  active. 

Cumberland  County 

The  Cumberland  County  Medical  Society  was  successful 
in  the  selection  of  a physician  coroner  and  also  a physician 
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as  chief  deputy  coroner.  With  the  encouragement  of  the 
Cumberland  County  Medical  Society,  rubeola,  rubella,  and 
oral  polio  programs  were  carried  out  in  the  kindergarten 
through  sixth  grades  with  notable  success.  John  H.  Harris, 
Jr.,  M.D.,  a member  of  the  House  for  twelve  years,  was 
elected  president  of  the  Cumberland  County  Medical  Soci- 
ety. The  society  held  its  fifth  annual  Sports-Medicine  Con- 
ference at  Dickinson  College  with  cosponsorship  by  the  so- 
ciety and  Dickinson  College.  Over  150  teachers,  coaches, 
physicians,  and  trainers  attended. 

Dauphin  County 

Since  the  last  meeting  of  the  House  of  Delegates,  the 
Dauphin  County  Medical  Society  held  its  third  planning 
committee  meeting  at  the  Sheraton  Harrisburg  Inn  to 
explore:  (1)  the  VD  problem  in  Dauphin  County,  (2)  the 
amalgamation  of  hospital  staffs  in  the  Greater  Harrisburg 
area,  and  (3)  interorganizational  problems  and  solutions.  As 
a result  of  this  meeting,  the  society  (1)  contacted  the  State 
Department  of  Health  to  enlist  its  aid  in  combating  the  VD 
problem  in  Dauphin  County,  (2)  established  an  ad  hoc  com- 
mittee to  establish  a Greater  Harrisburg  Area  Health 
Council  for  the  purpose  of  studying  and  determining  future 
needs  relating  to  the  expansion  of  hospitals  in  the  Greater 
Harrisburg  area  and  to  advise  the  society  and  the  communi- 
ty, in  addition  to  state  government,  on  such  needs  in  the  fu- 
ture, and  (3)  initiated  the  publication  of  a newsletter  en- 
titled "Dauphin  County  Medicine”  for  all  members  of  the 
society. 

Through  its  Subcommittee  on  Maternal  Welfare,  the  so- 
ciety contracted  with  the  College  of  Human  Development, 
Pennsylvania  State  University,  to  conduct  a study  on  infant 
mortality  in  Dauphin  County.  This  study  is  nearing  comple- 
tion and  its  results  will  be  directed  to  all  members  of  the  so- 
ciety. 

Through  its  Committee  on  Emergency  Medical  Care  and 
Disaster  Program,  the  society  continued  to  participate  in 
the  Greater  Harrisburg  Area  Disaster  Planning  Council. 
The  council  met  in  early  summer  for  the  purpose  of  dis- 
cussing the  establishment  of  a Dauphin  County  Emergency 
Health  Service  Council.  The  committee  also  explored  the 
ambulance  situation  in  the  Greater  Harrisburg  area. 

Through  its  Subcommittee  on  Mental  Health  and  Al- 
coholism, the  Dauphin  County  Society  conducted  a survey 
on  the  local  mental  health  facilities  regarding  the  extent  of 
their  services,  case  loads,  problems,  and  their  expectations 
for  1972.  Replies  were  received  from  90  percent  of  the  fa- 
cilities polled.  Their  programs  are  expanding,  but  there 
seems  to  be  a real  need  for  more  services  for  children. 

Because  of  the  ever-increasing  number  of  older  people, 
currently  twenty-one  million  in  the  United  States,  the 
Dauphin  County  Subcommittee  on  Geriatrics  believes  there 
is  a tremendous  need  to  establish  a functional  scientific  pro- 
gram with  emphasis  on  the  elderly  in  Dauphin  County.  The 
objective  would  be  to  keep  those  persons  with  adequate  ca- 
pacity for  community  living  from  being  admitted  to  an  in- 
1 stitution.  The  Dauphin  County  Society  plans  to  study  this 
! problem  further. 

Through  its  Advisory  Committee  to  Medical  Assistants, 

I this  society  maintained  close  liaison  with  the  Medical  As- 
I sistants  Association  of  Dauphin  County,  continued  to  sup- 


port the  Student  AMA  chapter  located  in  Hershey,  and  con- 
tributed $50  to  SAMA  for  sustaining  membership  in  that 
organization.  Liaison  with  the  local  bar  and  nurses  associa- 
tions has  been  continued  and  the  society  participated  once 
again  through  its  members  in  the  Tri-County  United  Fund 
Campaign. 

The  Dauphin  County  Society  is  considering  the  appoint- 
ment of  an  ad  hoc  committee  on  drug  abuse  program  for 
the  purpose  of  reviewing  the  total  drug  abuse  situation  in 
the  Greater  Harrisburg  area  with  the  objective  of  coming 
up  with  a program  either  supplemental  or  new  to  the  area, 
so  that  school  children  will  receive  the  proper  information 
about  drugs. 

At  the  last  session  of  the  House  of  Delegates,  the 
Dauphin  County  Society  recommended  to  the  Pennsylvania 
Medical  Society  that  it  establish  a uniform  code  for 
members  interested  in  incorporating  their  medical  practices 
as  a professional  association  in  the  Commonwealth  to 
include  requirements  for  their  naming,  notification  to  pa- 
tients, and  such  other  regulations  deemed  necessary  in  order 
to  avoid  confusion  among  patients  and  physicians  in  rela- 
tion to  incorporated  groups.  Dauphin  County  is  pleased  to 
note  that  the  Pennsylvania  Medical  Society  has  recently 
published  guidelines  for  establishment  of  professional  asso- 
ciations in  the  Commonwealth. 

Recently,  this  society  presented  a number  of  recommen- 
dations to  the  Pennsylvania  Medical  Society  concerning  the 
Medical  Assistance  Program  of  the  Commonwealth. 

The  society  participated  in  a public  hearing  on  the  rate 
increase  requested  by  Capital  Blue  Cross  in  November 
1971.  The  Dauphin  County  Society  recommended  that  the 
rate  increase  of  Blue  Cross  be  approved.  This  society  was 
also  a cosponsor  of  a smoking  withdrawal  clinic  in 
November  1971  in  cooperation  with  the  South  Central 
Pennsylvania  Heart  Association  and  the  Seventh  Day  Ad- 
ventist Church. 

Volunteer  physicians  again  provided  free  physical  exams 
for  nearly  100  children  who  attended  summer  camp  at  the 
Police  Athletic  League  in  Harrisburg.  In  addition,  the 
members  participated  in  the  PAL  football  program  by 
providing  similar  examinations  for  the  participants. 

During  the  June  1972  flood,  the  Dauphin  County  Medi- 
cal Society  established  a medical  command  center  at  the 
medical  bureau  of  Harrisburg  and  through  its  physicians 
exchange  maintained  communication  with  the  command 
center  of  the  City  of  Harrisburg,  Harrisburg  Area  Chapter 
of  American  Red  Cross,  Dauphin  County  Civil  Defense, 
Pennsylvania  Department  of  Health,  the  area  hospitals, 
radio  and  television  stations  and  members  of  the  society  in 
an  effort  to  provide  emergency  and  continuing  medical  care 
to  all  citizens,  including  those  temporarily  housed  in  the 
twenty-one  Red  Cross  shelters  during  the  disaster. 

Franklin  County 

The  Franklin  County  Medical  Society  had  an  active  year. 
Ten  dinner  meetings  were  held  throughout  the  year.  In  an- 
ticipation of  the  Pennsylvania  Medical  Society  continuing 
education  requirements,  attendance  increased  approxi- 
mately 50  percent.  The  guest  speakers  and  the  MED-COM 
productions  were  exceptionally  good  and  covered  a wide 
variety  of  topics  of  medical  interest.  The  society  sponsored 
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a series  of  thirty-five  spot  radio  announcements  covering 
the  drug  abuse  problem.  The  society  added  several  new 
members  over  the  past  year  and  anticipates  the  addition  of 
several  more  in  the  next  new  months.  Continued  medical 
interest  in  the  society’s  scientific  program  is  anticipated, 
and  this  will  undoubtedly  cause  an  increase  in  local  dues  as 
attendance  rises  at  the  dinner  meetings. 

Lancaster  County 

The  Lancaster  City  and  County  Medical  Society  con- 
tinued to  be  active  in  1971-72.  Turning  its  attention  to  the 
current  problem  of  venereal  disease,  several  of  its  members 
presented  a half  hour  panel  discussion  on  this  topic  over  a 
local  television  channel.  A special  commission  was  also 
formed  on  venereal  disease  for  further  community  service. 
The  past  year  has  also  seen  the  formation  of  a committee  on 
addictive  diseases.  Aid  was  given  the  American  Association 
of  Medical  Assistants  in  a recent  membership  drive. 
Winners  of  the  Science  Fair  were  again  given  prizes  of  U.S. 
Savings  Bonds,  and  the  Benjamin  Rush  Awards  received 
local  television  coverage.  A gift  of  $1,000  was  made  to  the 
Health  and  Welfare  Foundation  in  memory  of  the  late  Dr. 
Paul  Snoke.  Nine  regular  society  meetings  and  a successful 
dinner  dance  were  held  during  the  year.  Scientific  presenta- 
tions included  discussions  on  alcoholism  by  Richard  Bates, 
M.D.,  and  iron  metabolism  by  Matthew  Block,  M.D.  Other 
programs  included  a panel  on  the  Pennsylvania  Medical 
Care  Foundation,  an  evening  with  representatives  of  the 
Public  Health  Nurses  and  Visiting  Nurse  Association,  and  a 
discussion  on  the  Physician's  Assistant  program. 

Lebanon  County 

The  Lebanon  County  Medical  Society  met  monthly 
during  the  past  year  to  participate  in  the  activities  of  the 
medical  society  and  also  to  profit  from  participation  in  the 
Penn  State  Continuing  Education  Seminars.  Annually,  the 
members  of  the  Lebanon  County  Medical  Society  conduct  a 
training  program  for  the  members  of  the  County 
Ambulance  Association.  A history  of  the  Lebanon  County 
Medical  Society  from  its  inception  in  1847  has  recently 
been  written  by  members  of  the  society  with  John  Loehle, 
M.D.,  as  chairman  of  the  history  committee.  A condensed 
version  of  the  history  will  appear  in  the  centennial  edition 
of  the  Lebanon  Daily  News.  It  is  their  plan  to  publish  the 
history  of  the  society  in  booklet  form.  The  society  members 
also  participated  in  the  American  Cancer  Society  Pap  smear 
screening  program. 

Perry  County 

The  Perry  County  Society  had  its  usual  active  year.  They 
carried  out  a rubella  immunization  program  to  the  elemen- 
tary schools  which  was  very  successful.  The  Perry  Health 
Center  is  getting  off  the  drawing  board  and  onto  the  ground 
at  last.  Land  near  Loysville  valued  at  $25,000  was  donated, 
and  a fund-raising  drive  netted  $70,000  in  the  first  week. 
With  the  cooperation  of  the  Department  of  Public  Welfare, 
the  office  of  Comprehensive  Health  Planning  has  surveyed 
Perry  County  and  prepared  a report  which  will  be  used  as 
the  basis  for  application  for  grants  for  the  equipping  of  the 
center.  Initial  support  will  in  all  probability  be  required  in 
the  operational  phase,  but  it  is  anticipated  that  the  center 


will  be  self-supporting  within  three  years.  Dr.  O.K. 
Stephenson  reports  that  out  of  the  county’s  six  primary 
physicians,  four  have  been  certified  by  the  American  Board 
of  Family  Practice. 

York  County 

The  York  County  Medical  Society  in  1971-72  revised  its 
constitution  and  bylaws  to  conform  with  those  of  the  Penn- 
sylvania Medical  Society.  Through  the  efforts  of  Editor  J.  J. 
Danyo,  M.D.,  the  Society  Bulletin,  issued  monthly,  was 
enlarged  and  upgraded.  It  now  features  articles  of  both 
practical  and  scientific  interest,  written  by  and  for  the 
members.  The  society  continued  its  interest  in  and  repre- 
sentation to  community  health  planning  activities.  A strong 
resolution  was  passed  limiting  amphetamine  prescriptions 
to  narcolepsy  and  hyperkinesis.  Non-member  county 
physicians  were  actively  recruited  for  membership.  The  so- 
ciety hosted  Ernest  Howard,  M.D.,  executive  vice-president 
of  the  A.M.A.,  at  its  annual  dinner.  It  endorsed  the  concept 
of  the  Pennsylvania  Medical  Foundation,  and  invited  Mr. 
Larry  Fosselman  of  the  foundation  staff  to  explain  its  goals 
and  operation.  The  Medical-Legal  Liason  Committee  ar- 
ranged a mock  trial  with  the  county  bar  association.  The 
Scholarship  Committee  is  aiding  eight  York  county  students 
obtain  their  medical  education.  Under  the  guidance  of  '1 
T.  M.  Hart,  M.D.,  and  A.  C.  Crovatto,  M.D.,  their  two  ' 
presidents  for  the  year,  the  society  continued  to  anticipate 
the  celebration  of  its  100th  Anniversary  in  1973.  Tentative 
plans  include  the  compilation  of  a historical  review  of  the  i 
society’s  activities;  a gala  100th  anniversary  dinner,  and  \ 
with  their  hard-working  auxiliary,  a health  fair  in  the 
Spring.  The  women’s  auxiliary  will  be  celebrating  its  45th 
year  in  1973. 


Sixth  District  H.  T.  Dale,  m.d. 

On  Thursday,  May  11,  1972,  at  the  Nittany  Lion  Inn, 
State  College,  Pa.,  we  entertained  students  of  Juniata 
College  and  Penn  State  University  who  have  been  admitted 
to  medical  colleges  beginning  this  fall.  Sixty-five  students 
and  advisors  attended  this  meeting  and  heard  Mr.  Alex 
Stewart,  executive  director  of  the  State  Society’s  Education- 
al and  Scientific  Trust,  explain  the  loans  that  are  available 
to  medical  school  students.  The  very  capable  president  of 
the  State  Society,  Dr.  George  P.  Rosemond,  spoke  on  ulcer 
disease  as  the  surgeon  sees  it. 

The  Board  of  Trustees  of  the  State  Society  has  authorized 
a field  task  force  of  State  Society  staff  members  to  serve 
county  medical  socieities.  It  is  hoped  that  all  county 
societies  in  the  district  will  take  advantage  of  this  opportu- 
nity. 

Blair  County 

The  annual  meeting  and  installation  of  county  society  of- 
ficers was  held  in  January  1972.  Mrs.  Dale  and  I unfortu- 
nately were  unable  to  attend,  but  did  attend  the  meeting  on 
May  30,  1972  at  the  Penn  Alto  Hotel  in  Altoona,  at  which 
State  Society  President  George  P.  Rosemond,  M.D.,  dis- 
cussed Society  activities.  Failing  health  caused  Dr.  Richard 
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Skinner  to  resign  as  secretary  of  this  large  county  society 
and  as  head  of  the  department  of  anesthesiology  at  Altoona 
Hospital.  We  wish  him  improved  health  and  more  relax- 
ation as  he  relocates  in  a smaller  area. 

Centre  County 

Centre  County  Medical  Society  meetings  are  concerned 
more  and  more  with  socioeconomic  problems.  Special  sci- 
entific meetings  and  hospital  staff  meetings  are  more 
frequently  used  for  scientific  education.  The  Centre  County 
Foundation  provided  $500  to  the  State  College  and 
Bellefonte  area  and  $500  to  the  Philipsburg  area  to  aid  in 
physician  recruitment  efforts  in  the  needy  sections  of 
Centre  County. 

On  Sunday,  June  18,  1972,  the  annual  physicians’,  phar- 
macists' and  lawyers’  picnic  was  held  at  Mountain  Acres 
Camp  in  the  Seven  Mountains.  Rain  marred  some  of  the 
usual  activities. 

After  four  years  of  construction  problems,  the  new 
Mountainview  Hospital  branch  of  the  Centre  County  Hos- 
pital is  almost  completed  at  a cost  of  nearly  $10  million.  An 
open  house  for  the  public  was  held  Sunday,  June  18,  1972, 
and  it  was  hoped  that  it  would  be  in  operation  in  July  or 
August. 

Clearfield  County 

In  December  1971,  it  was  Mrs.  Dale’s  and  my  pleasure  to 
attend  the  annual  dinner  dance  and  installation  of  officers 
of  the  Clearfield  County  Medical  Society  at  the  Clearfield- 
Curwinsville  Country  Club — always  a very  fine  affair.  This 
small  society  is  very  active  under  the  leadership  of  Drs. 
Elmo  Erhard  and  Russell  Boykiw. 

Huntingdon  County 

This  active,  small  county  has  had  the  privilege  of  getting 
three  or  four  new  physicians  and  is  looking  for  more. 

This  society  combines  its  Huntingdon  Hospital  Staff 
meetings  with  its  county  society  meetings  and  is  satisfied 
with  this  arrangement. 

Mifflin-Juniata  County 

In  January  1972,  due  to  a scheduling  conflict,  Mrs.  Dale 
and  I were  unable  to  attend  the  annual  society  meeting. 
This  active  society  has  been  busy.  There  is  a large  addition 
j and  remodeling  job  being  done  at  the  Lewistown  Hospital. 

j Seventh  District  Robert  S.  Sanford,  m.d. 

■I 

* As  of  the  filing  of  this  report,  1 will  have  completed  ten 
|i  years  as  trustee  and  councilor  of  the  Seventh  District.  It  has 
Ij  been  a privilege  to  serve  in  this  capacity  and  the  experience 
ji  has  been  most  rewarding. 

n Upon  reviewing  the  ten  years,  I believe  that  my  functions 
as  trustee  have  been  diligent  and  persistent.  Rarely  has  a 
> meeting  been  missed,  and  the  extra  assigned  functions  have 
i been  carried  out  to  my  best  available  ability. 

However,  as  councilor  to  the  county  societies,  my  activi- 
ties may  have  been  slack.  Even  though  the  interests  of  the 
Councilor  District  were  always  respected  and  protected  in 
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the  Board  of  Trustees’  deliberations,  the  frequency  of  visita- 
tions to  some  county  societies  has  seemed  inadequate. 

The  Seventh  Councilor  District  consists  of  seven  counties 
and  six  county  societies  and  includes  a territory  of  about 
5,000  square  miles.  Most  of  the  terrain  is  hilly  and  moun- 
tainous. Outside  of  Williamsport,  most  of  the  medical  prac- 
tices are  rural-type  family  practices.  With  some  county 
societies  not  holding  meetings  during  summer  months,  and 
activities  being  slack  because  of  vacations,  plus  the  fact  that 
long  winters  prevent  easy  and  sure  traveling,  visitations  seem 
limited  to  spring  and  fall.  Activities  of  component  societies 
are  becoming  more  and  more  county  oriented  as  evidenced 
by  the  thrust  of  continuing  education  programs.  Gradually 
the  State  Society  level  of  organizational  interests  and  activi- 
ties has  been  falling  behind  in  the  planning  and  utilization  of 
functions  of  many  county  societies.  What  is  the  answer  to 
these  trends? 

There  is  no  question  but  that  the  demands  on  and  the  needs 
of  the  Pennsylvania  Medical  Society  have  increased  in  the 
last  three  or  four  years — constant  vigilance  of  state  and  fed- 
eral government  activities  as  related  to  governmental  inter- 
ference with  and  control  of  medical  practice  has  become 
more  demanding.  Organization  of  statewide  continuing  edu- 
cation facilities  and  programs  is  a massive  program  and  will 
become  ever  greater  each  year.  However,  through  all  this,  the 
demands  on  each  practicing  physician  in  simply  supplying 
medical  care  have  grown,  and  with  this  pressure  of  growth, 
his  available  time  and  energy  decreases  toward  county  soci- 
ety or  State  Society  activities. 

For  those  who  have  taken  an  active  interest  and  have  par- 
ticipated in  organized  medicine,  the  answer  is  in  one  simple 
solution.  Take  organized  medicine  to  the  county  level  and  do 
not  wait  to  be  invited.  State  Society  contact  should  be  an  inte- 
gral part  of  each  county  meeting.  Gradually  each  member  of 
the  Pennsylvania  Medical  Society  will  become  more  firmly 
oriented  toward  functions  and  needs  of  organized  medicine 
and  will  become  more  actively  involved.  Each  county  society 
meeting  should  include  representation  from  the  Pennsyl- 
vania Medical  Society  whether  it  be  by  a staff  member  or  by 
an  active  physician  participant.  This  I would  like  to  see  de- 
veloped. 

Potter  County 

The  Potter  County  Society,  during  this  past  year,  has  been 
greatly  involved  in  development  of  a health  screening  pro- 
gram sponsored  by  the  Pennsylvania  Department  of  Agricul- 
ture. This  is  an  effort  to  provide  and  introduce  greater  health 
care  to  that  markedly  rural  county  as  well  as  to  the  neighbor- 
ing counties. 

Elk-Cameron  Counties 

The  Elk-Cameron  County  Society  has  been  active  in  de- 
veloping continuing  education  programs.  Many  referrals 
from  this  area  go  to  the  west  and  Pittsburgh  region  thus 
tending  to  direct  interests  away  from  the  Seventh  District. 
However,  members  of  this  society  are  doing  fine  jobs  at  state 
level  and  show  interest  in  district  activities. 

The  subject  of  referral  lines  creates  renewed  interest  in  the 
problem  of  councilordistrict  divisions  and  in  past  attempts  to 
evaluate  the  need  for  boundary  changes.  I believe  this  type  of 
study  should  be  revived  in  order  to  unify  interests  and  activi- 
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ties  within  the  councilor  district  and  update  the  divisions  in 
reference  to  transportation  changes,  political  divisions,  and 
medical  referral  affiliations. 

Tioga  County 

The  Tioga  County  Society  has  shown  very  little  activity  of 
any  kind.  Since  the  first  of  the  year,  however,  there  has  been 
increased  interest  as  evidenced  by  the  activities  of  the  presi- 
dent. This  society  would  benefit  well  by  taking  planned  pro- 
grams from  the  State  Society  level  to  the  county. 

Clinton  County 

The  Clinton  County  Society  seems  to  be  enjoying  good  all- 
around  activity  with  continuing  education  activity  and  active 
participation  in  district  and  State  Society  activities.  The 
devastating  result  of  the  flood  of  June  1972  has  crippled  ac- 
tivity temporarily,  but  the  momentum  engendered  will 
outlast  the  impression  of  flood  damages  and  full  scale  return 
to  organized  medical  functions  will  soon  occur. 

Union  County 

The  Union  County  Society  is  small  and  its  members  busy. 
Its  activities  are  quiet  and  closely  related  to  the  county  only. 
There  has  been  moderate  activity  in  district  and  state  level 
functions,  but  this  society  could  also  benefit  from  organized 
programs  emanating  out  of  the  Pennsylvania  Medical  Soci- 
ety’s staff  abilities. 

Lycoming  County 

The  Lycoming  County  Society  is  the  largest  component 
society,  having  about  120  members.  There  is  always  a con- 
stant whirl  of  continuing  education  activity  and  participation 
in  state  society  and  district  activities  with  representation  in 
all  phases  of  organized  medicine.  Lycoming  County  Society 
continues  to  make  available  all  of  its  knowledge  and  facilities 
and  activities  to  the  surrounding  counties.  Gratitude  to  this 
society  must  be  expressed  for  the  great  help  it  has  afforded 
me  through  my  terms  of  office. 

There  are  basically  two  major  needs  which  have  impressed 
me  as  essential  for  improved  functions  of  the  councilor  dis- 
trict; 

1 . Organized  programming  taken  from  State  Society  level 
to  the  county  societies  to  better  inform  members  and  create 
more  active  interests  in  the  actions  and  virtues  of  organized 
medicine. 

2.  A need  to  again  evaluate  boundary  divisions  of  all  coun- 
cilor districts  and  to  update  them  in  reference  to  utilization  of 
referral  trends,  geographic  continuities,  political  divisions, 
and  transportation  facilities. 

With  these  objectives,  I am  sure  that  my  successor  will  find 
even  greater  satisfaction  and  rewards  as  District  Trustee  and 
Councilor. 


Eighth  District  David  j.  Keck,  m.d. 

The  following  is  a summary  of  the  activities  of  the  compo- 
nent county  medical  societies  in  the  Eighth  Councilor  Dis- 
trict. 


Crawford  County 

Crawford  County  Medical  Society  has  shown  a gain  of 
three  members  during  the  past  year  with  a present  total  of 
fifty-six  members.  The  society  continues  to  hold  ten  meetings 
yearly,  meeting  each  month  except  July  and  August.  In 
November  the  society  entertained  the  premedical  students  of 
Allegheny  College  with  Russell  B.  Roth,  M.D.,  of  Erie  as  the 
main  speaker.  The  Crawford  County  Medical  Society  Auxil- 
iary is  very  active  in  its  continuing  project  to  furnish  a room 
in  the  Baldwin  Reynolds  House  Historical  Museum  of  Medi- 
cal Artifacts. 


Erie  County 

Erie  County  Medical  Society  enjoyed  a most  successful 
year  as  indicated  by  the  principal  activities  listed  below. 

(1)  Five  membership  meetings  were  held  during  the  year. 
The  Executive  Committee  met  monthly  except  during  the 
months  of  July  and  August. 

(2)  Twenty-two  students  in  Erie  County  were  awarded 
scholarships  totaling  $4,475  from  the  Sabin  Scholarship 
Fund. 

(3)  B.  Leonard  Snider,  M.D.,  chairman  of  the  “Careers  in 
Health  Club”  arranged  for  seven  monthly  programs  at 
Hamot  Hospital  in  Erie.  Each  program  featured  a physician 
as  speaker,  and  the  various  speakers  explained  different  areas 
of  medicine  for  the  purpose  of  helping  students  become  inter- 
ested in  medical  careers.  Approximately  twenty  area  high 
schools  participated  with  an  average  attendance  of  fifty 
students  per  session. 

(4)  The  society  cosponsored  Erie’s  first  “Health  Fair” 
under  the  leadership  of  A.  T.  Merski,  M.D. 

(5)  Four  successful  golf  tournaments  were  held,  one  of 
which  included  dentists,  pharmacists,  and  osteopathic 
physicians.  The  bowling  league,  showing  good  represent- 
ation, consisted  of  eight  teams. 

(6)  The  highly  successful  Speakers’  Bureau,  directed  by 
A.  T.  Merski,  M.D.,  reported  fifty  medical  topics  involving 
thirty-two  individual  physicians  as  volunteer  speakers.  A 
total  of  eighty  speaking  engagements  were  scheduled  during 
the  year. 

(7)  The  society  negotiated  with  the  GECAC  organization 
on  reasonable  fee-setting  procedures  relative  to  senior  citi- 
zens. The  fee  scale  is  not  binding  on  individual  physicians  but 
serves  as  a guideline  for  doctors  desiring  to  participate  in  the 
program. 

(8)  The  society’s  Civil  Defense  Program  scheduled  two 
ambulance  attendants’  courses — one  in  Northeast  Pennsyl- 
vania, with  Gordon  J.  Massey,  M.D.,  arranging  all  details, 
and  one  in  Erie,  Pennsylvania.  A total  of  fourteen  individual 
physicians  served  as  instructors  to  approximately  eighty 
students. 

The  membership  of  the  society  is  as  follows:  Active 
members — Regular  190,  Senior  Active  15,  Associate  18,  Af- 
filiate 4,  Resident  5,  Disability  1,  Military  2 — total  234.  New 
Members — Drs.  Dennis  G.  Cole,  Charles  R.  Bales,  William 
F.  Brereton,  Ronald  F.  Zieziula,  K.  T.  Mathew,  DeWitte  T. 
Boyd,  Louis  J.  Blumen,  Albert  L.  Lamp,  Gary  W.  Lyons, 
John  E.  Flanagan,  Chin  Y.  Chung,  William  C.  Adkins,  Isaac 
I.  Matta,  Santos  T.  Tividad,  Robert  C.  Lyons. 
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McKean  County 

McKean  County  continues  to  hold  its  meetings  on  alter- 
nate months  at  Kane  and  Bradford  with  excellent  speakers 
and  good  participation.  The  society  now  has  thirty  active 
members  and  has  been  able  to  “hold  the  line”  in  respect  to 
membership.  The  society  remains  active  in  the  continuing 
education  plan  sponsored  by  the  Pennsylvania  Medical  Soci- 
ety. 

Mercer  County 

The  Mercer  County  Medical  Society  met  at  the  Shenango 
Inn  in  September,  October,  November,  January,  March,  and 
May.  In  June  the  society  met  for  a social  dinner  dance  with 
the  Mercer  County  Dental  Society.  The  present  membership 
is  ninety-six  active  members,  with  Richard  J.  Golembiewski, 
M.D.,  Abolhassan  Panahandeh,  M.D.,  John  P.  Delich,  M.D., 
William  E.  Brown,  M.D.,  and  Jin  Hong  Suk,  M.D.,  being  ac- 
cepted as  new  members,  while  losing  Donald  Donley,  M.D., 
and  Edward  Nicholas  Hagin,  M.D.,  through  death. 

Allen  H.  Holt,  M.D.,  is  president  of  the  Mercer  County 
Medical  Society,  and  Ira  Flamberg,  M.D.  is  president-elect. 
Anderson  W.  Donen,  M.D.  is  vice-president  and  Vincent 
Ricciutti,  M.D.,  serves  as  secretary-treasurer.  A drug  abuse 
council  has  been  established  in  Mercer  County  with  Richard 
Stytula,  M.D.,  and  William  McWhirter,  M.D.,  serving  as 
medical  advjsors  to  Paul  Ingraham,  chairman  of  the  council. 

In  support  of  the  Sharon  Lions  Club,  the  Mercer  County 
Medical  Society,  under  the  advisement  of  Richard  Brezetta, 
M.D.,  and  Nanette  Quaglio,  M.D.,  set  up  a system  of  eye 
transportation  from  Shenango  Valley  Hospital  to  the  Melvin 
E.  Jones  Eye  Bank.  Vincent  Ricciutti,  M.D.,  Allen  Holt, 
M.D.,  and  Roy  Kerry,  M.D.,  attended  the  Officers’  Confer- 
ence at  Lemoyne,  Pennsylvania,  in  April. 

Warren  County 

The  Warren  County  Medical  Society  now  has  seventy 
members,  including  three  new  active  members  and  one 
transfer  member  from  the  Allegheny  County  Medical  Soci- 
ety. The  Society  holds  ten  meetings  during  the  year,  meeting 
on  the  fourth  Tuesday  of  each  month  except  July  and 
100th  Anniversary  as  an  organized  county  medical  society. 
The  society  celebrated  the  anniversary  with  a dinner  meeting 
preceded  by  a cocktail  party.  At  the  dinner,  William  A.  Lim- 
berger,  M.D.,  presented  the  society  with  a certificate  of  merit 
in  honor  of  the  occasion.  Warren  County  has  been  actively 
recruiting  non-PMS  members,  and  they  have  enjoyed  some 
success  in  this  venture.  The  society  is  still  active  in  the  con- 
tinuing medical  education  plan  sponsored  by  the  Pennsyl- 
vania Medical  Society. 


Ninth  District  Cyrus  B.  Slease,  M.D  . 

The  component  societies  of  the  Ninth  District  are  all  ac- 
tive and  hold  regular  meetings. 

The  problems  of  the  six  counties  are  essentially  the  same 
in  regard  to  physician  shortage,  which  is  greatest  in  the  area 
of  the  primary  physician. 

East  Brady,  in  Clarion  County,  has  obtained  two 


physicians  through  the  Public  Health  Physician  Placement 
Program.  This  will  provide  for  some  coverage  in  parts  of 
Butler.  Clarion,  and  Armstrong  Counties. 

Several  of  the  counties  are  bringing  their  bylaws  up  to 
date. 

Reports  on  the  non-member  physician  contacts  are  in- 
complete. Those  that  have  reported  indicate  that  some  of 
the  physicians  listed  have  moved  away,  are  deceased,  or  are 
in  residency  and  using  a home  address.  It  would  appear  that 
the  number  of  new  members  will  be  small.  There  were  a 
total  of  nineteen  non-member  physicians  listed  in  the  six 
counties. 

Clarion  County  recently  completed  a voluntary  Pap 
smear  program.  Evaluations  of  the  results  have  not  been 
completed  at  this  date.  The  campaign  resulted  in  492 
women  being  screened. 

Many  physicians  are  active  in  the  Western  Pennsylvania 
Regional  Medical  Program. 

The  womens  auxiliary  is  active  and  I wish  to  thank  them 
for  their  efforts  toward  better  medical  care. 

I know  of  only  two  grievances  that  have  been  presented. 
These  have  apparently  been  well  handled  locally. 

Tenth  District  w.j.  Kelly,  m.d. 

Allegheny  County 

The  society  has  completed  its  second  year  of  operations 
on  the  North  Side  of  Pittsburgh  and  its  headquarters  con- 
tinued to  be  recognized  as  a center  of  health  affairs  during 
1972.  The  headquarters  was  a frequent  meeting  place  for 
the  Pittsburgh  Academy  of  Medicine,  the  Southwestern 
Chapter  of  the  American  College  of  Surgeons,  the  Hospital 
Planning  Association  of  Allegheny  County,  Black  Action, 
Inc.,  the  Hospital  Utilization  Project,  the  County  Medical 
Society  Foundation,  and  the  Allegheny  County  Council  on 
Emergency  Medical  and  Health  Services.  Other  groups 
included  the  Pittsburgh  Academy  of  Family  Practice,  the 
Pittsburgh  Ophthalmologic  Society,  the  Pittsburgh  Obste- 
trical-Gynecological Society,  the  Pittsburgh  Pathology  So- 
ciety, the  Pittsburgh  Psychoanalytic  Society,  and  numerous 
other  specialty  societies. 

Membership  increased  last  year  and  an  additional  dele- 
gate to  PMS  was  attained.  Relationships  with  interns  and 
residents  have  been  excellent,  aided  by  the  society’s  new 
House  Staff  Committee.  House  staff  and  medical  students 
have  been  invited  on  a regular  basis  to  the  board  of 
directors  meetings  and  this  participation  has  been  valuable. 
A series  of  meetings  will  again  be  sponsored  in  the  hospitals 
to  explain  the  functions  of  the  society  and  offer  membership 
to  these  young  doctors.  Also,  the  society  cooperated  with 
the  special  AMA  membership  campaign  and  with 
PaMPAC-AMPAC  enrollment  efforts. 

Their  computerized  physician  information  and  mem- 
bership records  system  have  been  expanded.  Arrangements 
have  been  made  with  the  Hospital  Utilization  Project  to  fa- 
cilitate the  provision  of  these  services  and,  in  addition,  the 
society  employs  a systems  analyst. 

Activities  of  significance  this  year  involved  continuing 
education,  legislation,  public  relations  and  emergency  medi- 
cal care.  The  society  is  considering  a proposal  from  the 
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Allegheny  County  Bar  Association  which  may  lead  to  the 
establishment  of  an  arbitration  plan  for  alleged  malpractice 
cases.  A long  range  planning  committee  is  studying  the 
overall  goals  of  the  society  including  the  functions  of  the 
fifteen  standing  and  thirty-five  special  committees. 

The  society  increased  its  involvement  with  approximately 
thirty  hospitals  and  2,000  physicians  serving  an  estimated 
1.6  million  population  in  Allegheny  County,  and  it  has 
generated  significant  activity  in  health  affairs  throughout 
Western  Pennsylvania.  Various  committees  are  engaged  in 
efforts  to  improve  medical  services  for  the  county  and  many 
programs  have  regional  impact,  through  co-sponsorship  of 
the  Allegheny  County  Council  on  Emergency  Medical  and 
Health  Services.  The  society  has  been  a prime  mover  in 
providing  staff  for  the  council  and  in  applying  for  a million 
dollar  grant.  At  the  time  of  preparing  this  report  the  society 
expects  a decision  regarding  this  application. 

A union-sponsored  HMO  is  being  developed  by  the  Com- 
munity Health  Association  of  Western  Pennsylvania,  Inc. 
Also,  a group  of  physicians  are  in  the  process  of  establishing 
the  Central  Medical  Pavilion  as  a prepaid  practice.  The  so- 
ciety has  offered  to  meet  with  the  parties  involved  and  has 
been  consulted  to  a limited  extent  to  date.  It  is  their  opinion 
that  communication  with  practicing  physicians  is  desirable 
at  an  early  stage  in  most  of  these  activities. 

At  the  107th  Annual  Dinner,  AMA  President-Elect  C.A. 
Hoffman,  M.D.,  was  the  featured  speaker.  The  Harold  B. 
Gardner  Award  was  presented  to  Nathaniel  Murray,  found- 
er and  project  director  of  the  Sickle  Cell  Society.  Mrs. 
Dorothy  Dorr  received  the  Benjamin  Rush  individual 
Award  for  her  volunteer  work  in  crafts  at  the  St.  Margaret 
Memorial  Hospital.  The  Benjamin  Rush  group  award  was 
presented  to  the  Reach  to  Recovery  Program,  Allegheny 
County  Unit,  American  Cancer  Society,  and  the  Frederick 
M.  Jacob  Physician's  Merit  Award  was  presented  Jointly  to 
Drs.  Peter  Safar  and  William  Weisser  for  their  outstand- 
ing contributions  in  developing  emergency  services  for 
Allegheny  County.  A special  luncheon,  held  prior  to  the  an- 
nual dinner  in  honor  of  Dr.  Hoffman  and  President  Ralph 
Wilde,  M.D.,  was  well  attended  by  educators  and  civic  lead- 
ers from  various  institutions  in  Western  Pennsylvania. 

In  addition  to  their  interest  in  numerous  legislative  devel- 
opments, the  society  continues  to  be  concerned  about  the 
inroads  made  by  chiropractors.  Also,  the  society,  through 
its  board  of  directors,  expressed  an  interest  in  the  develop- 
ment of  no-fault  insurance  and  asked  the  PMS  to  pursue 
this  through  appropriate  legislative  channels. 

A special  program  devoted  to  the  subject  of  federal 
health  legislation  was  held  at  the  Pittsburgh  Hilton  and  the 
main  address  was  given  by  Congressman  William  Roy, 
M.D.  Their  members  continue  to  be  interested  in  develop- 
ments concerning  HMD’s,  foundations  and  similar  propos- 
als which  are  expected  to  have  increasing  impact  on  the 
delivery  of  health  care  in  the  community.  Recently  an  or- 
ganization, Health  Screening  Centers,  Inc.  has  been  demon- 
strating mobile  units  in  Pittsburgh  which  are  designed  to 
provide  low  cost  health  screening  and  processing.  In  their 
opinion,  organized  medicine  should  carefully  evaluate  these 
proposals. 

The  society,  through  its  board  of  directors,  adopted  a 
position  similar  to  PMS  with  respect  to  Blue  Shield  and 
expressed  its  desire  that  Pennsylvania  Blue  Shield  continue 


to  be  the  “Doctors’  Plan.”  They  believe  that  the  Blue  Shield 
Board  should  continue  to  include  a physician  majority.  The 
success  of  Pennsylvania  Blue  Shield  to  date  attests  to  the 
fact  that  a maximum  degree  of  physician  involvement  is 
necessary  and  has  resulted  in  the  accomplishments  of  Blue 
Shield  in  past  years. 

This  county  society  continues  to  be  a leader  of  organized 
medicine  in  this  state  and  throughout  the  country.  In  sum- 
mary, the  society  is  active  and  loyal  to  the  ideals  of  medi- 
cine and  is  looking  forward  to  another  productive  year. 

Beaver  County 

The  regular  meetings  of  the  Beaver  County  Medical  Soci- 
ety are  held  the  second  Thursday  of  each  month  with  the 
board  meeting  on  the  preceding  Tuesday  evening.  They 
report  a membership  of  156  of  which  129  members  are  Ac- 
tive, 18  Senior  Active,  7 Associate,  and  2 in  Residencies. 

Several  combined  meetings  were  held  with  the  Woman’s 
Auxiliary.  At  one  meeting  a doctor  and  his  wife  from  Cincin- 
nati, Ohio,  spoke  on  sex  education  in  the  schools.  Another 
speaker  was  a popular  sports  announcer  from  Pittsburgh. 

On  September  1 8,  Dr.  Jesse  Steinfeld,  Surgeon  General  of 
the  U.S.,  was  honored  at  a City  of  Hope  dinner  in  the  county. 
At  that  time.  Dr.  Steinfeld  was  presented  a plaque  naming 
him  an  honorary  member  of  the  Beaver  County  Medical  So- 
ciety. 

As  usual,  the  Christmas  Dinner  for  the  medical  students  of 
Beaver  County  was  held  on  December  29  at  the  Beaver 
Valley  Country  Club.  The  goal  of  this  dinner  meeting  is  to  in- 
duce these  young  people  to  return  to  Beaver  Valley  to  prac- 
tice medicine. 

A new  rheumatoid  clinic  was  opened  at  the  Easter  Seal  So- 
ciety headquarters  in  January  of  this  year.  To  date  over  50 
people  have  been  served  by  this  new  program. 

The  Annual  Dinner  Dance  of  the  society  was  changed 
from  a winter  to  a spring  dance.  It  was  held  March  18,  1972, 
at  the  Beaver  Valley  Country  Club  and  was  well  attended  by 
physicians  and  dentists  with  their  wives  and  guests. 

Beaver  County  has  a representative  to  the  Western  Penn- 
sylvania Comprehensive  Hospital  Planning  Association.  He 
reported  that  a meeting  of  the  Sub-Area  Council  was  held  on 
May  1 1 at  New  Castle.  The  council  has  approved  the  plans  of 
the  Evergreen  Convalescent  Home  at  Harmony  to  construct 
fifty-one  skilled  care  and  sixty  injermediate  care  beds;  con- 
struction to  be  completed  this  fall.  It  also  voted  to  approve  a 
modified  plan  for  Ellwood  City  Hospital.  Due  to  the  decline 
in  the  birth  rate,  there  will  be  less  obstetrical  and  bassinet 
beds.  People  requiring  this  service  will  be  sent  to  New  Castle 
or  Beaver  Falls.  The  Ellwood  City  Hospital  can  appeal  this 
decision  but  it  is  understood  they  do  not  intend  to  do  this. 

It  was  also  reported  that  the  Beaver-Butler-Lawrence 
C.H.P.  Council  has  held  two  meetings  to  formulate  plans  for 
a Sickle  Cell  Anemia  program.  Hopefully,  this  program  will 
start  in  the  fall. 

Appointees  of  the  society  to  the  medical  advisory  com- 
mittee of  the  Beaver  County  Joint  Hospital  Planning  Associ- 
ation have  encouraged  the  merger  of  Rochester  and  United 
Hospitals  into  one  facility,  with  the  plan  of  a new  combined 
unit. 

Lawrence  County 

The  principal  activities  of  the  Lawrence  County  Medical 
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Society  during  1971  and  part  of  1972  included  the  follow- 
ing: 

Monthly  meetings  of  the  Board  of  Directors  and  of  the 
Lawrence  County  Medical  Society  itself  were  held  except 
during  summer  months. 

Two  social  affairs  for  members  and  their  wives  were 
held — an  annual  Christmas  party  and  a spring  dinner  and 
evening  of  entertainment  in  June.' 

The  Society  has  been  active  in  the  Western  Pennsylvania 
Comprehensive  Health  Planning  Agency,  with  a physician 
serving  as  a representative  from  the  society  with  that  organ- 
ization. 

Recently,  a physicians  recruitment  committee  for  West- 
ern Pennsylvania  Comprehensive  Health  Planning  was 
formed  and  two  members  of  the  Lawrence  County  Medical 
Society  were  appointed  to  serve  on  this  committee. 

Several  regional  medical  programs  have  been  available  at 
some  of  the  local  hospitals  throughout  the  year. 

A county  society  member  was  appointed  to  act  as  a liai- 
son between  the  Lawrence  County  Medical  Society  and  the 
task  force  for  the  development  of  a Youngstown-Warren 
Metropolitan  Area  Health  Education  Center.  This  organi- 
zation, like  Western  Pennsylvania  Comprehensive  Health 
Planning,  is  concerned  with  the  delivery  of  health  care  serv- 
ices in  this  area. 

Westmoreland  County 

The  Westmoreland  County  Medical  Society's  mem- 
bership as  of  June  30,  1972  numbered  246,  including  227 
' Active,  18  Associate,  and  one  Affiliate.  Four  members  died 
in  1971. 

Ten  scientific  and  socioeconomic  meetings  were  held, 
climaxed  by  the  Annual  May  Clinic  in  New  Kensington  and 
combined  meetings  of  this  society  and  the  Indiana  County 
Medical  Society  and  the  two  woman's  auxiliaries  at  Tor- 
rance State  Hospital. 

Two  dinner  meetings  with  the  woman's  auxiliary  were 
held.  The  auxiliary  entertained  society  members  at  a dinner 
dance. 

The  society's  Scholarship  Fund  renewed  four  and 
awarded  two  new  scholarships  for  1 97  I -72. 

The  county's  bulletin  continues  to  serve  its  com- 
munications function  in  the  medical  community. 

As  Trustee  and  Councilor  for  these  societies  it  has  been 
an  honor  and  privilege  to  work  with  them  and  serve  them 
this  past  year. 


'Eleventh  District  wiiiiam c.  Ryan,  m.d. 

Eleventh  Councilor  district  activities  have  not  reflected 
much  change  or  innovation  in  these  times  of  an  accelerating 
rate  of  social  change. 

Hospital  staff  organization  continues  to  be  the  dominant 
form  of  physician  interaction  in  this  district.  Component 
! societies  are  only  slowly  becoming  aware  that  the  ’action”  in 
( medicine  centers  around  hospitals  even  for  those  physicians 
I who  have  no  formal  hospital  staff  affiliation.  County 
I Societies  have  been  encouraged  to  discuss  this  shift  in  con- 
!;  cern  by  organized  physicians.  An  interesting  and  profound 
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measure  of  this  change  is  the  current  impulse  to  offer  full 
medical  society  membership,  at  negligible  cost,  to  non- 
physicians in  medical  schools. 

The  development  of  the  medical  foundation  concept  may 
offer  a means  of  rearranging  our  priorities  in  medicine  in  a 
more  relevant  fashion.  At  this  particular  time,  however,  the 
foundation  plans  have  not  progressed  beyond  the  model  of  a 
typical  corporate  organization.  As  physicians  form  groups 
and  lose  personal  contact  with  a consumer  constituency, 
other  self-appointed  voices  are  quickly  raised  as  expressions 
of  popular  opinion.  Any  reorganization  of  our  district  and 
State  Society  will  succeed  to  the  extent  that  individual  pa- 
tients perceive  that  the  medical  organization  hears  and 
responds  to  each  voice. 

This  district  was  honored  to  have  a member  of  the  Wash- 
ington County  Medical  Society  Auxiliary,  Mrs.  Ralph  S. 
Blasiole,  serve  as  president  of  the  Woman's  Auxiliary  to  the 
Pennsylvania  Medical  Society. 

Physicians  in  our  district  have  echoed  the  public  concern 
about  a so-called  "shortage  of  doctors."  Many  of  us  continue 
to  confuse  the  personality  of  the  doctor  with  the  accessibility 
of  the  medical  service  we  render.  Those  of  us  with  house  staff 
to  help  us  frequently  lose  contact  with  the  patient.  Those  of 
us  who  attempt  to  coordinate  services  for  the  patient  tend  to 
work  alone  and  to  be  overwhelmed  by  modern  com- 
munication techniques  and  intrusions.  The  patient  seems  to 
be  asking  for  a measure  of  concern  and  a tangible  means  to 
"tune  in”  to  medical  service.  The  most  relevant  answers 
should  come  from  concerned  physicians. 


Twelfth  District  OrloG.  McCoy,  m.d. 


As  trustee  and  councilor,  it  was  my  sorrow-filled  duty  to 
attend  the  last  rites  for  Park  M.  Horton,  M.D.,  of  New  Mil- 
ford, Pennsylvania.  The  United  Methodist  Church  was 
filled  on  Saturday  of  Memorial  Day  weekend  with  his 
fellow  townsmen  and  many  of  his  professional  colleagues. 
His  pastor  delivered  a very  thoughtful  and  sincere  eulogy 
which  was  appropriate  in  every  detail.  The  loss  to  his  family 
and  friends  and  to  the  profession  is  beyond  measure.  Peace 
to  him. 

The  Twelfth  District  is  geographically  large,  comprising 
the  counties  of  Bradford,  Luzerne,  Susquehanna,  and 
Wyoming.  There  are  about  425  members  in  the  district. 
Meetings  are  held  regularly  in  all  four  counties  and  attend- 
ance is  fairly  satisfactory.  There  is  a nucleus  of  dedicated 
members  in  each  county  who  keep  informed  about  the  af- 
fairs of  organized  medicine;  and,  alas,  there  are  all  too 
many  members  who  are  ill-informed  and  indifferent.  This 
latter  group  are  a perennial  problem  for  which  there  is  no 
solution  in  sight. 

An  effort  was  made  to  expand  our  membership  in  accord- 
ance with  Dr.  Masland's  plan,  and  I can  report  sixteen  new 
members  this  year,  a few  of  whom  were  recruited  as  a result 
of  the  membership  campaign  effort.  Of  particular  concern 
to  me  are  the  twenty  or  so  interns  and  residents  at  the  Rob- 
ert Packer  Hospital  in  Sayre.  Despite  waiver  of  county  dues 
by  the  Bradford  society  and  reduction  of  state  society  and 
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AMA  dues  to  the  sum  of  $22,  it  has  been  impossible  to  get 
these  young  men  into  the  mainstream  of  organized  medi- 
cine. Efforts  will  be  continued  however. 

At  the  January  dinner  meeting  of  the  Luzerne  Society, 
the  new  president  was  installed,  and  three  members  were 
recognized  for  fifty  years  of  service.  It  was  a fine  meeting 
and  well  attended.  I also  attended  a board  of  directors  meet- 
ing of  the  Luzerne  County  Society  in  March  and  we  dis- 
cussed membership  recruitment  and  continuing  education 
requirements. 

In  May  I went  to  Tunkhannock  for  a Sunday  meeting  of 
the  Wyoming  County  Medical  Society.  I outlined  recent 
concerns  and  problems  that  were  before  the  Board  of  Trus- 
tees of  the  Pennsylvania  Medical  Society.  Wyoming  County 
has  only  fifteen  members,  but  they  form  a very  alert  and  ac- 
tive society  which  other  societies  should  envy. 

1 attended  all  meetings  of  the  Bradford  County  Society 
except  when  prevented  by  meetings  at  the  state  level.  1 can 
report  that  the  meetings  in  Bradford  County  have  an 
average  attendance  of  nearly  50  percent.  I also  attended  one 
meeting  of  the  executive  committee  of  the  Bradford  County 
Society,  at  which  liaison  with  the  county  bar  association, 
malpractice,  and  pre-trial  arbitration  were  discussed. 

On  June  21,  1972,  a councilor  district  meeting  was  held 

Reports  of  Standi 


Aid  to  Education 

The  Committee  on  Aid  to  Education  would  urge  the 
House  of  Delegates  to  continue  to  support  the  Educational 
Fund  and  other  financial  aid  programs  of  the  Educational 
and  Scientific  Trust  by  continuing  the  $8.00  allocation  from 
the  annual  assessment.  This  year,  however,  we  recommend 
that  up  to  $4.00  of  this  assessment  be  allocated  to  the  trust 
for  the  purpose  of  providing  a fund  within  the  trust  from 
which  to  establish  a program  to  refinance  the  educational 
loans  of  physicians  and  to  provide  for  forgiveness  of  such 
loans  if  practice  is  maintained  in  rural  or  other  critical  short- 
age areas  of  Pennsylvania. 

Such  action  would  provide  approximately  $40,000  with 
which  graduates  of  1966  or  later  about  to  enter  practice 
might  be  induced  to  practice  in  the  many  areas  of  the  state 
where  they  are  needed. 

The  Committee  on  Aid  to  Education  and  the  trustees  of 
the  trust  have  been  concerned  for  a long  time  not  only  about 
how  today’s  medical  student  can  finance  his  education  but 
also  about  the  growing  shortage  of  interns,  residents,  and 
practicing  physicians  within  the  state. 

Since  1950  the  physicians  of  Pennsylvania,  through  the 
trust,  have  provided  $ 1 ,300,000  in  financial  aid  to  7 1 6 Penn- 
sylvania residents  to  enable  them  to  attend  medical  school. 

Of  these  7 1 6 students.  486  (68  percent)  have  received  their 
medical  degrees,  while  2 1 0 (29  percent)  are  still  in  school  and 
20  (3  percent)  either  withdrew  from  school  or  changed  their 
curriculum. 

While  486  now  are  doctors  of  medicine,  only  1 85  (38  per- 
cent) are  in  practice,  while  301  (62  percent)  are  either  still  in 
training  or  in  military  service. 


at  the  Montrose  Inn.  Advance  planning  was  accomplished 
with  the  assistance  of  the  State  Society  staff.  A booklet  sum- 
marizing current  State  Society  activities  was  prepared.  A 
business  session  discussion,  led  by  PMS  Directors  Larry 
Fosselman  and  Leroy  Erickson,  focused  on  continuing  edu- 
cation, the  Brecher  case,  health  maintenance  organizations, 
quackery  and  chiropractic,  the  Pennsylvania  Insurance 
Department,  the  Department  of  Public  Welfare,  com- 
munications between  the  county  society  and  the  State  Soci- 
ety, and  the  Medical  Education  Community  Orientation 
Program  (MECO). 

Attending  the  meeting  was  James  Milder,  a second  year 
medical  student  at  Temple  who  spent  the  summer  in  a 
MECO  preceptorship  in  Montrose.  The  meeting  was  at- 
tended by  thirty  representatives  of  all  counties.  It  ended 
with  dinner,  at  which  a moment  of  silent  tribute  was  paid  to 
Dr.  Horton. 

The  great  flood  of  1972  brought  history’s  greatest  disas- 
ter to  the  Twelfth  District,  which  lies  in  the  valley  of  the 
Susquehanna  River.  Horrible  and  incredible  were  the  rav- 
ages in  Athens,  Towanda  and  all  the  towns  down  to  Wilkes- 
Barre.  It  is  my  belief  that  the  members  of  the  medical  pro- 
fession performed  their  numerous  duties  well  during  those 
trying  days.  Thus  endeth  the  Counselor’s  report. 

ng  Committees 

Of  those  in  practice,  109  are  in  Pennsylvania  while  76  are 
located  out  of  the  state.  Seventy-five  are  in  military  service 
and  226  are  taking  internships  and  residencies  with  only  1 10 
being  located  in  Pennsylvania. 

In  granting  loans  to  students  we  have  not  attempted  to  put 
restrictions  on  the  loans  to  require  them  to  attend  Pennsyl- 
vania schools,  intern  or  practice  in  Pennsylvania,  but  we 
have  reminded  our  borrowers  constantly  of  the  opportunities 
within  the  state. 

Until  recently,  the  vast  majority  of  borrowers  upon  gradu- 
ation from  medical  school  were  in  debt  to  the  trust  for  less 
than  $4,000,  which  presented  no  problem  as  repayment  was 
not  required  to  begin  until  three  years  after  graduation  and 
then  only  at  the  rate  of  one-tenth  a year. 

With  the  advent  of  the  age  of  specialization,  experience 
showed  that  the  new  physician  was  no  longer  going  into  prac- 
tice at  the  end  of  his  one-year  internship  but  was  entering  into 
a residency  program  of  up  to  four  years  or  longer.  The  rees- 
tablishment of  the  “doctor  draft”  added  two  more  years  to 
the  additional  training  period  for  most  physicians.  In  order  to 
cope  with  this  problem,  it  was  necessary  to  revamp  the  terms 
of  the  loans  to  provide  deferment  of  payment  during  this 
training  period.  As  a result,  the  repayment  was  deferred  until 
one  year  after  the  completion  of  any  additional  training, 
including  military  service. 

In  many  instances  it  was  found  that  a period  of  six  to  nine 
years  elapsed  before  the  borrower  entered  practice.  At  the 
time  when  the  salaries  of  House  Officers  were  being 
increased,  we  were  not  receiving  any  return  on  our  invest- 
ment nor  were  we  receiving  any  repayments  with  which  to 
educate  additional  medical  students. 

During  this  same  period,  with  educational  opportunities 
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becoming  more  abundant  than  new  physicians,  we  found 
House  Officer  positions  in  Pennsylvania  going  unfilled  and 
our  graduates  being  lured  along  with  other  Pennsylvanians  to 
sunny  California  and  other  attractice  areas  of  the  United 
States.  Some  will  stay  in  these  growing  areas  while  others  will 
return  after  the  completion  of  their  training.  By  the  same 
token,  Pennsylvania  has  many  attractions  for  out-of-state 
students  and  new  physicians  from  other  states  who,  for 
various  reasons,  will  remain  in  Pennsylvania  to  practice. 

With  the  direct  purpose  of  encouraging  our  borrowers  to 
take  their  additional  training  in  the  state  and  also  to  shorten 
the  training  period,  the  terms  of  our  loans  again  were  revised 
for  new  borrowers  beginning  in  1971. 

Loans  now  are  made  with  the  understanding  that  interest 
at  the  rate  of  4 percent  will  be  charged  immediately  upon 
graduation  and  that  repayment  of  the  principal  will  begin 
two  years  after  graduation.  However,  the  interest  on  the  loan 
will  be  forgiven  and  principal  payments  deferred  for  a period 
of  five  years  following  graduation  if  additional  training  is 
taken  in  Pennsylvania. 

What  effect  this  change  will  have  remains  to  be  seen.  Only 
two  of  the  67  fourth-year  students  who  graduated  in  June, 
1972  had  loans  under  the  new  terms.  Both  of  these  loans  are 
small  and  will  not  create  a burden  for  the  students.  When  the 
present  first-year  students  graduate  in  1 975  with  debts  to  the 
Trust  of  $6,000  to  $8,000  each,  necessitating  interest 
payments  of  $240  to  $320  during  internship  and  the  first  year 
of  residency  training  and  a principal  payment  of  at  least  $600 
due  the  third  year,  the  burden  may  be  such  that  the  new 
physicians  will  remain  in  Pennsylvania. 

Many  of  the  medical  students  who  graduated  since  1965 
and  are  now  completing  their  graduate  training  and  military 
service  have  educational  debts  of  $10,000  dr  more  borrowed 
from  several  sources.  It  is  the  opinion  of  the  committee  that  if 
we  could  offer  to  consolidate  these  debts  into  a single  loan 
and  provide  for  forgiveness  of  the  interest  and  a portion  of 
the  principal,  some  physicians  could  be  induced  to  enter 
practice  in  rural  and  critical  areas  of  Pennsylvania. 

Such  a program  was  developed  by  the  trust  in  1 967,  but  the 
money  to  finance  it  never  was  secured  as  all  available  money 
within  the  trust  was  needed  to  aid  students  currently  at- 
tending school. 

Some  of  the  debts  of  these  young  physicians  are  under  the 
Federal  Health  Professions  Loan  Program,  which  already 
provides  for  50  percent  forgiveness  for  practice  in  shortage 
areas  designated  by  the  State  Health  Department.  Unfortu- 
nately, students  graduating  between  1965  and  1970  could 
borrow  less  than  $1,500  a year  under  the  program  and,  as  a 
result,  the  forgiveness  is  not  great  enough  to  influence  their 
selection  of  areas  in  which  to  practice. 

Some  borrowers  from  the  trust  about  to  complete  their 
training  and  enter  practice  have  expressed  interest  in  a pro- 
gram whereby  they  could  have  all  of  their  educational  debts 
refinanced  and  have  a portion  of  the  yearly  repayment  for- 
given. Approval  to  use  a portion  of  the  annual  assessment 
allocation  for  this  purpose  would  place  the  Committee  on 
Aid  to  Education  and  the  trustees  of  the  trust  in  a position  to 
make  concrete  offers  to  these  physicians  about  to  enter  prac- 
tice and  test  the  worth  of  the  program  now  when  the  shortage 
is  most  critical. 

During  the  1971-72  school  year,  the  Educational  Eund 


provided  loans  of  $ 1 23,250  to  1 39  medical  students  and  four 
children  of  deceased  members  of  the  Society.  In  June,  sixty- 
seven  of  these  students  received  the  degree  of  Doctor  of  Med- 
icine after  having  received  $161,705  in  financial  aid  from  the 
Educational  Eund.  Thirty-six  of  these  new  physicians  are  in- 
terning in  Pennsylvania,  while  twenty-eight  are  interning 
outside  the  state  or  are  in  military  service.  Three  have 
deferred  their  internship  training  for  one  year. 

As  of  July  31,  1972.  the  Educational  Fund  had  588  out- 
standing loans  of  $871,873.80.  In  the  period  between 
January  1 and  July  31,  1972,  loan  repayments  of  $30,543.98 
were  received  as  well  as  $1 ,1 94.03  in  interest  payments.  This 
money,  added  to  the  contributions  made  by  the  members  of 
the  Society  and  others,  enabled  the  committee  on  August  20 
to  grant  loans  of  $133,450  to  139  students  for  the  1972-73 
school  year.  With  applications  still  being  received,  additional 
loans  will  be  made  prior  to  the  opening  of  school  in  Sep- 
tember. 

In  April,  through  the  cooperation  of  the  Allegheny, 
Dauphin  and  Philadelphia  County  Medical  Societies,  the 
deans  of  the  seven  medical  schools  were  presented  with 
checks  totalling  $63,490.98  from  contributions  made  by  the 
profession  to  the  American  Medical  Association  Education 
and  Research  Eoundation  during  1 97 1 for  aid  to  the  medical 
schools. 

The  Committee  on  Aid  to  Education  again  would  urge 
each  and  every  member  of  the  Society  to  make  tax-deductible 
contributions  to  the  Educational  and  Scientific  Trust  of  the 
Pennsylvania  Medical  Society  and  to  AMA-ERE  to  further 
medical  education. 

Advisory  to  the 
Woman’s  Auxioliory 

In  response  to  the  Pennsylvania  Medical  Society’s  request 
to  have  the  State  Auxiliary  accentuate  legislative  involve- 
ment, Project  Legislation  was  formally  launched  at  the 
three  regional  workshops  held  in  October.  During  county 
visitations,  the  State  Auxiliary  president  emphasized  this  as 
a year  of  political  education  in  preparation  for  political  ac- 
tion in  1972  and  stressed  that  auxiliary  members  and  their 
physician  husbands  need  to  be  more  cognizant  of  legislative 
matters  and  the  actions  of  legislators. 

Auxiliary  members  were  asked  to  Join  PaMPAC  and 
AMPAC,  register  and  vote  in  all  elections,  conduct  registra- 
tion drives  for  physicians  and  their  wives,  work  with  can- 
didate support  committees,  and  participate  in  all  phases  of 
political  action  that  will  benefit  organized  medicine.  A ses- 
sion, "What  Women  Can  Do  In  Politics,”  was  held  during 
Mid-Year  Conference.  Auxiliary  members  increased  their 
membership  in  the  Pennsylvania  Medical  Political  Action 
Committee  by  162  percent  and  in  the  American  Medical 
Political  Action  Committee  by  210  percent. 

Donations  contributed  to  the  State  Auxiliary  Health  Ca- 
reers Einancial  Aid  Eund  were  $381.75  in  1970,  $5,779.62 
in  1971,  and  $2,908.00  from  January  until  June,  1972,  to- 
taling $9,069.37  toward  an  operating  goal  of  $15,000.00. 
The  fund,  founded  in  1970,  will  be  used  for  Pennsylvania 
students  who  need  aid  to  continue  their  education  in  the 
allied  health  fields. 

With  Auxiliary  assistance,  the  Pennsylvania  Medical  So- 


OCTOBER  1972 


89 


ciety  chartered  ten  "Careers  in  Health  Clubs”  during  the 
school  year.  To  date  fifty-nine  "Careers  in  Health  Clubs” 
have  been  established. 

The  following  priority  projects  for  1972-73  were  es- 
tablished by  the  Auxiliary’s  Board  of  Directors  and 
approved  by  the  Advisory  Committee:  AMA-ERF,  Health 
Education,  Health  Manpower,  Health  Services,  Interna- 
tional Health  Activities,  Legislation  (PAC),  and  State  Aux- 
iliary Health  Careers  Financial  Aid  Fund. 

Proposed  amendments  to  the  bylaws  establishing  a 
Philanthropy  Committee  were  approbated  by  the  Advisory 
Committee.  The  prime  responsibility  of  the  Philanthropy 
Committee  shall  be  to  encourage  auxiliary  members  to  con- 
tribute to  the  Auxiliary  Health  Careers  Financial  Aid  Fund. 
Upon  request  from  the  Pennsylvania  Medical  Society,  the 
committee  shall  encourage  members  to  contribute  to  the 
Educational  Fund  of  The  Educational  and  Scientific  Trust 
and  the  Medical  Benevolence  Fund;  and,  also,  upon  request 
from  the  American  Medical  Association  Auxiliary  shall 
stimulate  member  contributions  to  the  American  Medical 
Association  Education  and  Research  Foundation. 

For  the  Woman’s  Auxiliary’s  indefatigable  efforts  in  sup- 
port of  organized  medicine,  this  committee  wishes  to  extol 
Mrs.  Ralph  S.  Blasiole,  president;  the  Board  of  Directors; 
and  members. 

Constitution  and  Bylaws 

Student  Membership — Impetus  for  student  membership  in 
the  Society  came  from  the  speech  of  then  President-Elect 
George  P.  Rosemond,  M.D.,  before  the  1971  House  of  Dele- 
gates in  Pittsburgh.  On  October  4,  1971,  Dr.  Rosemond  said: 
“The  Pennsylvania  Medical  Society  has  a generation  gap. 
Partial  correction  of  this  is  being  accomplished  by  the  ad- 
mission of  intern  and  resident  physicians  as  active 
members.  Now  we  must  turn  our  attention  again  to  the 
medical  student...  1 RECOMMEND  FAVORABLE 
CONSIDERATION  BY  THIS  HOUSE  AND 
CHANGES  IN  THE  BYLAWS  THAT  WILL  MAKE  IT 
POSSIBLE  TO  ADMIT  THIRD  AND  FOURTH-YEAR 
MEDICAL  STUDENTS  TO  ACTIVE  COUNTY  AND 
STATE  SOCIETY  MEMBERSHIP.” 

The  House  of  Delegates  accepted  the  recommendation  of 
the  Reference  Committee  on  Constitution  and  Bylaws,  which 
stated: 

“Mr.  Speaker,  we  recommend  the  approval  of  the  concept 
of  admission  of  third  and  fourth  year  medical  students  to 
this  Society  and  FURTHER  RECOMMEND  that  this 
recommendation  be  referred  to  the  Standing  Committee 
on  Constitution  and  Bylaws  for  study  and  report  to  the 
1972  House  of  Delegates.’’ 

Subsequently,  the  Committee  on  Constitution  and  Bylaws 
did  its  homework.  On  December  1,  1971,  the  chairman  wrote 
to  the  presidents  of  the  Allegheny,  Dauphin,  and 
Philadelphia  county  societies  seeking  their  official  reactions 
to  student  membership.  Replies  indicated  opposition  in  only 
one  instance  and  this  centered  about  a concern  for  those 
students  who  might  drop  out  of  school  voluntarily  or  fail  to 
qualify  for  graduation. 

The  chairman  also  met  with  representatives  from  or- 
ganized student  medicine  in  Philadelphia  on  December  7, 


1971,  to  discuss  Dr.  Rosemond’s  proposal.  At  that  time  four 
of  the  five  medical  schools  in  Philadelphia  strongly  sup- 
ported membership  in  the  State  Society  for  medical  students. 

At  our  meeting  on  April  6,  1972,  this  information  was 
considered,  as  well  as  the  fact  that  students  are  not  yet 
physicians,  that  their  addition  to  the  rolls  will  cost  the  Society 
money,  and  the  possibility  that  a large  turnout  of  student 
members  could  impact  on  policy. 

The  implications  of  an  infusion  of  possibly  over  1,000  new 
members  in  Philadelphia  County  were  discussed,  particularly 
as  this  infusion  would  affect  the  Philadelphia  delegation  to 
the  PMS  House. 

Although  noting  these  impediments,  we  focused  our  atten- 
tion on  the  larger  problems  of  declining  membership,  disaf- 
fection among  young  physicians,  and  the  need  to  involve 
young  medical  people  in  the  affairs  of  organized  medicine  at 
the  earliest  possible  time.  The  varying  effectiveness  of 
SAMA  from  school  to  school  was  also  considered. 

Keeping  in  mind  the  activities  of  the  AMA  and  the  fact 
that  at  least  fourteen  other  states  have  enacted  some  form  of 
student  membership,  the  committee  felt  the  time  has  come 
for  the  House  to  receive  a concrete  proposal.  Delegates  will 
therefore  find  constitutional  language  in  the  Official  Call  es- 
tablishing a class  entitled  “Student  Members.”  A person  may 
be  a “Student  Member”  of  the  State  Society  without  the 
necessity  of  being  a member  of  a county  medical  society.  To 
qualify  for  student  membership,  a person  must  be  certified  by 
an  appropriate  official  of  his  medical  school  to  be  a student  in 
good  standing.  The  assessment  for  student  members  would  be 
the  same  as  for  interns  and  residents,  1 0 percent  of  the  annual 
assessment  for  active  members.  Student  members  would  not, 
however,  be  eligible  for  medical  benevolence. 

We  also  propose  student  member  representation  in  the 
House.  Each  school  of  medicine  and  osteopathy  in  Pennsyl- 
vania, having  at  least  one  person  who  is  a student  member  of 
the  Pennsylvania  Medical  Society,  would  be  entitled  to  one 
delegate  in  the  House  of  Delegates.  In  addition,  each  school 
would  be  entitled  to  one  delegate  for  each  one  hundred 
student  members  of  the  Pennsylvania  Medical  Society  in  its 
school  and  any  fraction  thereof.  There  would  be  no  change  in 
the  status  of  the  seven  SAMA  delegates. 

In  addition  to  the  amendments  found  in  the  Official  Call, 
we  believe: 

The  Model  Bylaws  should  be  amended  so  that  each  county 
medical  society  may  provide,  at  its  option,  a class  of 
student  membership;  such  student  members  to  have  only 
the  right  to  elect  one  of  their  members  to  serve  on  the 
Board  of  Directors  of  the  County  Medical  Society. 

Censor  Activity — Dr.  Rosemond,  in  his  address  to  the  1971 
House  of  Delegates,  said: 

"COUNTY  AND  STATE  SOCIETY  DISTRICT 
CENSORS,  IN  MY  OPINION,  SHOULD  DO  MORE 
THAN  INVESTIGATE  ONLY  WHEN  SPECIFIC 
COMPLAINTS  ARE  SUBMITTED.  INQUIRY  INTO 
BREACHES  OF  ETHICS  AND  BREACHES  OF  CON- 
FIDENCE SHOULD  BE  MADE  IN  ORDER  TO  DE- 
VELOP EVIDENCE  FOR  CENSURE,  AS  CEN- 
SORSHIP SHOULD  BE  MEANINGFUL,  AND  THIS  I 
RECOMMEND.” 

This  recommendation  was  referred  to  the  Committee  on 
Constitution  and  Bylaws.  To  assist  the  committee,  the  Board, 
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on  March  15,  1972,  referred  to  it  the  minutes  of  a meeting  on 
grievances  and  grievance  committees  held  at  Society 
headquarters  on  December  16,  1971,  by  the  Secretary.  One 
of  the  items  mentioned  in  these  minutes  is  the  “Medical  Dis- 
ciplinary.Act  of  the  State  of  Washington.”  Copies  of  this  law, 
first  passed  in  1955,  were  secured  for  the  committee,  as  well 
as  copies  of  a similar  law  proposed  by  the  Indiana  State  Med- 
ical Association. 

Some  of  the  principal  features  of  the  Washington  State 
Medical  Disciplinary  Act  include;  (1)  The  Board  members 
are  elected  by  their  colleagues  in  their  respective  Congres- 
sional districts;  (2)  The  Board  is  immune  from  legal  action 
against  its  members;  (3)  The  Board  has  the  power  to  revoke 
or  suspend  the  license  of  a physician  for  cause  and  after  ap- 
propriate investigation  and  hearing.  Discipline  is  the  sole  re- 
sponsibility of  the  Board;  (4)  One  of  the  greatest  benefits  ac- 
cruing to  the  public  and  to  the  profession  from  the  activities 
of  the  Board  is  the  extensive  "informal”  work  done  by  Board 
members  with  individual  physicians  after  complaints  have 
been  made  to  the  Board  or  after  the  Association  (Washington 
State)  or  county  medical  society  has  brought  such  matters  to 
the  Board’s  attention;  (5)  Nominations  are  handled  by  the 
county  medical  societies  within  the  district. 

While  we  recognized  the  need  for  improved  disciplinary 
powers  within  the  profession,  we  were  unable  to  identify 
practical  ways  by  which  volunteer  physicians  in  county  med- 
ical societies  and  the  State  Society  could  effectively  deal  with 
a member  of  the  profession  who  violates  the  Code  of  Ethics. 
Indeed  the  very  real  possibility  of  retaliation  against  those 
who  seek  to  impose  discipline  was  acknowledged. 

For  these  reasons,  we  looked  upon  statutory  authority  as 
being  necessary  to  accomplish  those  things  which,  individu- 
ally or  collectively,  citizens  cannot  do  for  themselves. 

The  favorable  attitude  of  the  Washington  State  Medical 
Society  toward  its  medical  disciplinary  board  after  seventeen 
years  and  its  recent  decision  in  1971  to  strengthen  the  board 
by  “including  within  the  areas  of  unprofessional  conduct  the 
problem  of  the  incompetent  physician,”  impressed  us.  The 
desire  of  the  Indiana  State  Medical  Association  to  enact  a 
similar  law  was  noted. 

During  the  discussion,  we  received  numerous  illustrations 
of  instances  in  which  either  organized  medicine  itself  had 
been  unable  to  take  effective  disciplinary  action  against  one 
of  its  members;  in  which  organized  medicine  was  unable  to 
discipline  a non-member;  and  in  which  the  State  Board  of 
Medical  Education  and  Licensure,  overwhelmed  with  the 
task  of  licensing  new  physicians,  and  plagued  by  insufficient 
funds  and  manpower,  was  handicapped  in  its  efforts  to  pro- 
tect the  public. 

It  is  the  unanimous  recommendation  of  the  committee 
that  the  Society  support  in  principle  a medical  disciplinary 
act  similar  to  that  of  Washington  State  and  that  the 
Council  on  Governmental  Relations  he  directed  to  draft 
the  necessary  language. 

While  the  matter  discussed  above  is  of  a long-range  nature, 
there  is  one  disciplinary  item  which  we  believe  could  be  ac- 
complished now.  In  reviewing  Article  XIV  (Disciplinary 
Proceedings)  of  the  Model  Bylaws,  Section  1 (Automatic 
Suspension),  we  noted  that  disciplinary  action  ends  when  the 
county  medical  society  has  notified  the  member  of  the  action 
taken  against  him.  At  the  same  time,  such  action  may  remain 


unknown  to  the  State  Board  of  Medical  Education  and 
Licensure.  We  therefore  recommend  that  a sentence  be 
added  to  the  Model  Bylaws,  Article  XIV,  Section  1 to  read  as 
follows; 

In  the  case  of  a conviction  a copy  of  the  notification  of  sus- 
pension shall  be  sent  by  the  Board  of  Censors  to  the  State 
Board  of  Medical  Education  and  Licensure. 

Grievance  Committees — We  also  considered  the  question  of 
grievance  committees  and  their  effectiveness.  While  agreeing 
that,  ideally,  grievances  should  be  handled  at  the  local  level, 
it  was  acknowledged  that  this  frequently  breaks  down.  Com- 
mittee members  felt  that  medium  and  small  county  medical 
societies  often  experience  difficulty  in  effectively  dealing 
with  grievances. 

There  was  considerable  sentiment  for  councilor  district 
grievance  committees;  however,  the  mechanics  of  such  com- 
mittees were  not  worked  out.  Unanswered  questions 
included;  (1)  Would  all  grievances  go  to  the  Councilor  Dis- 
trict Grievance  Committee  or  would  there  be  an  opportunity 
for  the  county  medical  society  to  deal  with  the  matter  first? 
(2)  How  long  would  the  county  medical  society  be  given  to 
deal  with  the  matter  before  it  would  be  referred  to  the  Coun- 
cilor District  Grievance  Committee?  (3)  Would  a councilor 
district  grievance  committee  have  the  authority  to  impose  a 
change  of  fee  on  a member?  (4)  What  expenses  would  be  in- 
curred by  a councilor  district  grievance  committee,  and  how 
would  they  be  funded?  (5)  How  often  would  a councilor  dis- 
trict grievance  committee  have  to  meet  and  what  logistics 
problems  would  be  involved?  (6)  How  would  coverage  of 
specialties  be  provided? 

Vice-Presidents — At  the  conclusion  of  the  1971  House  of 
Delegates  meeting,  the  speaker  requested  us  to  review  the 
provision  for  "four  vice-presidents  who  shall,  at  the  time  of 
their  election,  be  designated  first,  second,  third,  and  fourth 
vice-president,  respectively." 

The  chairman  wrote  to  the  presidents  of  the  component 
societies,  the  Board  of  Trustees,  four  past  presidents  and 
seven  past  vice-presidents. 

At  our  meeting  on  April  7,  1972,  we  focused  on  the  office 
of  president-elect  with  two  aspects  receiving  attention;  (1) 
The  benefits  derived  through  the  year  of  acclimation  as 
president-elect.  (2)  The  duties  of  the  president-elect  in 
making  appointments  to  councils,  committees  and  commis- 
sions. 

Noting  the  need  for  continuity  and  coverage  of  this  office, 
we; 

Recommend  that  the  Constitution  be  amended  so  that  the 
Society  elect  a Vice-President  who  automatically  acceeds 
to  the  office  of  President-Elect,  and  then  to  the  office  of 
President;  and  that  the  offices  of  the  other  four  Vice- 
Presidents  be  renamed  “Assistant  Vice-Presidents”  and 
that  they  be  elected  by  plurality  vote  but  without  any  des- 
ignation by  title  or  office  vis-a-vis  priority. 

The  language  to  effect  this  change  appears  in  the  Official 
Call.  Since  these  amendments,  if  adopted,  will  become  effec- 
tive immediately,  delegates  should  be  prepared  to  hold  three 
elections  for  the  Society’s  top  office;  a president-elect  must 
be  elected  to  fill  the  vacancy  created  by  the  death  of  Park  M. 
Horton,  M.D.,  such  president-elect  being  sworn  in  as  presi- 
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dent  Wednesday  evening,  October  25,  1 972;  a president-elect 
must  be  elected  who  will  accede  to  the  presidency  in  1973- 
74;  and  a vice-president  must  be  elected  who  will  accede  to 
the  office  of  president-elect  in  1973-74  and  to  the  office  of 
president  in  1974-75. 

Specialty  Representation — The  question  of  specialty  society 
representation  in  the  House  of  Delegates  was  also  on  the 
agenda  of  the  committee  at  the  suggestion  of  the  Speaker  of 
the  House. 

The  last  time  this  subject  came  before  the  PMS  House  of 
Delegates  was  in  1969  at  Philadelphia.  Although  rejecting 
representation  in  the  House  then,  delegates  did  approve  the 
formation  of  a board  committee  entitled  the  “Interspecialty 
Committee.”  This  committee  has  been  meeting  twice  yearly 
since,  with  a total  representation  of  eighteen  board  certified 
specialty  societie's  in  Pennsylvania.  This  advisory  committee 
is  appointed  by  the  president  upon  nomination  by  the 
specialty  societies,  with  the  appointments  confirmed  by  the 
board. 

With  the  advent  of  family  practice  as  a board-certified 
specialty,  we  find  that  the  vast  majority  of  practicing 
physicians  in  Pennsylvania  have  their  specialty  interests 
represented  by  ongoing  societies.  The  committee  believes  it  is 
therefore  appropriate  to  augment  the  composition  of  the 
House  so  that  it  may  reflect  not  only  geographical  but 
specialty  views  as  well. 

We  propose  this  be  achieved  by  entitling  each  board-cer- 
tified specialty,  having  an  organized  society  in  Pennsylvania, 
to  send  one  delegate  and  an  alternate  to  the  PMS  House  of 
Delegates.  These  delegates  and  alternates  must  be  active 
members  of  the  Pennsylvania  Medical  Society.  The  neces- 
sary language  is  found  in  the  Official  Call. 

Other  Business — Routine  business  of  the  committee  included 
the  publication  of  up-to-date  editions  of  the  “Charter,  Con- 
stitution and  Bylaws”  and  the  issuance  of  revisions  to  the 
“Model  Bylaws  for  a Pennsylvania  County  Medical  Society.” 


Discipline 

The  Committee  on  Discipline  has  not  found  it  necessary  to 
hold  a meeting  during  1971-72. 

Liaison  with  the  Pennsylvania  State  Board  of  Medical  Ed- 
ucation and  Licensure  is  maintained  through  membership  on 
the  committee  by  the  chairman  of  the  State  Board  of  Medical 
Education  and  Licensure. 

The  committee’s  principal  activity  this  year  was  its  survey 
of  component  society  grievance  and  disciplinary  activities. 
With  59  of  the  60  counties  reporting,  or  98.3  percent,  the 
survey  showed  a total  of  431  grievances  received  in  1971  as 
compared  to  433  in  1970.  Of  these,  381  required  committee 
action,  resulting  in  37 1 cases  being  closed  in  1 97 1 , or  86  per- 
cent of  the  case  load.  This  compares  with  344  cases  being 
closed  in  1970,  or  79.4  percent  of  the  case  load.  One  month 
or  less  was  the  time  cited  most  frequently  as  being  required  to 
close  a case,  with  the  longest  estimates  being  two  to  three 
months.  Most  grievance  committees  continue  to  meet  upon 
the  call  of  the  chairman. 

Twenty-four  disciplinary  proceedings  were  reported, 
resulting  in  two  censures  and  one  hospital  suspension. 
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Medical  Benevolence 

Twenty-five  family  units  received  assistance  amounting 
to  $47,340  from  the  Medical  Benevolence  Fund  during 
1971  in  mx)nthly  grants  ranging  from  $50  to  $300. 

During  the  year  the  committee  accepted  three  new 
cases — one  widow  of  a physician,  and  two  physicians.  In 
the  case  of  one  physician,  help  was  needed  only  temporari- 
ly. For  the  other  physician,  the  committee  was  instrumental 
in  securing  a veteran’s  pension  to  supplement  beneveolence 
payments.  Early  in  1971  a widow  received  a one-time  grant 
of  $2,000  to  clear  up  her  husband’s  debts.  Another  recipi- 
ent’s monthly  grant  was  increased  by  $150  per  month  to 
help  her  combat  rising  prices. 

The  committee  acknowledges  the  continued  strong  finan- 
cial support  of  the  Woman’s  Auxiliary  and  its  members. 
Their  contributions  amounted  to  $5,624.16  in  1971.  Other 
memorials  and  contributions  brought  total  gifts  for  1971  to 
$5,779.16. 

The  financial  details  of  the  Medical  Benevolence  Fund 
are  given  in  the  Accountant’s  Report  for  1971.  The  com- 
mittee’s recommendation  for  next  year’s  allocation  per 
member  will  be  contained  in  a supplemental  report. 

Objectives 

The  1971  House  of  Delegates  revised  the  Society’s 
bylaws  concerning  the  composition  of  the  Committee  on 
Objectives:  “The  Committee  on  Objectives  shall  consist  of 
seven  members,  four  of  whom  shall  be  appointed  by  the 
speaker  and  three  of  whom  will  be  appointed  by  the  presi- 
dent... Among  the  appointees  from  the  speaker  shall  be 
included  one  member  who  is  either  a member  of  SAMA,  an 
intern  or  resident.”  The  duty  of  the  committee  remains... 
“To  recommend  objectives  to  the  Board  of  Trustees  and  to 
review  annually  these  objectives  and  recommend  any 
desirable  changes.” 

The  Committee  on  Objectives  held  its  first  meeting  on 
Wednesday,  June  7,  1972,  at  Society  headquarters,  with 
George  P.  Rosemond,  M.D.,  president,  and  William  Y. 
Rial,  M.D.,  speaker,  in  attendance.  This  initial  meeting  was 
devoted  almost  exclusively  to  organization  and  familiar- 
ization with  current  Society  activities.  John  L.  Kelly,  M.D., 
Philadelphia,  was  elected  chairman  and  David  W.  Clare, 
M.D.,  Pittsburgh,  was  elected  vice-chairman.  Another 
meeting  is  planned  for  the  near  future. 

The  committee  believes  its  function  is  an  important  and 
necessary  one  and  the  members  plan  to  consider  many  of 
the  diverse  problems  which  currently  confront  organized 
medicine. 

Relationships  with 
Allied  Professions 

During  the  past  several  years  in  our  reports  to  the  House, 
your  committee  has  reported  the  conducting  of  seminars 
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sponsored  jointly  by  the  Society  and  the  state’s  two  profes- 
sional nursing  organizations,  the  Pennsylvania  Nurses  Asso- 
ciation and  the  Pennsylvania  League  for  Nursing.  Last  year 
we  reported  that  as  an  outgrowth  of  these  seminars  "Penn- 
sylvania had  been  selected  by  the  National  Commission  for 
the  Study  of  Nursing  and  Nursing  Education  as  one  of  nine 
states  to  be  a pilot  program  to  discuss  some  of  the  problems 
between  Medicine  and  Nursing.”  As  the  National  Commis- 
sion for  the  Study  of  Nursing  and  Nursing  Education  has 
said  in  its  challenge  to  the  participating  states — "Nearly 
fifty  percent  of  our  total  supply  of  nurses  is  inactive  at  the 
present  time.  Of  the  remainder  one  of  four  practice  on  a 
part-time  basis.” 

It  is  to  this  point  and  others  in  the  survey  that  the  Penn- 
sylvania effort  is  continually  aimed. 

In  March  of  this  year,  the  Pennsylvania  effort  literally 
got  off  the  ground  with  a meeting  of  the  "Commission  on 
Nursing  Education”  and  "Commission  on  Joint  Practice.” 
These  are  the  two  working  arms  of  the  Pennsylvania  pilot 
project.  Both  of  these  commissions  are  made  up  of  repre- 
sentatives from  the  Society  and  the  two  Pennsylvania 
nursing  organizations,  and,  in  addition,  representatives  of 
the  Hospital  Association  of  Pennsylvania,  the  Licensed 
Practical  Nurses,  the  Pennsylvania  Osteopathic  Associa- 


tion, the  Pennsylvania  Dental  Association,  some  state-ap- 
pointed and  elected  officials,  as  well  as  consumers. 

At  the  initial  meeting  in  March,  a whole  host  of  subjects 
was  introduced  and  approved  as  discussion  areas  for  forth- 
coming meetings  of  the  two  commissions.  These  subjects 
include  "Getting  Nurses  Back  into  Practice,”  "The  Utiliza- 
tion of  Nurses,”  "The  Independent  Role  of  Nurses  in 
Health  Care,”  "The  Nurses’  Relations  with  Physicians’  As- 
sistants,” and  other  topics  which,  hopefully,  will  bring  the 
problems  which  exist  between  nursing  and  hospitals,  and 
nursing  and  medicine,  closer  to  solutions. 

It  is  planned  that  these  commissions  will  meet 
infrequently,  but  that  steering  committees  of  both  commis- 
sions will  meet  on  a more  routine  basis — perhaps  even 
monthly. 

Prior  to  each  of  these  meetings  with  the  nurses,  your 
committee  has  met  in  an  effort  to  consolidate  individual 
committee  members’  opinions,  and  we’ve  felt  that  this  has 
been  successful. 

It  should  also  be  noted  that  with  the  expanded  activities 
with  the  commissions  it  was  necessary  for  your  committee 
to  ask  our  president  to  appoint  several  consultants  to  the 
committee,  and  they  are  listed  at  the  end  of  this  report  for 
the  House’s  information. 


Reports  of  Special  Committees 


Family  Medicine 

This  committee’s  new  name  is  the  Special  Committee  on 
Family  Medicine  which  better  reflects  the  nature  of  its  activi- 
ties. 

A group  practice  information  center  has  been  operated  by 
the  committee.  The  committee  decided  that  it  should  be  con- 
tinued and  concluded  that  the  further  growth  of  groups  is  de- 
pendent upon  outside  influences,  such  as  health  insurance 
carriers,  malpractice  insurance,  the  improvement  of  the 
operations  of  practices,  and  the  training  of  physicians  in  the 
team  concept,  whereby  aides  and  other  assistants  will  be  dele- 
gated tasks  by  the  physician. 

The  committee  met  with  representatives  of  Argonaut  In- 
surance Company,  who  indicated  that  all  acts  of  personnel 
employed  by  a physician  were  covered  by  the  malpractice 
program. 

The  committee  supports  the  Pennsylvania  Academy  of 
Family  Physicians  in  its  investigation  of  the  addition  of  a 
legislative  amendment  to  medical  school  appropriations  leg- 
islation to  provide  incentives  to  promote  family  practice 
departments  and  to  increase  the  number  of  physicians 
prepared  to  render  primary  care. 


Lay  Advisory  on  Health  Care 

The  committee  has  no  major  accomplishments  or  con- 
tributions to  report.  Rather,  it  has  continued  to  be  involved 
in  the  process  of  exploring  the  very  complex  health  care 


problems  involved  in  meeting  public  expectations  and 
needs.  All  too  frequently,  concepts  proposed  as  solutions 
are  based  on  an  awareness  of  the  factors  involved  that  is  too 
incomplete  to  be  practical.  We  are  seeking  to  reduce  the 
possibility  of  our  repeating  that  error  by  discussing  the 
backgrounds  of  a variety  of  related  problems  before  we  at- 
tempt to  propose  specific  approaches  to  any  one  of  them. 

At  our  last  meeting  in  June  of  this  year,  the  major  part  of 
our  discussion  concerned  health  manpower  and  the  benefits 
that  might  be  derived  from  greater  direct  cooperation  be- 
tween the  various  professions  in  the  health  care  field.  We 
discussed  chiropractic  and  where  it  stands  in  relationship  to 
the  mainstream  of  medical  science.  We  "discussed  legislative 
approaches  to  health  care  personnel  and  facility  planning 
and  control.  As  with  previous  meetings,  we  arrived  at  the 
awareness  of  the  need  for  further  information  before  we  can 
make  definitive  recommendations. 

The  very  busy  lives  of  the  type  of  persons  you  have  asked 
to  serve  on  your  committee  have  made  it  almost  impossible 
to  schedule  meetings  at  which  a majority  of  the  members 
can  attend,  and  the  committee  is  hampered  by  the  lack  of 
continuity  that  results.  It  believes  this  could  be  corrected  in 
part  by  expanding  the  size  of  the  committee  and  by  being 
more  specific  in  the  assignments  that  you  give  it.  It  has  so 
recommended,  and  the  response  of  your  Board  was  pending 
at  the  time  this  report  was  prepared. 

At  the  present  time,  the  committee  has  no  chairman.  The 
previous  chairman  resigned  and  the  selection  of  a new 
chairman  was  postponed  until  our  next  meeting  scheduled 
for  September  26  because  less  than  half  of  the  members  of 
the  committee  were  able  to  be  present  at  the  June  meeting. 
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Medicine  and  Religion 

The  committee  has  not  functioned  as  actively  during  the 
past  year  as  it  has  in  prior  years.  Hopefully,  the  committee 
can  move  forward  with  vigor  in  the  coming  year. 

The  chairman  attended  the  AMA’s  Regional  Medicine 
and  Religion  meeting  held  in  New  York  City  on  February 
26,  1972.  The  meeting  was  very  interesting  and  productive, 
yielding  a number  of  new  ideas  which  may  be  useful  around 
the  state. 

March  1972  was  designated  as  "Medicine  and  Religion 
Month”  in  Pennsylvania.  The  purpose  of  the  month-long 
event  was  to  emphasize  the  growing  importance  of 
increased  understanding  and  cooperation  between  the  two 
professions  for  the  benefit  of  the  public  they  both  serve.  In 
order  to  publicize  the  event,  the  Pennsylvania  Medical  Soci- 
ety’s Council  on  Public  Service  sent  out  newspaper  releases 
and  distributed  a thirty-second  spot  to  all  television  stations 
in  Pennsylvania.  The  next  Medicine  and  Religion  month  is 
scheduled  for  March  1974. 

The  committee  plans  to  work  closely  with  county  medi- 
cal society  committees  in  developing  and  maintaining  medi- 
cine and  religion  activities  throughout  the  state  and  will 


continue  to  work  for  the  development  of  medicine  and 
religion  programs  in  the  seminaries  in  cooperation  with  the 
appropriate  clinical,  pastoral,  education  groups. 

Study  Relations  Between 
Medicine  and  Osteopathy 

As  we  reported  to  you  last  year,  "The  committee  has  not 
yet  held  a meeting”  because  there  has  not  been  a need,  and 
we  continue  to  feel  the  same  this  year. 

We  are  informed  that  meetings  do  take  place  when  there 
is  a need  between  the  officers  of  our  two  state  organiza- 
tions. These  meetings  are  held  primarily  for  the  purpose  of 
sharing  information  and  cooperating  on  public  information 
campaigns,  graduate  education  seminars,  malpractice  insur- 
ance, etc.  They  give  a contact  and  interplay  between  the 
Pennsylvania  Medical  Society  and  the  Pennsylvania  Os- 
teopathic Association  that  exceeds  that  intended  when  the 
committee  was  established  and  may  well  serve  all  the  pur- 
poses necessary  for  such  contacts  at  present.  If  so,  we  would 
look  with  favor  on  a discontinuance  of  the  committee. 
However,  if  it  is  felt  that  the  committee  should  be  retained 
to  be  called  upon  to  function  if  and  when  necessary,  we,  of 
course,  shall  be  more  than  happy  to  comply. 


Reports  of  Administrative  Councils 


Education  and  Science 

The  following  is  a summarization  of  council  activities; 
Health  Practices  of  the  Disadvantaged — In  November  of 
1970,  the  council  authorized  the  development  of  an  educa- 
tional program  for  county  societies  and  hospital  medical 
staffs  to  inform  them  about  urban  and  rural  problems, 
focusing  on  the  health  practices  of  the  poor.  The  purpose  of 
the  program  is  to  create  an  awareness  of  the  poor  and  their 
lifestyles  for  a generally  middle  class  oriented  profession.  The 
Society,  through  the  Susquehanna  Valley  Regional  Medical 
Program  and  Pennsylvania  State  University,  has  prepared  a 
multimedia  show  about  the  contrasts  between  the  two 
worlds — the  world  of  the  physician  and  the  world  of  the 
poor. 

Hospital-Based  Educators — For  the  second  time,  the  council 
held  a breakfast  session  for  Pennsylvania  hospital-based  edu- 
cators who  attended  the  February  meeting  of  the  AMA 
Congress  on  Medical  Education  in  Chicago.  Again,  an  inter- 
change took  place  among  these  hospital-based  educators  on 
ways  to  be  effective  in  continuing  education. 

MECO — ^Two  successful  programs  are  underway  this  year 
which  have,  as  one  of  their  objectives,  the  introduction  of 
medical  students  to  the  primary  care  physician  and  the  health 
care  delivery  system  with  which  he  works.  In  Eastern  and 
Central  Pennsylvania,  the  program  is  being  developed  under 
the  direction  of  the  Student  American  Medical  Association’s 
MECO  (Medical  Education  Community  Orientation)  Pro- 
gram. This  concept  of  summer  experiences  in  primary  care 
education  for  pre-freshmen  and  pre-sophmore  medical 
students  again  this  year  received  endorsement  by  the  Board 
of  the  Pennsylvania  Medical  Society,  Hospital  Association  of 


Pennsylvania,  the  Pennsylvania  Academy  of  Family 
Physicians,  and  the  State  Board  of  Medical  Education  and 
Licensure. 

Medical  Education  Resource  Center — The  MERC  Service 
became  operational  in  the  fall  of  1971,  with  209  videotapes 
dubbed  for  Pennsylvania  institutions  in  the  first  five  months 
of  operation.  Present  holdings  include  120  video  programs 
available  to  colleges,  hospitals,  and  training  institutions  in 
Pennsylvania  and  58  audio  programs  which  can  be  dubbed 
onto  reels  or  cassettes  for  individual  physician’s  use.  Any 
physician  or  organization  wishing  to  utilize  the  service  must 
send  a blank  tape  to  the  State  Department  of  Education 
which  will  then  dub  the  program  onto  their  tape  and  return  it. 
The  only  cost  is  the  return  postage. 

Pennsylvania  Board  on  Improvement  of  Health  Care  in 
Nursing  Homes  and  Related  Facilities — ^This  board,  made 
up  of  representatives  of  fifteen  agencies,  has  been  following 
the  activities  of  the  State  Board  of  Examiners  for  Nursing 
Home  Administrators.  Licensing  examinations  began  in 
February  of  1972  and  are  continuing  throughout  the  year. 
Educational  programs  to  update  the  knowledge  of  nursing 
home  administrators  have  been  held  by  the  graduate  school 
of  public  health  of  the  University  of  Pittsburgh. 
Pennsylvania  Cancer  Coordinating  Committee — The  com- 
mittee continues  to  be  concerned  about  the  shortage  of  cyto- 
technologists.  The  committee  endorsed  a plan  prepared  by 
the  Pennsylvania  Committee  on  Smoking  and  Health  of 
Youth,  which  would  present  information  on  the  dangers  of 
smoking  to  all  school  children  no  later  than  the  second  grade. 
Department  of  Health  surveys  have  indicated  that  smoking 
habits  are  established  by  grade  seven  for  half  of  those  pupils 
who  are  smokers  when  they  graduate  from  high  school. 
Pennsylvania  Committee  on  Smoking  and  Health  of 
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Youth — While  continuing  to  be  involved  in  such  activities  as 
Smoking  and  Health  of  Youth  Week,  the  committee  more 
importantly  began  to  direct  its  efforts  toward  attainment  of 
its  objectives.  Goals  one  and  two  are  aimed  toward  dis- 
couraging adolescents  from  beginning  to  smoke. 
Pennsylvania  Heart  Coordinating  Committee — The  Penn- 
sylvania Heart  Coordinating  Committee  has  not  held  its  an- 
nual meeting  as  yet,  but  at  its  last  meeting,  it  established  an 
ad  hoc  committee  to  study  the  objectives  of  the  present  coor- 
dinating committee  and  make  recommendations  as  to  any 
changes  deemed  necessary. 

Pennsylvania  Medical  Continuing  Education  Institute — The 

Pennsylvania  Medical  Society,  the  Pennsylvania  Osteopathic 
Medical  Association,  and  the  Keystone  Medical  Society  had 
incorporated  the  Pennsylvania  Medical  Continuing  Educa- 
tion Institute  to  coordinate  continuing  medical  education  in 
the  Commonwealth.  Twenty-eight  organizations  are  partici- 
pating in  the  institute,  each  with  one  member  who  with 
others  form  the  board  of  directors.  The  officers  elected  to 
serve  the  institute  in  its  formative  year  were:  James  A. 
Collins,  Jr.,  M.D.,  President;  Frank  M.  Mateer,  M.D.,  vice- 
president;  Charles  M.  Worrell,  D.O.,  secretary;  William  M. 
Cooper,  M.D.,  treasurer. 

PMS-POMA  Seminar — The  third  annual  scientific  seminar 
jointly  planned  and  sponsored  by  the  Pennsylvania  Medical 
Society  and  the  Pennsylvania  Osteopathic  Medical  Associa- 
tion was  held  on  April  15,  1972  at  the  Milton  S.  Hershey 
Medical  Center  of  the  Pennsylvania  State  University.  The 
subject  was  gastroenterology. 

Production  and  Distribution  of  Physicians — The  council 
staff  has  served  as  resource  personnel  to  a blue  ribbon  panel 
appointed  by  the  president  to  study  physician  shortages  and 
funding  of  medical  education  in  the  Commonwealth.  The 
panel  held  meetings  in  March  and  May  in  an  effort  to  bring 
about  coordination  in  the  study  of  these  problems.  A prolif- 
eration of  effort  and  the  gathering  of  bits  and  pieces  of  data 
has  been  observed  in  the  Commonwealth.  The  blue  ribbon 
panel  attempted  to  bring  together  the  many  persons  working 
on  the  problem  for  an  interchange  of  data  and  to  arrive  at  a 
long-term  solution  through  a rational  approach  of  analyzing 
the  medical  needs  of  communities  in  the  Commonwealth  that 
profess  to  have  medical  manpower  shortages. 

Regional  Medical  Programs — Throughout  the  state,  the 
three  regional  medical  programs  have  been  interested  in  con- 
tinuing education  training  programs.  The  directors  of  the 
three  RMP’s  have  been  invited  to  council  meetings  so  com- 
munications could  be  established  among  the  organizations. 
.Each  of  the  three  regional  medical  programs  has  been  in- 
volved in  the  development  of  area  health  education  systems. 
In  the  planning  stages  are  systems  in  the  Erie,  Mercer 
County,  Geisinger  Medical  Center,  Harrisburg  and  South 
Central  Pennsylvania,  Allentown-Bethlehem,  and  Wilkes- 
Barre  areas.  Each  RMP  has  developed  a form  of  consulting 
iservice  to  communities  on  the  continuing  education  of 
physicians. 

Staff  Services  to  Specialty  Societies — The  council  continues 
to  provide  staff  service  to  the  Pennsylvania  Psychiatric  Soci- 
ety. A staff  member  devoted  approximately  25  percent  of  his 
time  as  executive  secretary  of  the  society.  Since  the  last  annu- 
al report,  two  more  specialty  societies  have  taken  advantage 
of  the  administrative  services  offered  by  the  Society.  They 


are:  The  Pennsylvania  Radiological  Society  and  The  Penn- 
sylvania Society  of  Anesthesiologists,  Inc. 

To  assist  the  council  in  the  discharge  of  its  responsibilities, 
eight  commissions  have  been  appointed.  Their  activities  are 
reported  below.  We  are  also  reporting  the  activities  of  the 
Commission  on  Maternal  and  Child  Health  which  has  now 
been  disbanded. 

Athletic  Medicine 

Degree  Requirement  for  School  Nurses — The  duties  of  the 
school  nurse  are  such  that  the  commission  feels  that  the  BS 
Degree  requirement  for  school  nurses  is  unnecessary  and  a 
registered  nurse  could  provide  these  services  with  an  equal 
degree  of  efficiency. 

School  Health  Services  Program  and  School  Counselors  for 
the  Elementary  Grades — School  health  services  are  presently 
both  funded  and  controlled  by  at  least  two  departments  in 
state  government.  The  Commission  on  Athletic  Medicine  has 
supported  the  placing  of  both  funding  and  control  in  the 
department  of  health.  While  school  students  are  given  physi- 
cal examinations,  they  are  not  given  psychiatric  examina- 
tions. The-commission  recommended  that  the  school  coun- 
selor handle  many  of  the  problems  arising  and  make  referral 
to  a psychiatrist  when  needed. 

Sports  Medicine  Conferences — The  commission  cospon- 
sored the  Annual  Conference  on  the  Practical  Application  of 
Physiology  to  Sports  Medicine  at  Penn  State  University  on 
June  14,  1972.  The  Sixth  Annual  Germantown  Academy 
Symposium  on  Sports  Medicine  held  in  August  is  also 
cosponsored  by  the  commission. 

Continuing  Medical  Education  and  Accreditation 

Accreditation  of  Educational  Activities — Following  the  es- 
tablishment of  educational  requirements  for  membership,  it 
became  imperative  that  continuing  education  activities  being 
offered  to  Pennsylvania  physicians  be  of  the  highest  quality. 
In  an  attempt  to  maintain  and  improve  the  quality  of 
programing,  an  accreditation  program  had  been  instituted  by 
the  American  Medical  Association.  It  has  surveyed  and 
approved  twelve  institutions  in  Pennsylvania  that  have  met 
the  standards  established  by  the  AMA  for  accreditation  of 
continuing  education  programs.  The  Pennsylvania  Medical 
Society  Board  of  Trustees  in  August  of  1971  informed  AMA 
that  it  would  assume  this  responsibility.  The  Society  prepared 
standards  as  requested  by  AMA  and  on  March  12.  1971,  the 
Society  received  its  approval  as  an  accrediting  body. 
Community  Hospital  Courses — The  plans  to  use  multi- 
director resources  in  the  development  of  the  community  hos- 
pital courses,  as  outlined  in  the  1971  annual  report,  were 
implemented  during  the  academic  year  1971-72.  Three 
factors  which  might  be  used  as  a method  for  evaluating  the 
council’s  community  hospital  continuing  medical  education 
programs  for  the  prior  three  years  are:  ( 1 ) out  of  the  fourteen 
programs  initiated  by  the  council,  only  one  failed  to  continue 
this  year  on  its  own;  (2)  the  financing  has  been  managed  on  a 
local  level,  using  physician  assessments,  pharmaceutical 
company  support,  and  general  staff  funds;  and  (3)  the  con- 
cept of  community  hospital  education  programs  has  ex- 
panded to  include  numerous  other  communities  where  no 
previous  program  was  organized. 
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Membership  Requirement  • AMA’s  Physician’s  Recognition 
Award — Early  this  spring,  the  AMA’s  Council  on  Medical 
Education  approved  the  revised  requirement  for  the 
Physician’s  Recognition  Award,  following  closely  the  recom- 
mendations that  were  made  in  this  report  last  year.  This 
liberalization  of  types  of  education  that  may  be  reported 
comes  appropriately  at  the  time  all  active  and  senior  active 
dues-paying  members  of  the  Pennsylvania  Medical  Society 
are  thinking  about  what  credit  they  will  be  able  to  accrue  in 
the  next  three  years. 

Emergency  Medical  Services 

The  activities  of  the  Commission  on  Emergency  Medical 
Services  centered  in  two  areas:  ( 1 ) the  implementation  of  the 
recommendations  contained  in  the  commission’s  paper, 
“Emergency  Medical  and  Health  Services  in  Pennsylvania” 
and  (2)  the  development  of  a “second  career”  course  for  the 
training  of  the  emergency  room  physician.  The  commission 
has  had  close  liaison  with  the  Pennsylvania  Department  of 
Health,  the  Pennsylvania  Committee  on  Trauma  of  the 
American  College  of  Surgeons  and  the  Pennsylvania 
Ambulance  Association  concerning  needed  improvements  in 
emergency  medical  services.  In  addition,  the  "White  Paper” 
on  emergency  medical  services  was  submitted  to  the  Hospital 
Association  of  Pennsylvania,  substantial  agreement  obtained 
on  major  issues,  and  the  groundwork  laid  for  working  coop- 
eration. 

Newsletter — The  commission  alone  cannot  implement  the 
recommendations  of  the  “White  Paper.”  It  must  in  part  influ- 
ence other  groups  to  act.  One  means  of  doing  this  is  through 
the  Emergency  Medical  Services  Newsletter  which  is  mailed 
to  state  legislators,  municipal  government  officials, 
ambulance  services,  and  other  groups.  The  newsletter 
presents  up-to-date  information  on  emergency  medical  care 
and  provides  examples  of  the  need  for  improvement  and  the 
means  for  making  that  improvement. 

“Second  Career”  Workshops — Supported  first  with  funding 
from  the  Pennsylvania  Medical  Society  and  then  by  a Public 
Health  Service  grant,  the  commission  has  sponsored  “Second 
Career”  workshops  to  develop  a course  for  the  training  of 
physicians  for  emergency  room  practice. 

Support  of  Emergency  Department  Programs — The  com- 
mission has  cosponsored  two  emergency  training  programs 
for  physicians — the  first  at  the  Scientific  Assembly  of  the 
Pennsylvania  Chapter  of  the  American  College  of  Emer- 
gency Physicians  held  on  May  5-6  and  the  second  an  Emer- 
gency Room  Techniques  Program  sponsored  by  the  Com- 
mittee on  Trauma  of  the  American  College  of  Surgeons  on 
September  7-9.  The  commission  also  cosponsored  with  the 
.,College  of  Emergency  Physicians  and  the  Committee  on 
Trauma  a program  on  emergency  medical  services  at  the  Sci- 
entific Assembly. 

Environment 

Environmental  Improvement  Recognition  Award^ — The 

House  of  Delegates  in  1971  approved  the  institution  of  an 
Environmental  Improvement  Recognition  Award  to  replace 
the  Occupational  Health  Award.  The  final  details  of  the  En- 
vironmental Improvement  Recognition  Award  were  es- 
tablished and  appropriate  information  and  forms  sent  to  the 


county  medical  societies  to  determine  the  candidates  in  each 
local  area. 

Pamphlet  on  the  Environment — As  one  step  toward  its  ob- 
jective of  informing  the  public  of  the  health  effects  of  pollu- 
tion, the  commission  cooperated  with  the  Council  on  Public 
Service  in  the  preparation  of  a pamphlet  on  the  health  effects 
of  pollution. 

Pollution  and  Health  Paper — The  Commission  on  Environ- 
ment in  determining  its  objectives  felt  that  three  objectives 
should  take  priority:  (1)  to  inform  the  physician  of  the  health 
hazards  of  pollution,  (2)  to  inform  the  public  of  the  health 
hazards  of  pollution,  and  (3)  to  take  appropriate  action  to 
ameliorate  the  problem.  The  commission  began  work  on  the 
development  of  a paper  on  environment  to  meet  the  three  ob- 
jectives. The  paper  will  discuss  the  health  effects  of  air,  water, 
land,  and  noise  pollution. 

Position  on  Noise  Pollution — As  directed  by  Resolution  70- 
1 1 of  the  House  of  Delegates,  the  Commission  on  Environ- 
ment explored  the  problem  of  noise  pollution  and  presented 
recommendations  to  the  Board  of  Trustees.  The  board 
approved  the  recommendation  calling  for  labeling  of  all 
products  which  may  be  potentially  damaging  to  hearing  and 
an  educational  program  by  both  the  state  government  and  the 
Pennsylvania  Medical  Society  on  the  problem  of  noise  pollu- 
tion. 

Recycling — ^While  many  of  the  environmental  problems 
require  action  by  other  groups  and  organizations,  the  com- 
mission felt  that  the  Society  could  take  a step  toward 
improving  the  general  environment  by  using  recycled  prod- 
ucts, especially  paper,  in  its  operations  and  recycling  the 
waste  material  generated.  This  concept  was  approved  by  the 
Board  of  Trustees  and  as  it  is  determined  feasible,  recycled 
products  will  be  used  by  the  Society. 

Geriatrics 

Essay  on  Aging  Award — ^This  $ 1 00  award  was  established  by 
the  commission  to  solicit  outstanding  essays  from  medical 
students  or  doctoral  candidates  in  the  area  of  aging.  The  win- 
ning entry  was  received  from  four  medical  students  attending 
the  University  of  Pittsburgh  School  of  Medicine  entitled 
“Rat  Serum  Protein  Changes  with  Age.” 

Information  and  Referral  Service  for  the  Aged — Last  year, 
the  commission  submitted  to  the  Office  of  Aging  of  the 
Department  of  Public  Welfare  a plan  to  establish  informa- 
tion and  referral  services  in  Pennsylvania.  The  department  is 
still  working  on  the  development  of  this  program. 

White  House  Conference  on  Aging — The  commission  was 
represented  at  the  White  House  Conference  on  Aging,  held  in 
November  of  1971,  by  Nathan  Sussman,  M.D.,  commission 
chairman,  and  Raymond  Wing,  M.D. 

Manpower 

Allied  Medical  Personnel  Utilization — ^There  is  increasing 
evidence  that  the  manner  in  which  a physician  delegates  tasks 
to  allied  medical  personnel  greatly  influences  both  the  quali- 
ty and  the  quantity  of  medical  care  delivered.  It  may  be  pos- 
sible to  help  meet  the  manpower  shortages  in  rural  and  ghetto 
areas  by  supplying  new  types  of  allied  medical  personnel  and 
by  suggesting  appropriate  and  more  productive  delegation 
patterns  for  those  personnel. 
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Distribution  of  AMA  Directory  of  Approved  Allied  Medical 
Educational  Programs — In  the  fall  of  1971,  the  commission 
mailed  to  guidance  counselors  a one-page  announcement 
that  the  AMA  Directory  of  Approved  Allied  Medical  Educa- 
tional Programs  was  available  through  the  commission. 
Medical  Practice  Act — The  problems  inherent  in  licensure 
make  it  necessary  at  least  for  the  present  that  licensure  of  the 
physician’s  assistant  be  avoided;  however,  at  the  same  time,  it 
is  necessary  to  give  legal  recognition  to  the  physician’s  assist- 
ant. Therefore,  a Section  4 was  included  in  the  new  Medical 
Practice  Act  to  provide  that  a physician  may  delegate  tasks  to 
an  assistant  and  that  the  future  regulation  of  such  personnel 
will  be  under  the  Board  of  Medical  Education  and  Licensure. 
Physician’s  Assistant  Training  Programs — The  Commission 
on  Manpower  has  kept  informed  of  the  developments  of  both 
formal  and  informal  training  programs  for  physicians’  assist- 
ants in  the  Commonwealth.  It  has  formally  endorsed  the 
physician’s  assistant  concept  and  supported  experimentation 
in  the  development  of  physician’s  assistant  programs. 
Position  Paper  on  the  Regulation  of  Allied  Health  Per- 
sonnel— The  commission  prepared  a position  paper  on  the 
regulation  of  allied  health  personnel. 

Vocational  Training  for  Health  Assistants — The  commission 
has  been  working  with  the  Department  of  Education  in  de- 
veloping guidelines  for  the  training  of  a medical  assistant  in 
the  eleventh  and  twelfth  grades  at  the  vocational-technical 
schools  in  Pennsylvania. 

Maternal  and  Child  Health 

Maternal  and  Child  Health  Institute — The  13th  Annual  Ma- 
ternal and  Child  Health  Institute  was  held  during  April  at  the 
Milton  S.  Hershey  Medical  Center  of  the  Pennsylvania  State 
University. 

Pennsylvania  Vaccination  Law — The  commission  discussed 
the  United  States  Public  Health  Service  and  the  American 
Academy  of  Pediatrics  recommendation  that  vaccination 
I against  smallpox  be  discontinued  as  a mandatory 
! requirement  in  the  school  districts.  The  requirement  for 
1 smallpox  vaccination  was  discontinued  in  the  state  May  26, 

1 1972. 

i Prenatal  Studies  Guidelines — The  commission  discussed  the 
' establishment  of  guidelines  for  physicians  doing  obstetrics 
I;  and  family  practice  who  are  in  a unique  position  of 
preventing  or  minimizing  congenital  abnormalities  and  in- 
i creasing  the  probability  of  a healthy  infant  by  carrying  out 
certain  prenatal  blood  studies  and  following  through  where 
. indicated  with  necessary  treatment  or  procedures. 

Preschool  Vision  and  Hearing  Screening  Program — The 
1 commission  continues  to  distribute  information  packets 
regarding  the  establishment  of  preschool  screening  for 
I hearing  and  visual  acuity. 

I,  Mental  Health  and  Mental  Retardation 

■ Commitment  of  Protesting  Patients — ^The  commission  con- 
j tinues  to  be  concerned  with  commitment  problems  under  the 
(MH/MR  Act  of  1966.  Section  404  of  the  act,  which  per- 
i mitted  the  commitment  of  a patient  on  the  signature  of  two 
i physicians,  has  been  eliminated  by  virtue  of  a court  decision 
(declaring  that  procedure  to  be  unconstitutional.  Since  that 
i time,  a Task  Force  on  Commitment  has  been  studying  the 
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problem  and  recently  issued  a report  which  is  being  reviewed 
by  the  Society. 

Eugenic  Sterilization  Conference  Proceedings — The  pro- 
ceedings of  the  Eugenic  Sterilization  Conference,  held 
during  the  1970  Scientific  Assembly,  are  currently  in  the 
process  of  being  readied  for  publication  by  Charles  C.  Thom- 
as Publishers. 

Methadone  Regulations — Due  to  the  increased  use  of 
methadone  in  the  treatment  of  heroin  addicts,  the  Pennsyl- 
vania Department  of  Health  issued  regulations  to  control  the 
use  of  methadone  in  state  treatment  centers.  The  commis- 
sion, after  reviewing  these  regulations,  felt  that  they  could  be 
strengthened  by  the  addition  and/or  deletion  of  several  items. 
Regional  Drug  Abuse  Education  Programs — ^The  commis- 
sion, the  Pennsylvania  Academy  of  Family  Physicians,  and 
the  Departments  of  Health  and  Public  Welfare  have  been  in- 
volved in  planning  a series  of  educational  programs  for 
physicians  to  assist  them  in  recognizing  and  treating  drug  ad- 
dicts. 

Scientific  Assembly 

The  program  for  the  1971  Scientific  Assembly  was 
presented  around  the  theme  “Clinical  Therapeutics — 1971: 
Emergency  Medicine.”  Morning  sessions  on  various  phases 
of  emergency  medicine  were  developed  by  Penn,  Temple, 
Medical  College  of  Pennsylvania,  and  Hershey  Medical 
Schools.  Sixteen  specialty  organizations,  two  commissions 
and  the  AMA  Committee  on  Exercise  and  Physical  Fitness 
sponsored  programs  during  this  session.  Attendance  at  these 
programs  was,  for  the  most  part,  very  good.  The  overall  regis- 
tration, however,  was  almost  exactly  the  same  as  it  had  been 
the  year  before  even  though  there  had  been  better  publicity  in 
1971.  Concern  over  the  relatively  poor  registration  led  the 
Advisory  Committee  on  Continuing  Medical  Education  to 
investigate  the  possibility  of  scheduling  future  scientific  as- 
semblies in  the  Harrisburg  area. 

Governmental  Relations 

The  Council  on  Governmental  Relations  has  held  several 
meetings  since  the  last  session  of  the  House,  and  will  in  all 
probability  hold  at  least  one  more  before  the  1972  Annual 
Session.  The  council  also  sponsored  and  conducted  a suc- 
cessful visit  to  Washington  in  June.  Over  twenty-five 
physicians  attended  and  met  with  their  congressmen. 

A majority  of  the  business  before  the  council,  as  you 
might  expect,  has  been  legislation  of  interest  to  medicine 
which  is  before  the  1971-72  Session  of  the  General  As- 
sembly. The  year  1972  is  the  final  year  of  the  two-year  ses- 
sion, and  November  will  signal  the  end  of  the  156th  Regu- 
lar Session  of  the  General  Assembly,  a session  which  has 
considered  more  medical  legislation  of  interest  to  us  than 
has  been  introduced  into  any  other  session  in  our  memory, 
and,  perhaps,  in  history. 

A supplemental  report  on  all  legislation  of  interest  to  the 
Pennsylvania  Medical  Society  will  be  forwarded  to  the 
House  of  Delegates  closer  to  its  convening. 

The  council  through  the  year  has  considered,  in  addition 
to  legislation,  items  referred  to  it  by  the  House  of  Delegates 
and  the  Board  of  Trustees,  as  well  as  reports  from  its  Com- 
mission on  Forensic  Medicine. 
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Referrals  from  the  House  of  Delegates 

Last  year’s  House  referred  several  resolutions  for  consid- 
eration and  action.  Here  is  a report  of  Council  activity  with 
respect  to  these  resolutions: 

Resolution  No.  71-8,  “Revision  of  Certificate  of 
Death” — The  House  in  adopting  this  resolution  endorsed 
the  concept  that  the  Pennsylvania  Certificate  of  Death 
should  be  brought  into  conformity  with  the  model  certifi- 
cate adopted  by  the  United  States  Public  Health  Service. 
Earlier  this  year  representatives  of  the  Committee  on 
Forensic  Medicine  and  representatives  of  the  Bureau  of 
Vital  Statistics  in  the  Department  of  Health  held  a very 
productive  meeting.  The  existing  certificate  was  discussed 
at  length  and  found  to  be  excellent  for  their  statistical  pur- 
poses. The  commission  learned  that  the  certificate  is  under 
constant  study  by  the  department.  We  were  promised  that 
as  soon  as  the  present  supply  of  Commonwealth  death  cer- 
tificates is  exhausted,  the  changes  that  we  have  suggested 
will  be  considered  and  attempts  will  be  made  to  bring  it  into 
conformity  with  the  model...  especially  with  respect  to  the 
questions  dealing  with  “causes”  of  death. 

Resolution  No.  71-9,  “Objectionable  Conditions  in 
Boarding  Homes  for  Elderly  Citizens” — This  resolution  was 
adopted  by  the  House,  and  the  final  resolve,  as  amended, 
reads  as  follows: 

"RESOLVED,  that  any  information  concerning  objec- 
tionable conditions  in  boarding  homes  for  elderly  citizens 
be  transmitted  to  the  Board  of  Trustees  of  the  Pennsylvania 
Medical  Society  so  that  appropriate  measures  may  be  taken 
to  correct  this  inhuman  situation.  We  urge  executive  and 
legislative  action  as  deemed  necessary.  This  should  include 
licensing  and  inspection.” 

The  council  considered  this  resolution  at  its  first  meeting 
following  the  House  of  Delegates  session,  and  determined 
that  before  any  additional  legislation  or  regulations  were 
promulgated,  the  depth  of  the  problem  needed  to  be  deter- 
mined. Accordingly,  the  council  recommended  to  the  Board 
that  all  county  societies  and  components  of  the  State  Soci- 
ety be  entrusted  with  making  reports  to  the  Board  of  Trus- 
tees so  that  the  scope  of  the  problem  can  be  determined 
prior  to  coming  to  any  decision  concerning  remedial  legisla- 
tion or  regulations. 

Resolution  No.  71-12,  "State  Committee  on 
Quackery” — This  resolution  was  adopted  as  amended  by 
the  House  of  Delegates  as  follows: 

"RESOLVED,  that  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  consider  creating  a separate  organi- 
zation to  consist  of  physicians  and  laymen;  and  be  it  further 

"RESOLVED,  that  this  organization  explore  the  public 
relations  value  of  the  flyer  program  of  the  Lehigh  Valley 
Committee  against  Health  Fraud;  and  be  it  further 

"RESOLVED,  that  if  such  organization  deems  it  appro- 
priate, that  it  undertake  an  educational  program  throughout 
the  state  to  the  end  that  all  citizens  learn  what  constitutes 
health  quackery.” 

The  council  spent  a great  deal  of  time  in  discussing  how 
best  to  implement  this  resolution,  and,  following  its  discus- 
sion, recommended  to  the  Board  that  the  Pennsylvania 
Health  Council,  Inc.,  of  which  the  Pennsylvania  Medical 
Society  is  a founder,  be  encouraged  to  create  such  a com- 


mittee, and,  further,  that  representatives  of  the  committee 
should  consist  of  those  natural  allies  of  medicine  who  are 
also  vitally  interested  in  the  problem,  i.e..  The  American 
Cancer  Society,  American  Heart  Association,  the  Pennsyl- 
vania Society  for  Crippled  Children  and  Adults,  etc.  The 
Board  agreed  with  the  council,  and  a recommendation  was 
made  to  the  Pennsylvania  Health  Council.  At  the  June 
meeting  of  the  Board  of  Trustees  of  that  organization,  such 
a committee  was  authorized,  and,  at  the  present  time,  is 
being  structured. 

Referrals  from  the  Board  of  Trustees 

During  the  year  the  Board  of  Trustees  referred  several 
items  to  the  council — mostly  relating  to  pieces  of  legislation 
currently  before  the  Legislature.  Two  items,  however,  oc- 
cupied a considerable  amount  of  the  time  of  the  council  and 
have  not  as  yet  resulted  in  legislation. 

One  concerned  the  proposal  by  a task  force  of  the  Joint 
State  Government  Commission  which  would  transfer  all  of 
the  state  licensing  boards  to  a “Commission  on  Professional 
and  Occupational  Affairs”,  a commission  which  would  be 
made  up  of  members  of  the  Legislature  and  the  public  simi- 
lar to  other  commissions  operating  in  state  government,  i.e.. 
Fish  Commission,  Public  Utility  Commission,  etc.  The 
council  continues  to  explore  this  proposal  together  with 
members  of  the  State  Board  of  Medical  Education  and 
Licensure  and  will  have  recommendations  to  make  to  the 
Board  of  Trustees  concerning  our  position. 

The  second  matter  referred  by  the  Board  concerned  a 
change  in  the  position  of  the  Society  with  relation  to  "Cer- 
tificate of  Need”  legislation.  Formerly,  the  Pennsylvania 
Medical  Society  was  on  record  as  opposing  state  control 
over  the  building  and  the  additional  expansion  of  hospitals. 
During  the  summer  the  council  will  be  involved  in  working 
with  committees  of  the  House  and  Senate  in  the  design  of 
an  appropriate  law  to  establish  Certificate  of  Need  in  Penn- 
sylvania. 

Finally  the  Board  of  Trustees  referred  a request  from 
Capital  Blue  Cross  asking  that  the  Society  develop  a drug 
formulary  for  the  use  of  its  member  hospitals.  The  council 
in  turn  recommended  to  the  Board  that  if  such  a formulary 
was  considered  by  them  to  be  desirable  and  necessary  then 
they  should  convene  a committee  of  physicians  and  phar- 
macists from  those  hospitals  to  devise  the  formulary. 

Commission  on  Forensic  Medicine 

The  Commission  on  Forensic  Medicine  has  held  one 
meeting  during  the  year — the  principal  purpose  for  the 
meeting  was  to  discuss  the  legislation  which  will  enable 
counties  to  enact  optional  forms  of  government  and  to  con- 
sider, since  the  elimination  of  the  coroner  as  a constitu- 
tional officer,  the  creation  of  local  medical  examiner 
systems.  The  House  will  recall  that  the  commission  has 
been  a consistent  advocate  of  (1)  elimination  of  the  coronen 
as  a statutory  officer  and  (2)  supportive  legislation  to  permitj 
counties  to  form  medical  examiner  systems.  | 

Since  the  enactment  into  law  of  the  optional  forms  of 
government  statute  in  Pennsylvania,  counties  may  now  con-j< 
sider  various  types  of  cooperative  ventures,  one  with  the 
other,  not  only  in  the  area  of  determination  of  death  serv- 
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ices,  but  in  other  health  and  sanitary  services.  The  council 
at  this  meeting  studied  specific  legislation  which  will  permit 
Allegheny  County  to  move  to  a medical  examiner  system 
with  the  county  commissioners  appointing  a qualified  medi- 
cal examiner.  Under  the  optional  forms  of  government, 
various  neighboring  counties  could  contract  and  cooperate 
by  purchasing  services  from  the  medical  examiner’s  office  if 
such  is  created. 

The  commission  at  its  meeting  also  discussed  the  con- 
tinuing need  for  standardized  toxicological  services  in  all 
sections  of  the  Commonwealth  and  plans  to  meet  with  the 
Secretary  of  Health  to  this  point. 

Heretofore,  the  Commission  on  Forensic  Medicine  has 
had  responsibility  for  liaison  with  the  bar  association  in  a 
matter  of  prelitigation  malpractice  screening,  plaintiffs’  at- 
torneys, and  other  problems.  All  of  these  are  now  being 
considered  by  a special  committee  of  the  Board  which 
meets  with  officers  of  the  Pennsylvania  Bar  Association. 

Legislation 

At  this  writing  the  council  is  following  over  one  hundred 
bills  and  resolutions — some  of  these  are  quite  active  and 
others  may  not  see  “the  light  of  legislative  day’’  in  this  ses- 
sion. Of  the  active  ones  the  council  is  supporting  twenty- 
five  measures,  of  which  thirteen  have  passed  and  have  al- 
ready become  law.  These  new  laws  deal  with  a multitude  of 
vital  subjects  including:  anatomical  gifts;  removal  of  blood 
j and  tissue  from  implied  warranty;  drugs,  alcohol  and  nar- 
i cotic  control;  eyeglasses;  treatment  of  minors;  limits  on 
i Plaintiffs’  Attorneys’  Agreements  in  accident  cases;  home 
I rule;  smallpox  vaccination;  and  others.  The  council  is  hope- 
i ful  that  in  the  remaining  months  several  others  will  pass  and 
be  enacted  into  law,  especially  in  the  area  of  giving 
^ physicians  legal  immunity  when  serving  on  PSRO  com- 
■ mittees  and  when  participating  in  mass  immunization  pro- 
f grams. 

The  Society  is  on  record  also  as  opposing  twenty-five 
i measures.  Of  these,  only  two  have  become  law  over  our  ob- 
f Jections.  These  are  bills  which  (1)  remove  the  requirement 
f from  the  “Blue  Shield  Act”  that  a majority  of  board 
||  members  be  physicians,  and  (2)  require  that  commercial  in- 
: surance  companies  reimburse  chiropractors  for  services  for 
. which  physicians  are  already  being  reimbursed. 

Other  measures  being  followed  and  included  on  the  list 
iare  there  so  that  amendments  may  be  offered  if  these 
[measures  move  to  accomplish  some  of  the  Society’s  objec- 
tives, or  to  prevent  amendments  which  would  be  the 
inimical  position  on  the  subject  involved. 

No  useful  purpose  could  be  served  by  printing  a list  of  all 
of  these  measures  at  this  early  date.  The  council  will,  how- 
ever, present  a supplementary  report  to  the  House  which 
will  list  those  bills  and  their  fate  before  the  meeting  of  the 
House. 

Medical  Service 

The  following  is  a summary  of  the  most  significant  activi- 
ties and  actions  of  the  Council  on  Medical  Service  during  the 
aast  year.  The  Council:  Continued  to  assist  and  advise  Penn- 


sylvania Blue  Shield  in  the  development  and  promotion  of 
the  Prevailing  Fee  Program  and  offered  guidance  and  sup- 
port in  the  development  of  a common  data  base  for  and  the 
continued  refinement  of  profiles  for  physicians'  charges. 

Continued  to  serve  as  an  avenue  of  communication  be- 
tween the  member  physician  and  Pennsylvania  Blue  Shield 
for  the  purposes  of  defining  problem  areas  and  recom- 
mending changes  affecting  those  areas  as  they  apply  to  all 
programs  both  governmental  and  private,  for  which  Blue 
Shield  has  administrative  responsibilities. 

Continued  to  monitor  and  present  testimony,  where  ap- 
propriate, at  public  hearings  conducted  by  the  State  Insur- 
ance Department  relative  to  Blue  Cross  and  Blue  Shield  rate 
increase  requests. 

Continued  to  assist  in  the  establishment  of  peer  review 
committees  on  a county  society  basis  and  to  expand  the  au- 
thority of  the  specialty  advisory  committees  to  that  of  the 
final  level  of  appeal  for  cases  submitted  for  review. 

Continued  to  meet  with  representatives  of  various  govern- 
mental health  agencies  in  an  effort  to  improve  liaison  and  to 
investigate  the  possibilities  of  extending  the  Society’s  review 
activities  to  cover  cases  submitted  by  these  agencies. 

Continued  to  meet  with  representatives  of  the  Department 
of  Welfare,  both  individually  and  through  designated  com- 
mittees, in  an  effort  to  seek  improvement  in  the  Medicaid 
Program.  The  council  was  instrumental  in  the  rescinding  of 
DPW  Memorandum  No.  1 6 as  well  as  in  the  establishment  of 
an  Ad  Hoc  Medical  Assistance  Evaluation  Committee, 
which  has  been  assigned  the  responsibility  of  determining  the 
problem  areas  in  the  present  Medicaid  Program  and  es- 
tablishing priorities  for  improvements  to  that  program. 

Continued  to  actively  support  and  assist  in  the  administra- 
tion of  the  PMS  Professional  Liability  Insurance  Program, 
through  the  Commission  on  Professional  Liability  Insurance 
and  a network  of  councilor  district  professional  liability  in- 
surance committees.  The  program  has  enrolled  some  1,900 
physicians  in  the  first  year  of  operation. 

Continued  to  investigate  the  various  insurance  programs 
of  interest  to  the  Society's  membership  as  well  as  to  assist  in 
the  administration  of  programs  currently  endorsed  by  the  So- 
ciety. In  addition  to  securing  an  upgrading  of  the  existing 
major  hospital  and  surgical  expense  coverage,  the  council 
also  approved  the  offering  of  an  excess  major  medical  cover- 
age. Both  of  these  programs  are  administered  by  agencies  of 
Bertholon-Rowland.  Inc. 

Continued  to  provide  liaison  with  the  Office  of 
Comprehensive  Health  Planning  and  took  an  active  part  in 
the  discussions  and  subsequent  development  of  several  items 
of  legislation  concerning  Certificate  of  Need. 

Continued  to  assist  the  Pennsylvania  Medical  Care  Ap- 
praisal Project  staff  in  the  development  of  the  Medical  Care 
Foundation  by  providing  such  services  as  coordinating  the 
development  of  hospitalization  criteria  by  the  specialty  advi- 
sory committees. 

In  addition  to  the  above  actions,  the  council  has  been  in- 
vestigating such  matters  as:  catastrophic  health  care  cover- 
age; legislation  with  impact  on  the  medical  profession;  and 
the  relationships  of  the  various  provider  organizations  and 
associations  within  the  health  field. 
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Public  Service 

"What  do  I get  for  my  State  Society  dues  dollars?” 

That's  a familiar  question  to  most  of  you.  Many  members 
ask  it  in  one  way  or  another.  Those  who  have  asked  it  with  a 
willingness  to  listen  to  the  answer — some  by  spending  a day 
at  the  State  Society  headquarters — have  gone  away 
impressed  that  they  are  getting  their  money’s  worth  and  then 
some. 

The  question  does  point  up  a very  real  problem  to  which 
solutions  must  be  found  if  medicine’s  organizations  are  to  re- 
tain their  effectiveness.  The  problem  is  a general  lack  of 
membership  awareness  of  the  multitude  of  State  Society  ac- 
tivities carried  out  on  their  behalf. 

It  is  a communications  problem. 

Communications — both  with  the  public  and  with  the  med- 
ical profession  in  the  state — are  a responsibility  of  the 
Council  on  Public  Service.  It  is  a responsibility  that  is  felt 
very  keenly  by  the  council  because  of  the  magnitude  of  the 
problem  it  represents. 

It  can  be  argued  that  every  entity  has  a communications 
problem  in  this  troubled,  swiftly  moving  era — that  a com- 
munications problem  is  a byproduct  of  the  times.  It  can  be 
argued  that  almost  everyone  has  tried  to  find  a solution  and 
has  largely  failed.  It  can  be  argued  that  any  inroads  others 
have  made  in  the  communications  problem  have  carried  a 
price  tag  that  is  beyond  the  resources  of  the  State  Society.  All 
of  the  arguments  are  correct,  but  the  arguments  can  be  either 
an  excuse  for  inaction  or  a boiling  impetus  for  efforts  to  do 
something  about  it. 

The  council  has  attempted  to  respond  constructively.  For 
several  years,  it  has  pointed  out  that  funds  are  not  sufficient 
to  make  significant  inroads  in  both  the  public  and  the  profes- 
sional or  membership  communications  problems,  and  it  has 
asked  for  guidance  on  where  the  emphasis  should  be  placed. 
A year  ago  in  its  report,  it  made  what  it  felt  was  a strong  case 
for  concentrating  on  membership  communications.  The 
House  directed  it  to  continue  to  emphasize  public  com- 
munications. 

The  council  now  feels  that  it  is  essential  that  the  emphasis 
be  placed  on  membership  communications  and  it  has 
reflected  that  conviction  in  its  plans  for  1973. 

The  membership  communications  problem  is  not  even  a 
simple  one  to  define.  Remember  that  communications  in- 
volves the  transmission  of  information  that  is  received  and 
understood. 

The  State  Society  has  been  transmitting  information  in 
largely  traditional  ways — in  Pennsylvania  Medicine,  in 
items  for  county  society  publications,  in  letters  to  county 
society  officers,  in  officer  and  staff  presentations  at  county 
society  meetings,  in  meetings  such  as  the  House  of  Dele- 
gates Annual  Session  and  the  annual  Officers’  Conference, 
in  councilor  district  meetings,  in  one-to-one  meetings  when 
possible,  and  in  the  mass  media  of  communication.  These 


tried  and  proven  ways  once  were  fairly  effective,  but  with 
the  passage  of  time,  fewer  and  fewer  of  our  members  have 
been  receiving  and  understanding  the  information. 

Reasons  for  the  decreased  reception  and  understanding 
are  largely  obvious.  The  physician’s  work  load  has  been  in- 
creasing, leaving  less  and  less  "spare  time”  for  keeping  in- 
formed in  the  socioeconomics  of  medicine.  As  the  "spare 
time”  has  decreased,  the  attempts  to  capture  a share  of  it 
have  increased  in  almost  geometric  proportions.  The  State 
Society  becomes  but  one  voice  in  the  ever  rising  clamor  for 
attention  that  surrounds  the  physician  on  all  sides — in  the 
mail  that  he  receives,  in  the  increasing  number  of  electronic 
communications,  in  the  growing  number  of  meetings  that 
beckon  him  as  a participant  with  increasing  frequency.  The 
voices  to  which  the  physician  has  been  choosing  to  listen 
have  not  consistently  been  those  of  the  State  Society. 

At  the  end  of  a long  day  or  a busy  week,  the  physician 
understandably  often  chooses  to  listen  to  voices  that 
provide  an  escape  from  the  troubles  of  medical  practice. 
Then,  too,  some  of  the  voices  that  compete  with  State  Soci-  i 
ety  communications  are  exceptionally  sophisticated  ones 
that  profit-making  organizations  can  afford  but  which  are 
beyond  the  financial  capability  of  the  State  Society. 

With  some  irony,  it  is  the  physician  who  has  chosen  not  | 
to  read  or  listen  to  State  Society  communications  attempts  ^ 
who  asks,  "What  do  I get  from  my  dues  dollars?” 

Virtually  without  exception,  the  questions  that  our 
members  ask  have  been  answered  in  one  or  several  of  the 
State  Society  communications  media,  but  an  unread  or 
unheard  answer  does  not  communicate. 

It  can  be  argued  that  members  of  the  State  Society  have  i 
an  obligation  to  take  the  time  to  be  informed  about  the  ac-  | 
tivities  of  organized  medicine,  but  it  is  an  obligation  that 
many  members  do  not  feel  strongly  enough  about  to  do 
anything.  At  a time  when  they  would  have  their  State  Soci- 
ety do  more  for  them,  it  is  unfortunate  that  funds  must  be  i 
diverted  from  doing  more  for  them  to  communicating  more  ' 
with  them. 

The  State  Society  cannot  do  more  for  the  members 
without  their  support,  and  that  support  cannot  be  engen- 
dered without  sufficient  communications.  Better  mem- 
bership communications,  therefore,  becomes  a costly  but 
necessary  link  in  the  State  Society  doing  what  it  is  all  . 
about — serving  its  members  and  the  public  of  Pennsylvania. 

The  council  wishes  it  had  a magical  way  to  insure  that  all 
physicians  would  be  what  many  of  them  are  and  all  of  them 
should  be — concerned,  dedicated  practitioners  of  the  art 
and  science  of  medicine  and  involved,  valuable  citizens.' 
Then  the  profession’s  public  relations  would  be  enhanced  to 
a degree  far  greater  than  could  be  achieved  with  any  State  , 
Society  program. 

If  wishes  do  not  bring  actions,  they  serve  no  useful  pur-  i 
pose.  The  council  has  acted  on  that  and  other  wishes  in  ar 
great  variety  of  ways  described  in  its  annual  report  on  how 
it  has  attempted  and  is  attempting  to  meet  its  many  and  i 
often  awesome  responsibilities.  It  invites  you  to  send  for  a ( 
copy,  to  read  it  closely  and  to  offer  your  comments.  . - 
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Delegation  to  the  AMA 

The  Pennsylvania  Delegation  to  the  American  Medical 
Association  is  pleased  to  submit  this  report  to  the  House  of 
Delegates  regarding  the  clinical  session  held  in  New 
Orleans,  Louisiana,  November  27-December  1,  1971,  and 
the  annual  meeting  held  in  San  Francisco,  California,  June 
18-22,  1972. 

Several  general  comments  are  in  order  before  referring  to 
each  specific  meeting. 

At  the  New  Orleans  meeting,  very  pointed  discussions 
were  held  regarding  the  views  of  the  AMA  membership  on 
constitutional  changes,  organizational  structure,  and  com- 
mittee responsibilities.  Accordingly,  the  AMA  House  of 
Delegates  directed  the  Council  on  Long  Range  Planning 
and  Development  to  study  the  subject  of  changes,  to  con- 
duct hearings  and  provide  progress  reports,  and  to  report  its 
recommendations  at  the  1973  Annual  Convention.  Follow- 
ing the  New  Orleans  meeting,  the  Board  of  Trustees  of  the 
Pennsylvania  Medical  Society  received  numerous  com- 
munications from  county  societies  expressing  concern  for 
the  present  AMA  structure  and  requesting  the  Pennsylvania 
Medical  Society  to  consider  the  support  of  a restructuring 
of  the  AMA.  The  Board  of  Trustees  referred  these  com- 
munications to  the  Pennsylvania  Delegation  to  the  AMA 
which  considered  them  seriously  at  the  San  Francisco  meet- 
ing. 

As  a result,  the  Pennsylvania  Delegation  to  the  AMA  will 
sit  as  a special  reference  committee  during  the  Annual  Ses- 
sion of  the  Pennsylvania  Medical  Society  in  October  to  hear 
the  views  of  county  society  representatives  with  regard  to 
the  American  Medical  Association.  Following  the  com- 
mittee hearing,  the  Pennsylvania  Delegation  will  structure  a 
report  and  make  a formal  presentation  at  the  open  hearings 
of  the  Council  on  Long  Range  Planning  and  Development 
of  the  AMA  at  the  Clinical  Session  of  the  AMA  to  be  held 
in  Cincinnati,  November  26-29,  1972. 

The  Pennsylvania  Medical  Society  was  represented  by  a 
full  complement  of  delegates  at  both  the  New  Orleans  and 
San  Francisco  meetings.  In  addition,  most  alternate  dele- 
gates attended  both  meetings.  The  delegation  was  saddened 
by  the  death  of  Park  M.  Horton,  M.D.,  its  chairman;  and  at 
the  San  Francisco  meeting,  the  delegation  elected  Malcolm 
W.  Miller,  M.D.,  to  the  post  of  chairman  of  the  delegation, 
i and  John  B.  Lovette,  M.D.,  as  its  vice-chairman. 

The  highlight  of  this  past  year  was  the  election  of  Russell 
B.  Roth,  M.D.,  of  Erie,  as  president-elect  of  the  American 
Medical  Association.  Dr.  Roth  was  elected  in  San  Francisco 
by  acclamation  and  we  believe  will  be  a most  capable  and 
I competent  representative  of  american  medicine  during  the 
I next  few  years. 

I Important  actions  taken  by  the  House  of  Delegates  of  the 
I,  AMA  were  as  follows: 

' New  Orleans: 

' • Created  a special  section  for  medical  students  and 

1 one  for  interns  and  residents; 

• Approved  participation  of  non-members  of  the  AMA 

in  AMA  scientific  programs  and  directed  that  the  AMA 

lead  in  developing  a national  program  for  certification 


of  the  assistant  to  the  primary  care  physician; 

• Adopted  a statement  of  principles  to  be  used  in 
evaluating  national  health  insurance; 

• Urged  health  insurance  carriers  and  government 
health  financing  agencies  to  rely  on  medical  peer  review 
programs  and  re-affirmed  its  position  that  it  is  the  re- 
sponsibility of  state  and  county  medical  societies  and  hos- 
pital staffs  to  create  effective  peer  review  systems; 

• Directed  the  AMA  Center  for  Health  Services 
Research  and  Development  to  catalog  projects  reported 
by  state  and  county  associations  in  the  areas  of  medical 
economics  and  experimental  delivery  of  health  care; 

• Affirmed  that  it  is  the  policy  of  the  AMA  that  “the 
frequency  with  which  patients  are  seen  is  properly  the 
decision  and  responsibility  of  the  physician  subject  to 
proper  and  recognized  review  by  his  peers.” 

San  Francisco: 

• Received  and  adopted  the  results  of  the  first  mem- 
bership opinion  poll  on  critical  issues  affecting  the  prac- 
tice of  medicine  (published  in  AMNews); 

• Approved  a policy  opposing  employment  of 
physicians’  assistants  in  hospitals; 

• Adopted  a report  proposing  guidelines  for  compen- 
sating physicians  for  services  of  physicians’  assistants; 

• Adopted  a report  dealing  with  education  and  utiliza- 
tion of  allied  health  manpower; 

• Adopted  a statement  which  indicated  the  House  does 
not  condone  the  production,  sale,  or  use  of  marihuana; 
however,  recommended  that  the  personal  possession  of 
insignificant  amounts  be  considered,  at  most,  a mis- 
demeanor with  commensurate  penalties  applied; 

• Approved  a strong  resolution  aimed  at  discouraging 
independent  determination  of  customary  physicians’  fees; 

• Gave  medical  students  membership  in  the  AMA  and 
representation  in  the  House  of  Delegates; 

• Approved  acceptance  of  a new  contract  with  the 
Fireman’s  Fund  Insurance  Company  to  continue  the 
AMA  Group  Disability  Insurance  Program; 

• Adopted  a resolution  endorsing  the  preservation  of 
the  AMA  as  a federation  of  constituent  and  state  medical 
associations,  with  proportionate  representation  as  at 
present. 

Councilor  District  Meetings 

Eleven  Councilor  Districts  have  scheduled  meetings 
during  the  1 972  Annual  Session.  The  times  of  these  meetings 
have  been  rearranged  this  year  so  that  copies  of  reference 
committee  reports  will  be  available  to  delegates  prior  to  their 
caucusing  in  councilor  district  meetings.  In  this  way  it  is 
hoped  that  the  councilor  district  meetings  will  provide  an  ad- 
ditional forum  for  discussion  on  the  specific  policy-making 
question  before  the  delegates. 

The  first  set  of  councilor  district  meetings  is  scheduled  for 
1:00  p.m.,  Wednesday,  October  25,  1972.  It  is  planned  to 
have  copies  of  the  reference  committee  reports  from  Tuesday 
available  in  the  morning  for  discussion  at  the  1 :00  p.m.  meet- 
ings. 

The  second  round  of  councilor  district  meetings  will  occur 
at  8:00  a.m.,  Thursday  morning,  with  reference  committee 
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reports  available  approximately  an  hour  before. 

» The  councilor  of  each  district  extends  a cordial  invitation 
to  all  members  of  the  county  medical  societies  in  his  district 
to  attend.  At  these  meetings  you  will  have  an  opportunity  to 
discuss  the  substantive  matters  before  the  House  of  Dele- 
gates, as  well  as  other  pertinent  councilor  district  business. 

The  meeting  schedule  follows.  Please  note  that  in  each  in- 
stance, the  Thursday  morning  meeting  will  occur  in  the  same 
room  as  the  Wednesday  afternoon  meeting. 


Committee  on  Constitution  and  Bylaws 
Tuesday,  October  24,  3:00  p.m. — La  Fonda  Lounge 

R.  Robert  Tyson,  M.D.,  Philadelphia  County, 
Chairman 

William  M.  Shue,  M.D.,  York  County 
Virginia  E.  Washburn,  M.D.,  Allegheny  County 
R.  L.  Taylor,  M.D.,  Venango  County 
John  C.  Cavender,  M.D.,  Susquehanna  County 
James  A.  Raub,  M.D.,  Blair  County,  Alternate 


Councilor  District 

Second 

Third 

Fourth 

Fifth 

Sixth 

Seventh 

Eighth 

Ninth 

Tenth 

Eleventh 

Twelfth 


Room 

Duffers  Room 
Parlor  B 
Lower  Cabaret 
Bogey  Room 
Lower  Cabaret 
Eagle  Room 
Lower  Cabaret 
Lower  Cabaret 
Monte  Carlo  Room 
Wood  Room 
Lower  Cabaret 


Reference  Committee  Hearings 

Committee  on  Rules 

Tuesday,  October  24,  10:00  a.m. — Eagle  Room 

William  H.  Frank,  M.D.,  Cambria  County, 

Chairman 

F.  Barrie  Moberg,  M.D.,  Lancaster  County 
Robert  N.  Moyers,  M.D.,  Crawford  County 
W.  North  Sterrett,  M.D.,  Adams  County 
William  D.  Stewart,  M.D.,  Allegheny  County 
John  E.  Steels,  M.D.,  Carbon  County,  Alternate 

Tellers 

Tuesday,  October  24,  11:00  a.m. — Eagle  Room 

R.  M.  Kerr,  M.D.,  Luzerne  County,  Chairman 
Harvey  W.  Austin,  M.D.,  Allegheny  County 
David  Gillum,  M.D.,  Tioga  County 
John  F.  Kennard,  M.D.,  Clearfield  County 
Andrew  J.  Lotz,  M.D.,  Chester  County 
John  Hobart,  M.D.,  Northampton  County 
Ralph  Wymer,  M.D.,  Butler  County 

Committee  on  Credentials 

Douglas  T.  Corwin,  M.D.,  Washington  County, 

Chairman 

William  A.  Shaver,  M.D.,  Lebanon  County 
Richard  F.  Tignor,  M.D.,  Lycoming  County 
Vincent  J.  Tully,  M.D.,  Wayne-Pike  County 
Sidney  O.  Krasnoff,  M.D.,  Philadelphia  County 
Robert  F.  Pacek,  M.D.,  Armstrong  County,  Alternate 

Committee  on  Medical  Service 

Tuesday,  October  24,  3:00  p.m. — Monterey  Room 

Theodore  H.  Mendell,  M.D.,  Philadelphia  County, 
Chairman 

Franklin  S.  Bizousky,  M.D.,  Jefferson  County 
Benjamin  J.  Cottone,  M.D.,  Lackawanna  County 
Fred  Duggy,  M.D.,  Allegheny  County 
William  P.  Rumsey,  M.D.,  Delaware  County 
James  L.  Killius,  M.D.,  Somerset  County,  Alternate 


Committee  on  Governmental  Relations 

Tuesday,  October  24,  7:00  p.m. — Rear  Baroque  Room 

George  H.  Fetterman,  M.D.,  Allegheny  County, 
Chairman 

George  A.  Hahn,  M.D.,  Philadelphia  County 
Francis  S.  Kleckner,  M.D.,  Lehigh  County 
R.  William  Alexander,  M.D.,  Berks  County 
John  E.  Hartle,  M.D.,  Bedford  County 
Morgan  F.  Taylor,  M.D.,  Beaver  County,  Alternate 


Committee  on  Public  Service 

Wednesday,  October  25,  8:00  a.m.— La  Fonda  Lounge 

David  P.  Morrison,  M.D.,  Bucks  County,  Chairman 
Donald  M.  Blatchley,  M.D.,  Westmoreland  County 
Robert  F.  Beckley,  M.D.,  Clinton  County 
George  L.  Gleeson,  M.D.,  Dauphin  County 
Mr.  Thomas  Myers,  SAMA,  Temple  University 
School  of  Medicine 

Peter  Haynicz,  M.D.,  Monroe  County,  Alternate 


Committee  on  Education  and  Science 
Tuesday,  October  24,  7:00  p.m.— -Duffers  Room 

Matthew  Marshall,  Jr.,  M.D.,  Allegheny  County, 
Chairman 

John  P.  Mraz,  M.D.,  Erie  County 
Axel  K.  Olsen,  M.D.,  Philadelphia  County 
William  H.  Walters,  M.D.,  Schuylkill  County 
Mr.  Roland  D.  Eavey,  SAMA,  University  of 
Pennsylvania  School  of  Medicine 
Harriet  M.  Harry,  M.D.,  Centre  County,  Alternate 

Committee  on  Reports  of  Officers 
Wednesday,  October  25,  8:00  a.m. — Monterey  Room 

Samuel  Cohen,  M.D.,  Montgomery  County,  Chairman 
Elizabeth  M.  Cleland,  M.D.,  McKean  County 
Jerome  Chamovitz,  M.D.,  Allegheny  County 
Henry  P.  Royster,  M.D.,  Philadelphia  County 
Charles  R.  Sloan,  M.D.,  Fayette  County 
Benjamin  Schneider,  M.D.,  Northumberland  County, 
Alternate 

Pennsylvania  Delegation  to  the  AMA 
Wednesday,  October  25,  11:00  a.m. — Cabaret  Room 

Malcolm  W.  Miller,  M.D.,  Philadelphia  County,  Chairman 
William  A.  Barrett,  M.D.,  Allegheny  County 
Paul  S.  Friedman,  M.D.,  Philadelphia  County 
Edmund  L.  Housel,  M.D.,  Philadelphia  County 
William  A.  Limberger,  M.D.,  Chester  County 
John  B.  Lovette,  M.D.,  Cambria  County 
Matthew  Marshall,  Jr.,  M.D.,  Delaware  County  • ; 

William  Y.  Rial,  M.D.,  Delaware  County 
William  B.  West,  M.D.,  Huntingdon  County 
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Why  send  him 
to  the  islets 
of  Langethans? 


' Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCl 

lowers  blood  sugar  without  raising  blood  insulin . 


DBI®  phenformin  HCl 

.Tablets  of  2S  mg. 

(DBI-TD®  phenformin  HCl 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 

'Indications:  Stable  adult  diabetes 
Jimellitus;  sulfonylurea  failures, 

; (Primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
I coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-0(6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 

information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


He  won’t  resist 
feeling  better  witK 

Mylanta 

Because  the  taste  is  good . 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LiQuiD|viYiAIMTAl^®^^® 


aluminum  and  magnesium  hydroxides  with  simethicone 


S 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 
(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership...designed  for  today  with 

tomorrow  in  mind! 

Check  the  Program’s  key  features — each  of  significant  value  to  you... 

★ No  member’s  application  can  be  rejected  without  the  applicant  having  the  right  to  request 
the  State  Society’s  review  and  concurrence... 

★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-payment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for  review... 

★ State  Society  “peer  review’’  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physicians  previously  insured  under  Lloyds’  “claims  made’’  policy  have  the  option  of 
purchasing  retroactive  “drop-back’’  coverage  ... 

★ Extensive  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 


★ Planned  program  of  continuing  education  in  malpractice  claims  avoidance  and  preven- 
tion... 

Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician’s  “Ombudsman,” 
it’s  like  having  your  own  insurance  company...  only  better! 


Use  this  coupon  to  secure  an  application 


Name 


Office  Address 
City  


Telephone 


□ 


Medical  Specialty 


Date  your  professional  liability 
insurance  expires  


Mail  to; 

Parker  & Company  Inc.  of  Pennsylvania 
1616  Walnut  Street,  Philadelphia,  Pa.  19103 
Attention:  A.  John  Smither,  Vice-President 

I am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


I insurance 


Present  Carrier 


During  anginal  attacks,  patients  may  suffer  intense 
apprehension.  More  frequently  however,  they  experience  a 
continuing  sense  of  less  severe  hut  nonetheless  dispropor- 
tionate anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
important,  since  undue  emotional  stress  may  precipitate 
further  anginal  episodes. 


A djunctive  Librium  ( chlordiazepoxide  HCl)  may  be 
especially  suitable  for  relief  of  clinically  significant 
anxiety  and  emotional  tension  in  anginal  patients 
because  of  its  generally  prompt  therapeutic  effective- 
ness and  wide  margin  of  safety.  In  a recent  double-blind 
randomized  study,*  Librium  (chlordiazepoxide  HCl) 
was  administered  for  relief  of  moderate  anxiety  in  20 
anginal  patients  seen  in  office  practice  over  a 20-week 
period.  Symptoms  of  emotional  distress  related  to 
anxiety  were  rated  at  base-line,  one  week,  two  weeks 
and  monthly  thereafter.  Relief  was  obtained  notably 
early  in  therapy.  The  clinical  results  demonstrated  that 
Librium  offers  the  coronary  patient  an  antianxiety  drug 
that,  in  the  author’s  opinion,  is  both  effective  and  safe. 
In  general  use,  the  most  common  side  effects  reported 
have  been  drowsiness,  ataxia  and  confusion, 
particularly  in  the  elderly  and  debilitated.  (See 
summary  of  prescribing  information.) 

Librium  (chlordiazepoxide  HCl)is  used  concomitantly 
with  certain  specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
pertensive agents,  whenever  anxiety  is  clinically  signifi- 
cant. The  drug  should  be  discontinued  after  anxiety  has 
been  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Lihriumr 

(chlordiazepoxide  HCl) 

10-mg;  25-mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
accompanying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established. clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  he  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


The  treatment  of 


due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy 


The  Treatment  ot  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Slydy 
T,  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 


American  Fertility  Society 


\ 


Android 


Double-Blind  Study  and  Type  of  Patient: 


(thyroid-androgen)  tablets 


/ 


100  patients  suffering  from  impotence 
the  patients  receiving  the  active  medicatioj 
(Android)  a favourabie  response  was  see 
in  78%.  This  compares  with  40%  o 
placebo.  Although  psychotherapy  is  ind 
cated  in  patients  suffering  from  function; 
impotence  the  concomitant  role  of  chemt 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-x  Android-Plus 


HIGH  POTENCY 


EXTRA  HIGH  POTENCY 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit. (1/6  gr.)  ..lOmg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  red  tablet  contains: 
Methyltestosterone  ..5.0  mg. 
Thyroid  Eit.  (Va  gr.)  . . .30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL  10  mg. 

Dose;  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eat.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VlTAMtN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5 mg. 
Thyroid  Eit.  ( Va  gr.)  ...  1 5 mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  23  mg 

Glutamic  Acid  100  mg 

Pyfidoiine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.5  meg 

Riboflavin  5 


Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorer 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasiot 
cases  of  jaundice  with  pluggine  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Test* 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headaci 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  he< 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  pri 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patiei 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinuj 
as  soon  as  hypercalcemia  is  detected. 


References:  1.  Monlesane,  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sej 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteri 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  Impotej 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  SalTagher,  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:1 
1959.  5.  Farris.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogene 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  PI 
delphia,  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield,  ^ 
III.,  1959,  pp.  79-99.  ■ 


Write  for  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeies,  Canfornia  900! 
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CORPORATION 

PROFESSIONAL 
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PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 

PROFESSIONAL 

CORPORATION 


TAX  SAVING  from  a pension  or  profit-sharing  plan  is  the 
primary  advantage  of  a professional  corporation.  A profes- 
sional corporation  is  not  suited  for  everyone  but  it  may  be 
right  for  you. 

Lincoln  Investment  Planning  Inc.  specializes  in  em- 
ployee benefit  plans  for  the  professional. 

Why  not  find  out  how  we  can  save  you  tax  dollars? 


LINCOLN  INVESTMENT  PLANNING,  INC. 

The  Benson,  Jenkintown,  Pa.  19046  One  Cherry  Hill,  Cherry  Hill,  N.J.  08034 

Telephone:  PA.  215-927-7880  N.J.  609-667-6500 


Please  send  further  information  about  the  tax  advantages  of  a professional  corporation: 
NAME ADDRESS 
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TELEPHONE 


^OCg, 


S86-1 


!00  Tablets 


|||  Uticillin  VK 

If?  /ft  TRAOtMARt^  . 1 

15 2 'potassium  Phenoxyine*"' 
•^enicilJin  Tablets,  ' 


UpjoKn 


(400,000 

*»»:  Federal  (aw 
1 without  I 


\ 


(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY  JA72-2144-6 
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Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 
TOtSClilm  (ampicillin  tfihydrate) 
Pyopen(disodium  carbenicillin) 
EiSlGtOGlII  (sodium  oxacillin) 


and  more  to  come 


Beecham-Massenglll 
Pharmaceuticals  loaa 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injeaion  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Baaocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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MEDICINE 


newsfronts 


Physicians  speak  out  at  'health  care’  hearings 


The  Insurance  Department  hearings 
on  the  health  care  delivery  system  have 
ended,  but  providers  of  health  care  and 
the  public  they  serve  still  await  solu- 
tions to  problems  raised  prior  to  and 
during  those  hearings. 

Insurance  Commissioner  Herbert  S. 
Denenberg  claims  three  results  of  the 
hearings  will  be  forthcoming  before  the 
end  of  the  year.  One  of  them  is  not  the 
decision  on  Blue  Shield’s  request  for  a 
rate  increase  of  $18.3  million.  What 
can  be  expected  are: 

1 . A revision  of  the  forty-five 
guidelines  issued  to  Blue  Shield  by  the 
Insurance  Department; 

2.  A “patient’s  bill  of  rights”; 

3.  The  department’s  findings  and 
conclusions. 

“We  aren’t  even  thinking  about  the 
rate  increase,”  the  commissioner  said. 

Almost  100  people  testified  at  the 
hearings  held  in  Philadelphia.  Repre- 
senting the  Pennsylvania  Medical  Soci- 
ety were  President  George  P.  Rose- 
mond,  M.D.,  whose  testimony  ap- 
peared in  full  on  page  1 4 of  the  October 
Pennsylvania  Medicine,  and  Matthew 
Marshall,  Jr.,  M.D.,  chairman  of  the 
Society’s  Committee  on  Medical  Care 
Appraisal  Project.  Dr.  Rosemond 
called  for  state  support  of  a five-point 
program  aimed  at  solving  problems  in 
the  health  care  delivery  system  and  first 
presented  by  the  Society  to  state  gov- 
ernment as  early  as  1 966.  He  called  for: 

■ “Passage  of  the  new  Medical  Practice 
Act;  adequate  funding  of  the  State 
Board  of  Medical  Education  and 
Licensure;  passage  of  the  bill  to  grant 
civil  liability  immunity  to  profes- 
sionals participating  in  peer  review  ac- 
tivities; elimination  or  curtailment  in 
the  public  interest  of  the  unscientific, 
unproven  cult  of  chiropractic;  and 
drastic  changes  in  the  Medicaid-Public 
Assistance  Program.” 

Dr.  Marshall’s  testimony  detailed 
the  Society’s  role  in  developing  and 
implementing  a statewide  peer  review 
system  at  a time  when  others  were  just 
beginning  to  think  about  it.  He  said: 

“The  Pennsylvania  Medical  Society 

■ assumed  the  responsibility  for  develop- 
ing and  implementing  a statewide  peer 


review  system  since  it  recognized  that 
only  through  the  involvement  of  prac- 
ticing physicians  can  the  quality  of 
medical  care  be  significantly  im- 
proved. The  citizens  of  Pennsylvania 
do  depend  on  physicians  to  manage 
their  health  care.  Obviously  it  is 
primarily  the  responsibility  of  physi- 
cians to  devise  ways  to  make  the 
system  work  better  in  cooperation  with 
other  health  care  providers,  all  of 
whom  must  be  accountable  to  the 
public.” 

Dr.  Marshall  emphasized  that  effec- 
tive cost  controls  must  be  implemented 
and  that  quality  of  medical  care  must 
meet  professionally  developed  per- 
formance standards.  “Peer  review,”  he 
said,  “represents  the  most  rational 
approach  for  instituting  these  con- 
trols.” 

Dr.  Marshall’s  testimony  defined 
peer  review  and  outlined  the  Society’s 


work  in  developing  such  evaluation  by 
practicing  physicians  of  the  quality, 
appropriateness,  and  effectiveness  of 
medical  services  ordered  or  performed 
by  other  physicians.  It  explained  the 
role  of  education  to  improve  medical 
care  as  a result  of  peer  review  and 
explained  the  application  of  the  results 
of  the  peer  review  procedure  to  the  de- 
velopment of  professional  continuing 
education  programs  to  improve  medi- 
cal care.  He  cited  the  leadership  of  the 
State  Society  in  this  Held  and 
explained  the  Society’s  adoption  of  a 
continuing  education  requirement  as  a 
condition  for  membership  in  the  State 
Society. 

Among  other  physicians  who  tes- 
tified were  R.  Robert  Tyson,  M.D., 
president  of  the  Philadelphia  County 
Medical  Society;  Robert  S.  Segin, 
M.D.,  of  Philadelphia,  president  of  the 
(Continued  on  page  12) 


We  ’will  not  be  intimidated’ 

The  letter  which  follows  explains  itself: 

October  5, 1972 

The  Honorable  Milton  J.  Shapp 
Governor  of  Pennsylvania 
Harrisburg 

My  dear  Governor: 

The  Pennsylvania  Medical  Society  has  announced  to  you  on  several  occasions, 
both  before  your  election  and  after,  that  it  is  our  desire  to  join  your  Administration 
in  any  effort  to  improve  health  care  in  the  Commonwealth.  Since  the  appointment 
of  Dr.  Leonard  Bachman  as  your  Health  Services  Advisor,  we  have  been  of  the 
opinion  that  satisfactory  solutions  to  current  problems  in  the  medical  care  field 
can  be  resolved. 

It  is  unfortunate  that  the  atmosphere  which  we  desire  to  create  is  clouded  by  the 
head-line  hunting,  distortions,  half-truths,  and  gross  exaggerations  by  Insurance 
Commissioner  Denenberg.  The  staged  Blue  Shield  hearings  which  he  recently  con- 
ducted in  Philadelphia  are  typical  of  his  circus-like  performances. 

We  are  willing  to  continue  to  work  cooperatively  with  your  office  through  Dr. 
Bachman  on  matters  of  mutual  concern;  however,  we  want  to  make  it  perfectly 
clear  to  your  Administration  that  the  physicians  of  Pennsylvania  will  not  be  intimi- 
dated by  Mr.  Denenberg. 

IVe  look  forward  to  your  address  to  the  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  on  Wednesday,  October  25,  and  hope  that  you  will  clear  the 
present  climate  so  that  physicians  and  state  government  can  work  together. 

Sincerely  yours, 

George  P.  Rosemond,  M.D.,  President 
Pennsylvania  Medical  Society 
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State  Society  sets  pace 


Physicians  speak  out  at  'health  care’  hearings 


Delaware  Valley  Chapter  of  the 
Council  of  Medical  Staffs,  Stephen  J. 
Barrett,  M.D.,  chairman  of  the  Lehigh 
Valley  Committee  Against  Health 
Fraud,  Inc.;  Edward  J.  Resnick,  M.D., 
spokesman  for  the  Philadelphia  Ortho- 
paedic Society;  George  C.  Gardiner, 
M.D.,  of  the  University  of  Pennsyl- 
vania Health  Law  Project;  Robert  L. 
Brent,  M.D.,  of  Jefferson  Medical 
College;  and  Robert  L.  Green,  M.D., 
Philadelphia  orthopedic  surgeon. 

Dr.  Tyson,  representing  the  Phila- 
delphia County  Medical  Society  at  the 
hearings  and  active  in  the  State  Soci- 
ety’s Council  on  Medical  Service, 
delineated  five  proposals  to  improve 
cost  and  quality  controls  in  medical 
care.  They  are:  (1)  containing  hospital 
costs  by  negotiating  reasonable  per 
diem  rates  with  each  hospital  in  full 
recognition  of  the  degree  of  com- 
plexity of  its  characteristic  patient 
load;  (2)  permitting  physician  house 
staff  officers  to  bill  personally  for  pro- 
fessional services  rendered;  (3)  paying 
for  all  physician  services  covered  by 
Blue  Cross-Blue  Shield  through  Blue 
Shield  so  that  all  such  payments  to 
doctors  would  be  visible  and  subject  to 
analysis;  (4)  updating  Blue  Shield  fee 
schedules,  which  have  not  had  an 
overall  revision  since  1958;  and  (5) 
providing  funds  to  the  State  Board  of 
Medical  Education  and  Licensure  so 
that  it  can  fulfill  its  statutory  obliga- 
tions with  respect  to  licensing  and 
revoking  licenses  of  physicians. 

Dr.  Tyson  said,  “We  are  seriously 
concerned  with  the  conduct  of  the  In- 
surance Commissioner.  He  has  clearly 
and  publicly  demonstrated  his  animos- 
ity toward  physicians.  He  has  publicly 
admitted  to  ‘headline  hunting’  and  has 
used  misleading  and  untrue  statements 
to  gain  this  end.  He  has  unwarrantedly 
demeaned  physicians  by  making  un- 
supportable  accusations...  He  has 
failed  to  acknowledge  recommen- 
dations from  physicians  which  he  quite 
properly  put  in  force  to  help  control 
Blue  Cross  costs.  Subsequently  he  has 
accused  the  profession  of  lack  of  sup- 
port in  these  areas...  He  cannot  assess 
medical  services  in  an  unbiased 
manner  and,  therefore,  should  not.” 

Dr.  Segin  defended  the  medical  pro- 


fession against  accusations  based  on 
health  statistics  of  the  proverty- 
stricken.  “Poor  quality  medical  care  or 
unavailability  of  medical  care  is 
blamed  as  the  major,  if  not  the  only, 
factor  for  a greater  incidence  of 
disease  among  our  poor...  Every  other 
socioeconomic  pressure  or  influence 
or  cause  is  completely  disregarded... 

Diabetes 

The  Pennsylvania  Department  of 
Health  has  released  partial  results  of  its 
twelve-month  state-wide  diabetes 
screening  program. 

Administered  by  the  chronic  disease 
program  representatives  in  the  state’s 
human  service  regions,  161,984 
persons  were  tested  through  279  pro- 
grams in  local  communities,  industrial 
facilities,  and  senior  citizen  groups  with 
the  approval  of  county  medical 
societies.  Of  these  1 ,239  were  referred 
to  private  physicians  as  possible 
diabetics,  and  529  cases  of  diabetes 
have  been  reported  to  date. 

Health  Council 
produces  CROP 

The  Pennsylvania  Health  Council 
has  established  a new  employment 
referral  service  for  health  personnel 
called  Career  Recruitment  Opportuni- 
ty Program  (CROP).  It  is  designed  to 
offer  a method  for  potential  employers 
and  employees  to  communicate  on 
health  related  positions. 

Individuals  desiring  positions  in  the 
health  field  can  write  to  the  council  at 
933  Kranzel  Dr.,  Camp  Hill,  Pa. 
17011.  Completing  an  information 
form  and  submitting  a $10  filing  fee  is 
required  of  each  jobseeker.  The  infor- 
mation forms  are  placed  on  file  so  that 
copies  can  be  furnished  to  prospective 
employers  on  request.  All  information 
is  confidential. 

Council  members  may  use  the  serv- 
ice without  charge.  Non-member  em- 
ployers will  be  requested  to  pay  a $50 
service  fee  to  use  the  referral  service. 

Inquiries  from  prospective  individu- 
al employers  and  firms  needing  per- 
sonnel are  invited. 


People  in  poverty  do  not  have  inferior 
medical  care.  They  have  inferior  eve- 
rything.” 

At  the  end  of  the  Philadelphia 
hearing.  Blue  Shield  officials  asked 
that  the  hearing  record  be  kept  open  so 
that  it  could  submit  additional  ac- 
tuarial data  to  support  its  rate  increase 
request. 


Mildred  C.J.  Pfeiffer,  M.D.,  director  i 
of  the  division  of  chronic  diseases,  i 
claimed,  “Screening  and  early  detection 
are  the  most  vital  steps  in  controlling  : 
diabetes,  now  the  sixth  leading  killer-  I 
disease  in  Pennsylvania.”  ‘ 

Health  planning  meet 
slated  for  December 

The  second  annual  meeting  of  the  i 
American  Association  for  Comprehen- 1 
sive  Health  Planning  will  be  held  at  the  j 
Royal  Inn,  San  Diego,  California,! 
December  5-7,  1972.  i 

The  theme  of  the  meeting  is  "Health  i 
Planning  at  the  Crossroads:  Time  fon 
Decisions.” 

Saleem  A.  Farag,  M.D.,  chief  ofi 
California’s  comprehensive  health 
planning  program,  is  planning  com- 
mittee chairman  for  the  program.  He 
said,  "The  time  for  crucial  decisions  oni 
health  planning  already  is  upon  us...i 
Arguments  for  various  national  health 
care  systems  are  heating  up...  We  will 
be  derelict  in  our  mandated  responsi-i 
bilities  if  we  do  not  speak  out  now  for  ai 
system  of  rational  health  planning  ac- 
cepted and  supported  by  the  public.” 

The  organization  represents  more 
than  200  state  and  local  comprehensive 
health  planning  agencies. 

Hospital  Association 
has  new  head 

John  A.  McMahon,  former  presi-! 
dent  of  the  North  Carolina  Blue  Cross- 
Blue  Shield,  has  been  named  president; 
of  the  American  Hospital  Association. 

McMahon  is  a member  of  the  Blue 
Cross  Association  Board  of  Governors! 
and  of  President  Nixon’s  Committee 
on  Health  Education. 


screening  results  revealed 
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^ublic  has  confidence  in  profession 

Opinion  surveys  base  for  new  health  care  study 


A new  survey  of  public  and 
hysician  opinion  on  the  United  States 
ealth  care  system  is  the  basis  of  a 
pcently  published  book  of  Potomac 
ivssociates,  the  Washington-based  poli- 
y analysis  firm  which  brought  out  the 
:ontroversial  MIT-Club  of  Rome 
:udy,  The  Limits  of  Growth. 

Written  by  Stephen  P.  Strickland, 
'h.D.,  political  scientist  and  educator, 
is  entitled  U.S.  Health  Care:  What’s 
Vrong  and  What’s  Right,  published  by 
Jniverse  Books  of  New  York. 
ii  Potomac  Associates  commissioned 
Ijie  Gallup  organization  to  poll  the 
i’.ublic  sector.  Erdos  and  Morgan,  Inc. 
-oiled  a sample  of  physicians 
iroughout  the  nation. 

General  conclusions  show  that  the 
li'ublic  has  a high  degree  of  confidence 
.1  the  existing  system  (84  percent),  al- 
fihough  both  the  public  (61  percent)  and 

frofessionals  (66  percent)  agree  on  the 
eed  for  some  basic  changes.  The 
;urvey  further  indicates  that  the  public 
■las  more  confidence  in  physician  or- 
ranizations  (such  as  the  American 
l[i4edical  Association)  than  in  other  po- 
ll ;ntial  contributors  to  new  federal 
,'iealth  legislation. 

; The  author,  who  is  head  of  the  Wash- 
jington  office  of  the  Health  Policy 
|Ynter,  a research  activity  of  the  Uni- 
l-ersity  of  California,  states  that  both 
iiublic  and  professional  sectors  concur 
|n  the  need  for  expanded  federal  in- 
i olvement — a concensus  Strickland 
I'onsiders  sufficient  for  Congressional 
! ction. 

Forty-six  percent  of  the  lay  sector 
ii'elt  that  government  should  have  the 
I'aain  responsibility,  but  75  percent  of 
liihysicians  believe  government  should 
provide  subsidy  only,  leaving  adminis- 
!;  ration  to  insurance  carriers, 
ji  On  the  question  of  the  necessity  for 
I ome  form  of  national  health  insurance, 
7 percent'of  the  lay  population  and  51 
5 lercent  of  physicians  agreed. 

The  public  ranked  the  two  top  medi- 
cal problems  as  (1)  the  doctor  shortage 
[ nd  (2)  costly  and  complicated  insur- 
■ nee.  Physicians  ranked  the  two  most 
I erious  problems  as  (1)  the  high  cost  of 
[:reatment  and  (2)  the  physician  short- 
ge.  Both  sectors  agreed  that  unneces- 


sary treatment  and  inadequate  health 
insurance  coverage  rank  in  the  top  five 
current  problems. 

While  the  public  cited  physician  re- 
fusal to  make  house  calls  as  a major 
problem,  physicians  felt  the  growing 
threat  of  malpractice  suits  is  a priority 
item.  A great  majority  of  doctors  feel 
the  present  system  “works  satisfactorily 
in  meeting  routine  and  emergency 
needs.  On  the  other  hand,  doctors  'evi- 
dence marked  concern  about  our 
present  capacity  to  cope  with  long-term 
illnesses,’  ” Strickland  states. 

"The  public’s  priorities  are  clear,” 
Strickland  concludes.  "Americans  want 
the  federal  government  to  make  sure 
that  high  cost  does  not  block  access  to 
medical  care  for  any  citizen  who  needs 


The  Pennsylvania  Heart  Association 
at  its  annua!  assembly  in  Pittsburgh 
recently  named  Lee  H.  Shields,  M.D., 
Harrisburg,  president-elect  to  take  of- 
fice in  1973.  Lawrence  F.  Blackburn, 
M.D.,  Greensburg,  was  installed  as 
president  for  1972-73. 

Dr.  Shields  is  an  associate  in  the 
departments  of  cardiology  and  internal 


DR.  SHIELDS 


medicine  at  Polyclinic  Hospital,  Har- 
risburg. He  is  a fellow  of  the  American 
College  of  Cardiology,  the  American 
College  of  Chest  Physicians,  and  the 
American  College  of  Physicians.  He  is 
also  a past  president  of  the  South  Cen- 
tral Pennsylvania  Heart  Association. 


it,  and  to  maintain  or  increase  the  flow 
of  new  doctors.  Yet  the  public  ap- 
parently would  be  responsive  to  many 
other  means  of  reducing  the  barriers  to 
good  medical  care,  provided  these  addi- 
tional programs  do  not  violate  any  fun- 
damental values  in  our  current  health 
care  system. 

"Most  American  doctors  are  less  in- 
sistent on  the  need  for  change,  and  less 
confident  that  the  federal  government 
can  solve  the  major  problems.  But,  even 
among  physicians. ..there  is  will- 
ingness...to  see  alterations  of  some  pat- 
terns of  traditional  medical  practice,  to 
accept  new  emphases  in  health  care, 
and  to  have  some  responsibilities  for 
the  provision  of  care  shifted  to  or 
shared  with  new  authorities.” 


Dr.  Blackburn  is  a specialist  in  in- 
terna! medicine  and  president  of  the 
medical  staff  of  Westmoreland  Hospi- 
tal. He  is  a past  president  of  the  South- 
western Pennsylvania  Heart  Associa- 
tion and  past  vice-president  of  the 
Pennsylvania  Heart  Association. 

Immediate  Past  President  Harry  F. 
Zinsser,  M.D.,  Gladwyne,  received  the 


DR.  BLACKBURN 


association’s  distinguished  medallion 
for  exemplary  leadership. 

Three  new  vice-presidents  were  also 
elected.  They  are:  Lawrence  N.  Adler, 
M.D.,  Pittsburgh;  John  L.  Mansell, 
M.D.,  New  Wilmington;  and  William 
B.  Trice,  M.D.,  Erie. 


H eart  Association  has  new  officers 
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Pittsburgh  physicians  detail  ambulance  needs 


Peter  Safar,  M.D.,  and  his  associates 
in  the  department  of  anesthesiology  at 
the  University  of  Pittsburgh  School  of 
Medicine,  have  prepared  a report  de- 
tailing requirements  for  the  design  and 
equipment  of  ambulances  including  es- 
sentials of  life-support  for  the  Ameri- 
can Medical  Association  Commission 
on  Emergency  Medical  Services. 

Priority  is  given  to  the  need  for 
resuscitative  and  life-support  measures 
piror  to  the  patient’s  arrival  at  the  hos- 
pital. 

The  report  includes  specifications  of 
ambulance  design,  including  national 
color  identification  and  speed  and  reli- 
ability requirements.  It  details  minimal 
patient  area  dimensions,  the  posi- 
tioning of  attendants,  measurements, 
communications,  lighting,  heating,  and 
ventilation  standards. 

The  largest  portion  of  the  report 
deals  with  resuscitation  equipment. 
Pulmonary  ventilation  equipment 
should  be  hand-operated,  portable,  and 
independent  of  a supply  of  oxygen.  The 
bag-valve-mask  unit  should  permit 
delivery  of  100  percent  oxygen  during 
spontaneous  and  artificial  ventilation. 
Transparent  masks  are  recommended 
in  various  sizes  to  allow  the  attendant 
to  observe  the  patient’s  color,  occur- 
rence of  vomiting,  and  breathing. 
Oropharyngeal  airways  and  masks  for 
mouth-to-mouth  ventilation  should 
also  be  provided. 

Two  oxygen  supplies,  portable  and 
installed,  are  recommended,  with  a 

Rh  eumatism  section 
schedules  meeting 

The  American  Rheumatism  Associ- 
ation section  of  the  Arthritis  Founda- 
tion will  hold  a scientific  meeting  at 
the  Pittsburgh  Hilton  December  8 and 
9. 

In  addition  to  the  regular  scientific 
workshops,  six  clinical  postgraduate 
arthritis  seminars,  each  limited  to 
thirty  persons  and  two  running  con- 
currently for  two  hours  each,  are 
scheduled.  The  fee  for  these  sessions  is 
$20  each.  Fee  for  the  regular  session  is 
$25. 

For  further  information,  contact 
The  Arthritis  Foundation,  1212  Ave- 
nue of  the  Americas.  New  York,  N.Y. 
10036. 


flow  of  at  least  10  liters  per  minute. 
Suction  units  for  both  adults  and 
children  are  described. 

A backboard  to  provide  the  resis- 
tance necessary  for  external  cardiac 
compression,  splints,  and  equipment 
for  spinal  injuries  are  suggested. 
Supplies  for  dressing  wounds,  emer- 
gency childbirth,  treating  shock  and 
acute  poisoning,  tracheal  intubation. 


and  portable  electrocardios 
cope/defibrillators  are  also  recom^ 
mended. 

Detailed  recommendations  an, 
equipment  lists  are  available  in  . 
published  article  by  Safar,  P.,  Esposito 
G.,  and  Benson,  D.M.  Ambulanc 
Design  and  Equipment  for  Mobile  k; 
tensive  Care.  Archives  of  Surger] 
102/3:163-171  (March)  1971. 


Psychosomatic  illness  subject 
of  Philadelphia  symposium 


A symposium  on  psychosomatic 
illness  will  be  held  on  November  13, 
1972,  at  the  Eastern  Pennsylvania  Psy- 
chiatric Institute,  Philadelphia. 

The  symposium  will  be  chaired  by 
Leo  Madow,  M.D.,  professor  of  psy- 
chiatry and  chairman  of  the  depart- 
ment of  psychiatry  at  the  Medical 
College  of  Pennsylvania. 

Scheduled  panel  members  include: 
Morton  F.  Reiser,  M.D.,  professor  and 
chairman  of  the  department  of  psychi- 


atry, Yale  University;  John  (' 
Nemiah,  M.D.,  professor  of  psychir 
try.  Harvard  Medical  School;  Herbe' 
Weiner,  M.D.,  professor  of  psychiatrj 
Albert  Einstein  College  of  Medicin# 
and  H.  Keith  Fischer,  M.D.,  clinic 
professor  of  psychiatry.  Temple  Un 
versity. 

Contact:  Leo  Madow,  M.D 

chairman.  Medical  College  of  Pennsy* 
vania,  3300  Henry  Avenue,  Philadei 
phia.  Pa.  19129.  The  fee  is  $5. 


CEREMONIES  on  Thursday,  October  12,  marked  the  formal  dedication  of 
Eye  Institute,  connected  to  Presbyterian-University  of  Pennsylvania  Medical 
Center  at  Myrin  Circle,  51  North  39th  Street,'  Philadelphia.  One  of  few  total  eye»  Wi 
care  centers  in  the  world,  the  $9  million  building  houses  the  Ophthalmology  5- 
Department  of  the  University  of  Pennsylvania  which  was  located  at  the  Hospital  q# 
the  University  of  Pennsylvania.  The  circular  shape  of  the  new  Scheie  Eye  Institute 
symbolizes  the  building’s  purpose,  to  provide  a continuous  cycle  of  patient  care,  ^ 
teaching  and  research  into  the  causes  and  cures  of  eye  diseases.  The  institute  - 
was  named,  at  the  request  of  a major  contributor,  for  Harold  G.  Scheie,  M.D.,  (i 
chairman  of  the  Department  of  Ophthalmology  at  the  University.  i ■- 
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Dr.  Beach  head  of  state’s  Office  of  Medical  Programs 


William  B.  Beach,  Jr.,  M.D.,  deputy 
Secretary  in  the  Department  of  Public 
Welfare  for  the  Commonwealth  and 
. lead  of  the  mental  health  programs  for 
he  state,  has  been  given  the  added  re- 
;ponsibility  of  supervision  of  the  Office 
:')f  Medical  Programs. 

' The  organizational  change  was  an- 
lounced  by  Helen  Wohlgemuth,  secre- 
ary  of  welfare,  in  an  effort  to  improve 


the  state’s  medical  programs  by  placing 
them  under  the  direct  supervision  of  a 
physician. 

At  the  same  time,  the  decision  was 
made  to  have  the  commissioner  of 
mental  retardation,  Edward  R. 
Goldman,  report  directly  to  Mrs.  Wohl- 


gemuth’s office  instead  of  through  Dr. 
Beach.  Mrs.  Wohlgemuth  stated,  "The 
organizational  changes  were  made  sole- 
ly for  the  purposes  of  direct  line  action 
to  further  speed  up  our  programs  for 
the  mentally  retarded  and  to  improve 
our  medical  programs.” 


Program  zeroes  in  on  nutrition 


lElwyn  institute 
receives  award 

i 

!i  The  American  Psychiatric  Associa- 
li:ion’s  Gold  Award  has  been  presented 
:j;o  Elwyn  Institute,  Elwyn,  Pennsyl- 
i|/ania,  for  outstanding  achievement  in 
i»;reatment  programs  for  the  mentally 
^landicapped.  The  announcement  was 

Inade  at  the  association’s  recent  annual 
Institute  on  Hospital  and  Community 
Psychiatry. 

Elwyn  Institute  was  cited  for  the  de- 
velopment of  vocational  training  and 
•ehabilitation  programs  which  have 
jrepared  hundreds  of  mentally  handi- 
capped persons  to  participate  in  com- 
■nuhity  living.  Few  of  Elwyn’s  gradu- 
ttes  need  to  be  reinstitutionalized. 

Gerald  R.  Clark,  M.D.,  directs  the 
nstitute’s  programs  and  has  been 
esponsible  for  changing  the  institu- 
:ion  from  a custodial  facility  to  a mod- 
ern rehabilitation  operation  with  a 
staff  of  800  serving  about  1500  men- 
ally  retarded,  emotionally  disturbed, 
tnd  multiple  handicapped  persons. 


\PHA  meet  to  focus 
>n  health  of  aging 

The  100th  annual  meeting  of  the 
American  Public  Health  Association 
APHA),  which  will  be  held  November 
2-1 6 at  Atlantic  City,  will  focus  on  the 
;,iealth  of  the  aging. 

[The  sessions  are  jointly  sponsored  by 
he  APHA  social  work  section  and  the 
Philadelphia  Gerontological  Society. 

Dr.  Arthur  S.  Fleming,  chairman  of 
Jhe  White  House  Committee  on  the 
Kging,  will  keynote  the  social  work 
jneetings  with  an  address  on  "Health  of 
,he  Aging:  Policy  and  Legislation.” 
'Representatives  of  the  Philadelphia 
■ Teriatric  Center  also  will  participate. 

NOVEMBER  1972 
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Thomas  Jefferson  and  Drexel 
Universities  have  joined  forces  to  set  up 
an  educational  program  to  combat  the 
serious  shortage  of  experts  in  the  field 
of  nutrition. 

The  research  and  basic  science  facili- 
ties at  Drexel  will  be  combined  with  the 
clinical  and  community  opportunities 
at  Jefferson  to  enable  graduate  students 
and  advanced  undergraduates  from  ei- 
ther institution  to  pursue  courses  of 
study  at  both. 

Willard  Krehl,  M.D.,  chairman  of 
the  department  of  community  medicine 
at  Jefferson  said,  "The  emphasis  on  the 
subject  by  the  nation’s  medical  schools 
has  been  less  than  adequate  up  to  now... 
We  need  to  direct  the  attention  of  fu- 
ture doctors  and  other  professionals  so 
that  nutrition  will  be  seen  as  the  power- 
ful influence  it  is  both  on  the  generation 


of  disease  and  on  the  general  quality  of 
life  as  well.” 

A ten-state  survey  of  30,000  families 
recently  conducted  by  the  U.S.  Depart- 
ment of  Health,  Education,  and  Wel- 
fare showed  over  50  percent  of  the 
Spanish-Americans  to  be  deficient  in 
vitamin  A and  over  8 percent  of  blacks 
to  have  low  hemoglobin  levels.  Nor  is 
the  problem  restricted  to  low  socio- 
economic groups. 

Dr.  Robert  C.  Baldridge,  dean  of  Jef- 
ferson’s College  of  Graduate  Studies, 
cited  several  recent  studies  made  by 
authorities  in  Chile,  showing  that  the 
mentally  debilitating  effects  of  mal- 
nourishment  on  children  are  irrevers- 
ible after  the  age  of  7.  Boosting  the  nu- 
tritional level  after  that  age  will 
increase  height  and  weight  but  not 
mental  capacity,  the  reports  conclude. 


THE  HOMEOPATHIC  MEDICAL  SOCIETY  of  the  Commonwealth  held  its  107th  An- 
nual Convention  in  Hershey  recently.  The  physicians  shown  above  had  leadership 
roles  in  the  proceedings  in  the  business  meeting  and  scientific  program.  They 
are,  left  to  right,  Benjamin  Cottone,  M.D.,  master  of  ceremonies  at  the  annual 
banquet;  Josephine  Favini,  M.D.,  society  president  and  director  of  its  continuing 
education  activities;  and  Arland  A.  Lebo,  M.D.,  society  trustee  and  moderator  of 
one  of  the  educationai  panels.  A visit  from  Hershey  medicai  students  and  a tour  of 
facilities  of  the  Pennsyivania  State  University  School  of  Medicine,  Milton  S. 
Hershey  Medical  Center,  were  highlights  of  the  three-day  meeting. 
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Emergency  health  councils  subject  of  symposiui 


A symposium  aimed  at  improving 
emergency  medical  care  in  Pennsyl- 
vania was  held  at  King  of  Prussia 
recently  cosponsored  by  the  Pennsyl- 
vania Medical  Society,  the  Pennsyl- 
vania Committee  on  Trauma,  the 
Philadelphia  Regional  Committee  on 
Trauma,  the  Delaware  Valley  Council, 
the  Pennsylvania  Ambulance  Associa- 
tion, and  the  Pennsylvania  Department 
of  Health. 

The  theme  of  the  symposium — 
“Emergency  Health  Councils — ^Why 
and  How?”  was  developed  by  the  PMS 
Commission  on  Emergency  Medical 
Services.  William  F.  Bouzarth,  M.D., 
Episcopal  Hospital,  Philadelphia, 


chairman  of  the  commission  said, 
"Physicians  are  aware  that  thousands  of 
people  die  unnecessarily  each  year 
because  of  inadequate  emergency  medi- 
cal care  services.  Emergency  health 
councils  have  been  widely  recommend- 
ed as  the  best  vehicle  to  improve  all 
aspects  of  emergency  medical  care. 
That’s  why  we  are  attempting  to  edu- 
cate all  parties  with  an  intense  interest 
in  improving  emergency  medical  care 
on  how  to  form  councils.” 

Speakers  and  members  of  the  panel 
who  discussed  emergency  councils  and 
the  regionalization  of  emergency  care 
included  Allen  Kaplan,  M.D.,  Health 
Services,  Mental  Health  Administra- 


tion, Washington,  D.C.;  Captain  Joh 
Waters,  director  of  the  department 
Public  Safety  in  Jacksonville,  Fla.,  wh 
heads  one  of  the  nation’s  model  pn 
grams;  and  David  Klug,  M.D.,  Studi 
in  Trauma  in  Emergency  Procedure: 
Rochester,  N.Y. 

Francis  C.  Jackson,  M.D.,  of  th 
Veterans  Administration  in  Washing 
ton  spoke  on  the  VA  Program  on  Emei 
gency  Medical  Services.  The  luncheo 
speaker  was  Patrick  B.  Storey,  M.D 
professor  of  community  medicine  at  th 
University  of  Pennsylvania.  He  spok 
on  emergency  medical  care  in  Russia. 

State  embargo  put 
on  misbranded  device 

An  embargo  has  been  placed  on 
"therapeutic  device”  at  the  Bio-Physic 
Research  Foundation,  1130  Perry  Hi| 
way,  Pittsburgh,  by  the  Pennsylvani 
Department  of  Health’s  division 
drug  control.  Inspectors  judged  th 
device  "misbranded”  under  state  law. 

Operators  of  the  "foundation”  clai 
that  the  device  is  effective  in  treating 
attenuating  cancer,  radiation  sickness 
and  the  aging  process  itself.  The  stat 
contends  that  the  "Dotto  Ring,”  as  th 
device  is  called,  has  not  been  adequate 
!y  tested  on  humans  in  order  to  confirn 
its  effectiveness.  The  operators  charge 
$5  fee  for  each  dose  of  "Ring  Therapy" 
applied  by  the  device. 


LUIGI  MASTROIANNI,  M.D.,  of  Haverford,  professor  and  chairman  of  obstetrics 
and  gynecology  at  the  University  of  Pennsylvania  School  of  Medicine,  demon- 
strates above  the  use  of  the  needlescope  in  diagnosing  gynecological  problems. 


Dr.  Adlestein  assumes 
post  at  Harrisburg 

The  newly  appointed  chief  of  psych 
atry  and  medical  director  of  the  Harri 
burg  Hospital  Mental  Health/Ment 
Retardation  Center  is  Joseph  Adlestei 
M.D.,  assistant  clinical  professor  i 
psychiatry  at  Jefferson  Medical  Co 
lege. 


Dr.  Adlestein  was  formerly 
director  of  the  Bureau  of  State  Menu 
Hospitals,  director  of  Communit 
Mental  Health  Services,  and  deput 
secretary  and  commissioner  of  Ment; 
Heaith/Mental  Retardation  for  tti 
Pennsylvania  Department  of  Welfan 
Most  recently  he  was  medical  directc 
of  the  Philadelphia  Psychiatric  Centei 
He  is  certified  by  the  America 
Board  of  Psychiatry  and  is  a member  c 
the  Pennsylvania  Psychiatric  Societ 
and  the  American  Psychiatric  Associj 
tion. 


New  device  to  aid  diagnosis 


Obstetricians  and  gynecologists  at 
the  University  of  Pennsylvania  School 
of  Medicine  have  had  a new  world 
opened  to  them  via  a new  instrument 
called  the  needlescope,  a very  narrow 
diameter  endoscope. 

A Dionics  needlescope,  the  first  to  be 
produced  for  clinical  use,  was  presented 
to  Luigi  Mastroianni,  Jr.,  M.D., 
chairman  and  professor  of  obstetrics 
and  gynecology,  by  John  Eckman,  an 
officer  of  the  company  which  manufac- 
tures the  needles. 

The  new  instrument  enables  physi- 
cians to  see  the  inside  of  the  uterus  and 
other  female  reproductive  organs  and 
to  obtain  specimens  of  tissue  and  fluid. 
Potential  applications  include  insertion 
into  the  ovary  and  fallopian  tube  to  de- 
termine if  ovulation  has  taken  place  or 


insertion  into  the  fetus  to  obtain  blood 
samples. 

A major  advantage  of  the  new  in- 
strument is  that  while  standard  endo- 
scopic examination  of  the  abdominal 
cavity  usually  requires  an  incision 
under  general  anesthesia  and  a recovery 
period,  the  needlescope  examination 
can  be  done  under  local  anesthesia  and 
requires  only  a small  bandage  to  cover 
the  tiny  puncture  wound. 

Eckman,  a university  trustee, 
pointed  out  other  medical  applications 
for  the  needlescope.  Physicians  can  see 
inside  some  of  the  smaller  joints  and 
nasal  sinuses  that  were  previously  inac- 
cessible to  the  larger  scopes.  The 
needlescope’s  diameter  is  approxi- 
mately 7/lOOs  of  an  inch. 
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PENNSYLVANIA  MEDICINE 


rhe  learning  lounge  at  the  Scientific  Assembly 


3VEMBER  1972 


^PMS  rotogravure 


Pennsylvania  Psychiatric  Society 


Pennsylvania  Orthopaedic  Society 


Specialty  societies  meet  at  Scientific  AssembI 


PENNSYLVANIA  MEDICI>r 


PMS  rotogravure 


Pennsylvania  Society  of  Internal  Medicine 


Pennsylvania  Allergy  Association 


► 


ppecialty  societies  meet  at  Scientific  Assembly 

lOVEMBER  1972 
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PMS  rotogravure 


SPEAKERS  at  the  opening  session  of  the  1972  Scientific  Assembly  of  the  Pennsylvania  Medical  Society  are  shown  above.  S 
Sion  topic  was  “Peer  Review  and  the  Problem-Oriented  Record.”  James  A.  Collins,  M.D.,  Danville,  chairman  of  the  Council 
Education  and  Science,  chaired  the  session.  Shown  left  to  right  are:  W.  Dallas  Hall,  M.D.,  Department  of  Medicine,  Emory  Univ 
sity  School  of  Medicine,  Atlanta,  Ga.;  Frederick  R.  Franke,  M.D.,  medical  director.  Western  Pennsylvania  Hospital,  Pittsbur 
Ruth  Mrozek,  R.N.,  Western  Pennsylvania  Regional  Medical  Program,  Pittsburgh;  and  Joseph  Gonella,  M.D.,  associate  dean,  J 
ferson  Medical  College  of  Thomas  Jefferson  University. 


GENERAL  CHAIRMAN  of  the  1972  Sci- 
entific Assembly  was  Frank  M.  Mateer, 
M.D.,  director  of  medical  education  of 
Western  Pennsylvania  Hospital,  Pitts- 
burgh, shown  to  the  right.  Dr.  Mateer  is 
chairman  of  the  PMS  Committee  on  Sci- 
entific Assembly.  Also  pictured  is  Ruth 
Mrozek,  R.N.,  chairman  of  the  opening 
seminar  for  nurses  and  allied  profes- 
sionals. She  is  director  of  nursing  pro- 
grams for  Western  Pennsylvania  Re- 
gional Medical  Program. 
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PENNSYLVANIA  MEDICI 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens  — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


1 rmsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


(See  reverse  ^ide  for  prescribing  information.) 


Description:  Each  Pulvule®  contains— 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 240  mg.  Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg.  Ascorbic  Acid  (Vitamin  0)  . ^ 75  mg. 

(The  totaJ  vitamirt  activity  in  the  Special  Liver-Stomach  Concen-  Folic  Acid , , , . . 0.5  mg, 

trate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  ttie  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and,  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  6,2  with.  Intrinsic  Factor— When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g,,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  6,2  in  physiological  doses  is  absorbed  poorly,  d at  al).  The 
resulting  deficiency  of  vitamin  6,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  {Diphyllo- 
bothrium  latum)  infection,  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites,  or  bacteria, 
which  appear  to  compete  for  the  available  vitamin  6,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  6,2  deficiency.  In  the  fatter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  6,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  6,2  contained  in  two  Pulvules  Trinsicon  provide  W2  braes  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived,  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Pouts  ef  a/,  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  6,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  muttifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication,  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Ttc/d— Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  6,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  6,2  interrelationship:  (1)  6,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  6,2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  4c/c/— Vitamin  C plays  a role  tfl  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochrom-ic  but  occasionally  megaloblastic  in,  type. 


Contraindications  and  Precautions:  Anemia  ts  a 'manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  m the  treatment  of  pure  vitamtn-,B,2-defi:ciency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  '6,2  may  result  m hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations.  Containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin,  6,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  6,2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  tiver-stomach  material.  Allergic  sensitization  has  been 
reported,  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  confraindications  to  iron  therapy. 


Adverse  Reactions:  In,  rare  instances,  iron,  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and,  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a,  standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon”  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose"  (unit  dose  medication,  Lilty) 
in  boxes  of  100. 
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A C^omprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Nose  clear  all  knight 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  1 2 hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetane®  (brompheniramine  maleate).  12  mg.,  phenyl- 
ephrine HCI.  15  mg.,  phenylpropanolamine  HCI,  15  mg. 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 
the  treatment  of  bronchial  asthma. 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers, etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia;  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 
100  and  500. 


A.  H.  Robins  Company 
Richmond,  Va.  23220 
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for  memory  of 

today's  yesterday's 

pain...  pain... 


tomorrow's 

pain- 


For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  grain  of 
phenobarbital  to  take  the  nervous 
“edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don’t  you  agree. 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 

the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

wtth 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  (Vi  gr.),  16.2  mg.  (warn- 
ing: may  be  habit  forming):  Aspirin  (21/2  gr.), 
162.0  mg.;  Phenacetin  (3  gr),  194.0  mg.; 
Codeine  phosphate,  Va  gr.  (No.  2),  ’/a  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

^1  Phenaphen  with  Codeine  is  now  classi- 
\1L  tied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


A.  H.  Robins  Company,  Richmond,  Virginia 


new  mennbers 


BEAVER  COUNTY: 

Somchao  Yingvorapant,  M.D.,  Rochester  General  Hospital, 
Rochester  15074. 

Robert  C.  Sabatelle,  M.D.,  1099  Ohio  River  Blvd.,  Sewickley 
15143, 

John  A.  Manifredi,  M.D.,  1 1 0 Lynne  Haven  Dr.,  Beaver  1 5009. 

Herbert  M.  Gray,  M.D.,  Rochester  Hospital,  Rochester  15074. 

BRADFORD  COUNTY: 

Kalkunte  R.  Jagish,  M.D.,  Guthrie  Clinic  Ltd.,  Sayre  18840. 

CAMBRtA  COUNTY: 

Laura  J.  Schrock,  M.D.,  R.D.  4,  Box  253A,  Johnstown  15905. 

CHESTER  COUNTY: 

William  P.  Offenbacher,  M.D.,  1021  N.  New  St.,  West  Chester 
19380. 

Morris  W.  Stroud  III,  M.D.,  1175  Birmingham  Rd.,  R.D.  5,  West 
Chester  19380. 

CRAWFORD  COUNTY: 

Chavalit  Pongsomboon,  M.D.,  505  Poplar  St.,  Meadville  16335. 

Daniel  Homa,  D.O.,  Conneaut  Valley  Medical  Center,  Conneut- 
ville  16406. 

Kwang  Y.  Choi,  M.D.,  4422  Newport  House,  Meadville  16335. 

DAUPHIN  COUNTY: 

John  H.  Blewett,  Jr.,  M.D.,  Harrisburg  Polyclinic  Hospital,  Har- 
risburg 17105. 

Michael  Israel,  M.D.,  Milton  S.  Hershey  Medical  Center, 
Hershey  17033. 

Aaron  N.  Nordenberg,  M.D.,  1919  N.  Front  St.,  Harrisburg 
1 71 02. 

ERIE  COUNTY: 

John  E.  Flanagan,  M.D.,  140  W.  Second  St.,  Erie  16507. 

Seung  Yil  Koh,  M.D.,  114  Chautauqua  Blvd.,  Erie  16511. 

LACKAWANNA  COUNTY: 

Bipinchandra  M.  Patel,  M.D.,  Somerset  10,  Viewmont  Village, 
Scranton  18508. 

Robert  E.  Wright,  M.D.,  748  Quincy  Ave.,  Scranton  18510. 

Severino  Y.  Piczon,  M.D.,  628  Scranton  Life  Bldg.,  Scranton 
1 8503. 

McKEAN  COUNTY 

E.  M.  Aguinaldo,  M.D.,  Room  416, 100F  Bldg.,  Bradford  16701. 

MONTGOMERY  COUNTY: 

William  J.  Boehmier,  M.D.,  Lansdale  Medical  Group,  Lansdale 
19446. 

Richard  D.  Stevenson,  M.D.,  540  Mill  Creek  Rd.,  MR  2,  Chalfont 
18914. 

NORTHAMPTON  COUNTY: 

Chee-Kung  Wang,  M.D.,  607  Greenwood  Ave.,  Apt.  E5, 
Elmhurst,  N.Y.  11373. 

PHILADELPHIA  COUNTY: 

Manuel  Velasco,  M.D.,  230  N.  Broad  St.,  Philadelphia  19102. 

Steven  A.  Mersky,  M.D.,  1832  Deiancey  Place,  Philadelphia 
19103. 

Henry  D.  Berkowitz,  M.D.,  University  of  Pennsylvania  Hospital, 
Philadelphia  191 40. 

Norman  Lasker,  M.D.,  Eleventh  and  Walnut  Sts.,  Philadelphia 
19070. 

Howard  E.  Leventhal,  M.D.,  Einstein  Medical  Center, 
Philadelphia  19141. 

Albert  H.  Schuster,  M.D.,  255  S.  17th  St.,  Philadelphia  19103. 

Lorenzo  G.  Runk,  M.D.,  Graduate  Hospital,  University  of  Penn- 
sylvania, Philadelphia  19104. 

B.  V.  Suryanarayana,  M.D.,  8815  Germantown  Ave., 

Philadelphia  19118. 

Gerardo  Voci,  M.D.,  1405  Washington  Lane,  Rydal  19046. 

David  E.  Kuhl,  M.D.,  3400  Spruce  St.,  Philadelphia  19104. 

Mabel  Paul,  M.D.,  744  Stanwick  Rd.,  Moorestown,  N.J.  08057. 

Arthur  Triester,  M.D.,  Thomas  Jefferson  University  Hospital, 
Philadelphia  19107. 

VENANGO  COUNTY: 

Rudolph  Sepic,  M.D.,  9 Glenview  Ave.,  Oil  City  16301. 

Roy  A.  McJilton,  M.D.,  122  Prospect  St.,  Franklin  16323. 

WESTMORELAND  COUNTY: 

John  L.  Minard,  M.D.,  508  Church  St.,  Mt.  Pleasant  1 5666. 
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25 


Android 

Methyltestosterone  N.F.-5  mg. 

Androkfl  10 

Methyltestosterone  N.F.  -10  mg. 

Android  1 25 

Methyltestosterone  N.F.  -25  mg. 


, 

DESCRIPTION:  Methyltestosterone  is  17/;-Hydroxy-17-Methylandrost  4 e 
3-one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 

INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  Mai 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficiency 
3 Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryptoi 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests,  sue 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  have  been  reporte 
after  Methyltestosterone.  These  changes  appear  to  be  related  t 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes  in  livi 
function  tests,  drug  should  be  discontinued. 

PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sodium  on 
fluid  retention.  This  may  present  a problem,  especially  in  patient 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  male 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  increai 
ing  the  nervous,  mental,  ‘and  physical  activities  beyond  the  patient 
cardiovascular  capacity. 

CONTRAINDICATIONS:  Contraindicated  in  persons  with  known  or  su 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  breas 
Contraindicated  in  the  presence  of  severe  liver  damage. 

WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimulatio 
develop,  discontinue  therapy.  In  the  male,  prolonged  administration  t 
excessive  dosage  may  cause  inhibition  of  testicular  function,  wit 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use  cau 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  pr 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia  m2 
occur  rarely.  PBI  may  be  decreased  in  patients  taking  androgen 
Hypercalcemia  may  occur,  particularly  durirtg  therapy  for  metast 
breast  carcinoma,  if  this  occurs,  the  drug  should  be  discontinued 

ADVERSE  REACTIONS:  Cholestatic  Jaundice  * Oligospermia  jmt  o 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  patien 
with  metastic  breast  carcinoma.  This  usually  indicates  progression  i 
bone  metastases.  • Sodium  and  water  retention  • Pnapisin  • Vinl 
zation  in  female  patients  • Hypersensitivity  and  gynecomastia 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stficly  individualize 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  be 
administered  in  divided  doses.  The  following  chart  is  suggested  as  ; 
average  daily  dosage  guide. 

INDICATION 
In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 

HOW  SUPPLIED:  5.  10.  25  mg  in  bottles  of  60.  250. 


Write  (or  Literature  and  Samples 


THE  BROWN  PHARMACEUTiCAL  CO.,  INC 

2500  West  6th  Street.  Los  Angeles.  California  90057  ! 


10  to  40  m 

10  to  40  m 
30  m 


mam  o. 


EASTERN  PENNSYLVANIA  OFFICE: 

E.  L.  Edwards.  D.  R.  Lowe,  L.  R.  .Wilson,  Jr.,  and  S.  B.  Elston,  Jr.,  Representatives 
Suite  126-BC,  The  Benson,  Jenkintown  19046  Telephone:  215-887-6335 

WESTERN  PENNSYLVANIA  OFFICE:  N.  Wells  and  S.  T.  Ingram,  Representatives 
1074  Greentree  Rood,  Pittsburgh  15220  Telephone:  412-531-4226 
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E-Mycin 


(erythro 


2S0  ms* 

nmycin) 


qSSSB 


E-Myciri 

(erythromycin,  Upjohn) 

Avaiiable  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN^  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated. 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains: 

Pentyienetetrazoie TOO  mf , • Nicotinic  Acid  . . , 100  mg. 

Ascorbic  Acid  100  mg,  • Thiamine  HCI  ....,25  rag. 

hGlutamic  Acid  ,50  , mg.  • Niacinamide  , .5  mg. 

Riboflavin  :2  mg.  • Pyridoxine  HCI  ...3  mg, 

AVAILABLE:  Bottles  100,  500,  1000 

SjOE  'EFFECTS:  'Most  -persons  ex-pefi-ence  a flushing  .ind'  tin- 
gling sensation  after  taking  a higher  potency  nicotinic  acid. 
As  a,  secondary  reaction  some  will  complain  of  nausea,  sweat- 
ing and  abdominal  cramps,  fh#  reat-tion  is  'Usua-Hy  transieint, 
iNOICATIONS;  As  a cerebral  stimulant  and  vasodilator. 
RECOMMENDED  GERIATRIC  DOSAGE:  One  capsule  three  times 
daiTy  adjusted  to  the  individuat  'patient. 

WARNING:  Overdo.sa,ge  may  cause  muscle  tremor  and  con- 
vuisions, 

CONTRAINDICAT'IONS!  Epilepsy  or  low  convulsive  threshold, 
CAUTION:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Wr/te  for  literature  arid  aarnpies  . . . 

'BFCcl?J?b  the  brown  pharmaceutical  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 

‘AVAILABLE  ON  REOU'ESt;  Ronald  I.  Coldberg,  M.O.  S Franklin  I.  Sh-gman,  M,p. 
DOuble-bijnd  study  on  the  treatment  of  rnentaNy  confused  patients.  Reprinted 
om  the  Jottrnai  of  the  American  iGeriatrics  Society,  Vo;i’.  Xil,  iNo.  June  196-4., 


“Sorry,  Sire,  but 
'DicarhosiV  hasn't 
been  invented  yet." 


Dicarbosil 

ANTACID 


Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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20  Erford  Hoad,  Lemoyne,  Pa.  1704'^ 

20  Erford  Hoad.  Lemovne.  Pa.  1704"^  ^ 

A AND  ADORES^  OF  PUBLISHER.  EDIt6r,  AND  MANAfillUd^blVM 

Pennsylvania  Medical  Society.  20  Erford  Road.  Lemovne.  Pa.  1704 

BOiTon  memo uu ea»ea/ 

David  A.  Smith.  M.D..  20  Erford  Road,  Lemovne.  Pa.  17043 
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?0  Rrfnrd  T.#»mr>vnp.  Pa.  17043 

a KNOWN  BONDHOLDERS,  ASORTGAGEES.  AND  OTHER  9 

TOTAL  AMOUNT  OF  BONOS,  MORTGAGES  OR  OTHER  SECU 

SeURlTV  HOLDERS  OWNING  OR  HOLDING  1 PERCENT  OR  MORE  C 

RITIES  Hf  ttmre  ere  nam.  to  mai 

NAME 

CumberlEuid  County  National  Bank 

New  Cumberland,  Pa.  17070 

9.  FOR  OrriONAL  eOliPLETiON  IV  FUIUSHERS  UAILIHO  AT  THE  REGULAR  RATES  ISMlen  SoWSimrlM 

Wwll  maU  Mh  manw  ai  Wa  fata*  proriOea  urtMr  «ti«  wBaacvion  unlaw  ha  annuallv  wiei  «w  Feesi  Saivka  a iiwHian  raauwi  < 

parmlwien  to  mall  manw  al  MCh  raw*." 

in  aeconSanea  wlOt  ma  vewrMone  a*  0iH  etanita.  I haracy  eaquan  aarmMuem  le  man  iha  pwaUcaMn  namad  In  itam  1 ai  Sta  raduead  ooeu 
raw*  peawnttv  authorlwd  by  SS  U.  8.  C.  SSas 

(SMnatum  and  tiOa  eT^tw.  Wblldtar.  budna^nurwdar.  w ewnwi 

18.  FOn  eOWLETIOM  iV  NONPROFIT  ORGANiZATjOIK  AUTHOHIZEO  TO  MAIL  AT  SK^Al  Rates  (Suifom  132.122,  roeaii 

tCtmkonei 
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11.  EXTENT  AND  NATURE  OF  CIRCULATION 

AVERAGE  NO.  COPIES 
EACH  ISSUE  OURIMO 
PRECEDING  13  MONTHS 

ACTUAL  HUMBER  OF  COPtI 
SINGLE  ISSUE  PUBLISHED  R 
EST  TO  FILING  DATE 

A.  TOTALNS.COPiESFRINTEDFN#rPrp»AlM/ 

14.^41 

14.584  ■' 

S.  PAID  CIRCULATION 

1.  SALES  THROUGH  DEALERS  AND  CARRIERS.  STREET 
VENDORS  AND  COUNTER  SALES 



2.  MAIL  SUBSCRIPTIONS  Non-Members 

391 

12.2^8 

375 

12.418 

C.  TOTAL  PAID  CIRCULATION 

12.629 

12.702 

O.  FREE  OISTRIBUTION  BY  MAIL,  CARRIER  OR  OTHER  MEANS 

1.  SAMPLES.  COMPLIMENTARY.  AND  OTHER  FREE  COFIES 

943 

010  ! 

3.  COPIES  DISTRIBUTED  TO  NEWS  AGENTS.  BUT  NOT  SOLO 

' 

E.  TOTAL  OISTRIBUTION  fifWh  e/C«ndD; 

13,572 

13,702 

F.  OFFICE  USE,  LEFT-OVER.  UNACCOUNTED,  SFOILED  AFTER 
PRINTING 

769 

882 

G.  TOTAL /51im  o/fS  F'-iRoiJdydM/nYTpreB  rwniRoMnlh  A/ 

14.34i 

14.584 

^Mary  L.  Uehlein,  Managing  Edlto: 
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m.d.'s  in  the  news 


DONALD  M.  SLEDZ,  M.D.,  resi- 
dent in  urology  at  St.  Vincent  Hospi- 
tal, Erie,  has  received  a certificate  of 
merit  for  winning  the  Erie  County 
Medical  Society  Resident  Thesis 
Award. 

EDWARD  R.  BURKA,  M.D., 
iirector  of  the  blood  bank  at  Thomas 
Jefferson  University  Hospital  and 
nember  of  the  faculty  at  Jefferson 
Medical  College,  has  received  a 
^90,000  second-year  grant  from  the 
Sationa!  Heart  and  Lung  Institute.  It 
will  be  used  toward  perfecting  the 
method  of  producing  a blood  concen- 
trate to  control  hemophilia. 


DR.  BURKA  DR.  PRESSIVIAN 


MAURIE  D.  PRESSMAN,  M.D., 
Philadelphia,  has  been  named 
chairman  of  the  division  of  psychiatry 
at  the  Northern  Division  of  Albert  Ein- 
stein Medical  Center.  He  is  senior  at- 
tending physician  and  chairman  of  the 
- department  of  adult  psychiatry  and  has 
s|been  acting  chairman  of  the  clinical 
I- division  since  1969. 

MILDRED  ROGERS,  M.D.,  New 
-Castle,  has  been  honored  by  the  New 
siCastle  Business  and  Professional 
"Women’s  Club  for  fifty  years  of  medi- 
-ical  service. 

EDWARD  J.  HUTH,  M.D.,  Phila- 
'"'delphia,  editor  of  the  Annals  of  Internal 
‘"Medicine,  was  the  cover  story  subject 
"|of  a recent  issue  of  Modern  Medicine. 
„|He  currently  has  a teaching  appoint- 
ment at  the  Medical  College  of  Penn- 
fflsylvania. 

si  ATHOLE  G.  McNEIL  JACOBI, 
” M.B.,  Ch.B.,  has  become  professor  of 
inesthesiology  at  the  Medical  College 

Pennsylvania.  She  is  a member  of 
__  the  American,  Pennsylvania,  and 
^Philadelphia  Societies  of  Anesthesi- 
Dlogy,  the  Pennsylvania  Thoracic  Soci- 
^,Jty,  and  the  Royal  College  of  Sur- 
^ geons,  Great  Britain. 
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ROBERT  SADOFF,  M.D.,  assistant 
professor  of  clinical  psychiatry  at  the 
University  of  Pennsylvania,  recently 
participated  in  a panel  discussion  at 
the  American  Trial  Lawyers  Associa- 
tion meeting  in  St.  Louis,  Miss,  on  the 
sexual  offender  and  the  sexually 
maladjusted. 

Two  Pennsylvania  physicians  have 
been  appointed  to  the  Commission  on 
Medical  Malpractice  panel  of  the  U.S. 
Department  of  Health,  Education,  and 
Welfare.  They  are  CYRIL  WECHT, 
M.D.,  Pittsburgh;  and  PAUL  S. 
FRIEDMAN,  M.D.,  Philadelphia. 

The  PMS  Fifty-Year  Award  in  rec- 
ognition of  his  medical  service  has 
been  presented  to  DAVID  N. 
INGRAM,  M.D.,  Canonsburg,  by  the 
Washington  County  Medical  Society. 

PHILIP  R.  LARSEN,  M.D.,  has 
been  promoted  to  associate  professor  of 
medicine  at  the  University  of  Pitts- 
burgh School  of  Medicine.  He  also 
holds  appointments  to  the  staff  of  Pres- 
byterian-University  Hospital  and  to  the 
attending  medical  staff  of  the  Oakland 
Veterans  Administration  Hospital, 
both  members  of  the  University  of 
Pittsburgh  Health  Sciences  Center. 

ALBERT  FINESTONE,  M.D.,  has 
been  appointed  assistant  dean  for  con- 
tinuing education  at  Temple  University 
School  of  Medicine.  He  will  continue 
his  duties  as  clinical  professor  of  medi- 
cine. 

Two  recent  appointments  have  been 
announced  at  Geisinger  Medical 
Center.  VINCENT  J.  VARANO, 
M.D.,  Shamokin,  has  been  appointed 
associate  in  internal  medicine  in  the 
gastroenterology  section.  DAVID  R. 
BRILL,  M.D.,  has  been  named  as- 
sociate in  the  department  of  radiology. 

ARTHUR  H.  HAYES,  JR.,  M.D„ 
associate  professor  of  medicine  and 
pharmacology  at  the  Milton  S.  Hershey 
Medical  Center  of  Pennsylvania  State 
University,  has  been  appointed  head  of 
the  clinical  pharmacology  program. 
Chief  focus  will  be  on  the  evaluation  of 
human  drug  studies  and  the  assessment 
of  the  efficacy,  toxicity,  and  interaction 
of  chemical  substances  on  the  patient. 

News  from  the  department  of  pedi- 
atrics at  Jefferson  Medical  College, 
Thomas  Jefferson  University  includes: 


ROBERT  L.  BRENT,  M.D.,  chairman 
of  the  department,  has  been  appointed 
by  the  Fogarty  International  Center  as 
chairman  of  a national  committee  for 
the  prevention  of  fetal  and  perinatal 
diseases.  IRVING  J.  OLSHIN,  M.D., 
professor  of  pediatrics,  has  been 
selected  by  the  third  year  class  of  Jef- 
ferson Medical  College  as  the  subject 
of  the  class  portrait  to  be  presented 
when  the  class  graduates  in  1973. 
MARY  LOUISE  SOENTGEN,  M.D., 
director  of  the  newborn  nurseries  at 
Thomas  Jefferson  University  Hospital, 
has  been  selected  for  the  National  Reg- 
ister of  Prominent  Americans  and  In- 
ternational Notables.  HERBERT  C. 
MANSMANN,  M.D.,  professor  of  pe- 
diatrics, has  been  elected  by  the  Amer- 
ican Board  of  Pediatrics  as  one  of  the 
founding  members  of  the  new  Ameri- 
can Board  of  Allergy  and  Im- 
munology. 

GEORGE  A.  HAHN,  M.D.,  pro- 
fessor of  obstetrics  and  gynecology  at 
Jefferson  Medical  College  is  presently 
serving  his  eighth  tour  of  duty  on  the 
S.S.  Hope  in  Brazil.  Last  February,  he 
received  the  Sons  of  American  Revo- 
lution Gold  Citizenship  Medal  for  his 
long  service  with  the  ship.  Dr.  Hahn  is 
a member  of  the  board  of  directors  of 
the  S.S.  Hope  and  is  a past  president  of 
the  Philadelphia  County  Medical  Soci- 
ety. 


DR.  HAHN  DR.  JUDGE 


DAVID  M.  JUDGE,  M.D.,  St. 
Louis,  Mo.,  has  joined  the  faculty  at 
the  Milton  S.  Hershey  Medical  Center 
of  Pennsylvania  State  University  as  as- 
sistant professor  of  pathology.  He  was 
an  instructor  of  pathology  and 
cytologist  at  the  St.  Louis  University 
Hospital.  He  is  a member  of  the  Amer- 
ican Society  of  Parasitologists,  the 
American  Society  of  Tropical  Medi- 
cine and  Hygiene,  and  the  Interna- 
tional Academy  of  Pathology. 
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ROBERT  B.  PAGE,  M.D.,  has  been 
appointed  assistant  professor  of  surgery 
in  the  division  of  neurosurgery  at 
Milton  S.  Hershey  Medical  Center  of 
Pennsylvania  State  University.  For- 
merly he  was  assitant  professor  of 
neurologic  surgery  at  Yale  University 
School  of  Medicine  and  attending  neur- 
osurgeon at  Yale-New  Haven  Medical 
Center  and  the  VA  Hospital  in  West 
Haven,  Conn. 

ALLAN  LIPTON,  M.D.,  assistant 
professor  of  medicine  in  the  division  of 
hematology  and  oncology  at  the 
Milton  S.  Hershey  Medical  School  of 
Pennsylvania  State  University,  has 
been  awarded  a $15,000  grant  from 
the  American  Cancer  Society.  It  will 
support  a two-year  study  to  investigate 
the  possibility  of  a simple  urine  test  to 
detect  cancer  following  up  recent 
studies  by  the  Baltimore  Cancer 
Research  Center. 

JAMES  P.  BOLAND,  M.D.,  as- 
sociate professor  of  thoracic  surgery  at 
the  Medical  College  of  Pennsylvania, 
recently  spent  six  weeks  under  an 
American  Medical  Association  pro- 
gram helping  to  establish  the  first 
formal  training  program  for  surgeons 
at  the  University  of  Saigon  Medical 
School.  He  worked  with  HENRY 
BAHNSON,  M.D.,  University  of 
Pittsburgh  professor  of  surgery  at  two 
civilian  hospitals. 

The  Golden  Apple  Award  was 
presented  by  the  senior  class  of  the 
University  of  Pittsburgh  Medical 
School  to  JACK  D.  MYERS,  M.D., 
professor  of  medicine,  in  recognition 
of  his  contribution  to  medical  educa- 
tion. This  is  the  second  time  he  has 
been  selected  for  the  award. 


been  named  medical  director  and  pres- 
ident of  the  Centerville  Clinic.  He  is  a 
fellow  of  the  American  College  of 
Physicians,  the  American  College  of 
Cardiology,  and  a diplomate  of  the 
American  Board  of  Internal  Medicine. 

ELIAS  SCHWARTZ,  M.D.,  has 
been  appointed  director  of  the  division 
of  hematology  at  the  Children’s  Hospi- 
tal in  Philadelphia  and  professor  of  pe- 
diatrics at  the  University  of  Pennsyl- 


vania School  of  Medicine.  Formerly  he 
served  as  a research  fellow  in  pediatrics 
at  Howard  Medical  School  and  in 
hematology  at  the  Children’s  Hospital 
Medical  Center  in  Boston. 

HARRISON  McCREA  DICKSON, 
M.D.,  Chambersburg,  has  been  ap- 
pointed deputy  chief  of  staff  of  S.S. 
Hope.  He  will  serve  on  the  hospital  ship: 
at  Brazil,  beginning  February  1,  1973, 
for  ten-months. 


THE  ANNUAL  TOURNAMENT  of  the  Pennsylvania  Medical  Golfing  Association 
was  held  this  year  at  Hershey  Country  Club.  Shown  above  are  winners  of  the 
major  trophies.  They  are,  left  to  right,  Warfield  Garson,  M.D.,  Pittsburgh,  winner  of 
the  Blue  Shield  Handicap  Trophy;  Joseph  Green,  III,  M.D.,  Carlisle,  who  took  the 
Blue  Shield  McKee  Cup;  Clarence  E.  Moore,  M.D.,  Harrisburg,  who  received  the 
Past  Presidents'  Cup;  and  Ray  W.  Kehm,  M.D.,  York,  winner  of  the  Blue  Shield 
Senior  Championship  Trophy.  Below  are  pictured  two  of  the  foursomes  competing 
in  the  event.  Cn  the  left,  from  left  to  right,  are  Thomas  J.  Fritchey,  M.D.,  Harris- 
burg, current  president  of  PMGA;  Dr.  Moore;  John  Howson,  M.D.,  Easton;  and  P. 
Joseph  Andrews,  M.D.,  Camp  Hill.  Cn  the  right  are  shown,  left  to  right,  George  A. 
Deitrich,  M.D.,  Sunbury;  Raymond  Davis,  M.D.,  Susquehanna;  John  B.  Lovette, 
M.D.,  Johnstown,  PMGA  president-elect;  and  H.  Thompson  Dale,  M.D.,  State 
College,  past  president  of  PMGA. 


DANIEL  E.  LESTER,  M.D.,  has 


30  PENNSYLVANIA  MEDICINE 


(§@[]D'u’D[]O0D[]D(|]  ®(°]0S(3‘lj’D©[]Oo  o o 

DO©\^5J!7  a PKflg  OuQ®mfe®PsGi]D[^ 

[?®g0D[?®[JLjO®[jDC' 


How  Do  You  Accumulate  Category 

One  Credit? 


1.  Attend  any  of  the  courses  listed  in  the  supplement  to  the  August  14,  1972  issue  of  JAMA. 
PLAN  YOUR  TRAVELS  ACCORDINGLY! 

2.  Attend  any  of  the  continuing  medical  education  activities  of  any  of  the  institutions  (AMA 
accredited)  listed  on  pages  753  and  754  of  the  supplement  to  the  August  14,  1972  issue 
of  JAMA 

3.  Attend  any  of  the  courses  marked  “AMA”  in  the  Continuing  Education  section  of  PENN- 
SYLVANIA MEDICINE. 


Special  Notice:  Those  physicians  who  have  met  the  continuing  medical  education 
requirements  of  the  American  Academy  of  Family  Physicians  or  the  Arizona, 
California  or  Oregon  Medical  Associations  automatically  qualify  for  the  AMA 
Physician’s  Recognition  Award — they  need  not  accumulate  credit  hours  separately 
for  PRA  Category  One.  To  receive  the  Award,  they  need  only: 

(1 ) State  (on  the  PRA  application  form)  the  association  for  which  they  have  quali- 
fied and 

(2)  return  the  form  with  the  $5.00  application  fee. 


Council  on  Education  and  Science, 
Pennsylvania  Medical  Society 
20  Erford  Road,  Lemoyne,  Pennsylvania  1 7043 
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The  Rate  Increase  Hassle 

Where’s  the  Solution? 


i 


Pennsylvania  Blue  Shield  has  asked  for  a rate  increase  of 
$18.3  million,  the  first  increase  in  ten  years.  Insurance  Com- 
missioner Denenberg  has  refused  this  increase  and  has  in 
turn  issued  a guideline  for  control  of  physicians  fees  and  the 
practice  of  medicine  under  the  guise  of  “consumer  protec- 
tion.” Certainly  both  positions  deserve  examination  and  eval- 
uation by  the  medical  profession  and  the  public. 

Why  has  Blue  Shield  asked  for  a rate  increase?  Physicians 
fees  have  risen  about  50  percent  in  the  last  decade.  Cost  of 
all  other  services  has  risen  50  percent  since  1957  according 
to  the  Bureau  of  Labor  Statistics.  Medical  care,  being  a 
service,  has  not  skyrocketed  as  politicians  would  have  us 
believe.  Physicians’  fees  have  risen  about  8.1  percent  in  the 
past  year  while  union  workers  salaries  and  fringe  benefits 
have  risen  12  percent  or  more  for  the  same  period.  Doctors 
have  no  fringe  benefits.  In  addition,  malpractice  insurance 
has  risen  over  300  percent  in  the  past  five  years. 

In  turning  down  the  proposed  18  percent  increase,  Mr. 
Denenberg  has  issued  a host  of  guidelines  for  Blue  Shield. 
Among  the  thirty-two  proposals  are  the  following:  (1.)  Leg- 
islation for  mandatory  Blue  Shield  participation  for  all 
Pennsylvania  physicians  and  dentists  as  a requirement  for 
licensure  in  the  Commonwealth;  (2.)  Blue  Shield 
requirement  that  all  participating  physicians  and  dentists 
must  obtain  a minimum  number  of  hours  retraining  each 
year  to  retain  the  right  to  participate;  (3.)  Quality  controls 
for  surgeons  who  don’t  perform  sufficient  procedures;  (4.) 
Strict  monitoring  of  activities  of  hospital-based  physicians 
who  bill  patients  directly.  These  guidelines  are  more 
oriented  toward  controlling  the  medical  profession  than 
controlling  costs. 

Commissioner  Denenberg  has  stated  that  every  patient 
who  has  surgery  should  have  a consultation  with  another 
surgeon.  While  the  insurance  department  attempts  to  cut 
the  cost  of  medical  care,  who  will  pay  this  additional  bill  for 
consultation?  Should  not  the  decision  for  or  against  surgery 
rest  with  the  doctor  and  his  patient? 

The  economic  relationships  created  by  third  parties  does 
not  sanction  any  efforts  on  their  part  to  divide  the  physician 
from  his  patient  and  to  undermine  the  public  confidence  in 
the  medical  profession.  The  concern  that  has  been  expressed 
for  "consumer  protection”  by  the  Shapp  administration 
lacks  the  depth  that  comes  from  understanding. 

It  is  unlikely  that  the  present  administration  will  change 
its  attitude  toward  the  medical  profession  during  the  next 
two  years.  Physicians  must  be  prepared  for  continued  at- 
tacks through  the  media  and  for  harassment  of  the  profes- 
sion. Little  will  be  gained  by  intemperate  outbursts  by 
groups  of  doctors  joined  together  to  fight  extremist  politi- 
cians. 

It  should  be  kept  in  mind  that  Blue  Shield  is  a health  in- 
surance company  and  as  such  is  not  in  a position  to  dictate 
to  or  control  the  medical  profession.  Neither  Blue  Shield 


nor  the  Pennsylvania  Insurance  Department  has  the  right  or  I 
the  responsibility  to  interfere  with  the  physician  in  the  prac-i 
tice  of  medicine  or  the  doctor-patient  relationship.  | 

David  A.  Smith,  M.D.  | 
Medical  Editor  , 


The  Right  to  Share 

The  sharing  of  resources  through  interlibrary  coopera- 
tion and  the  making  available  of  intellectual  resources  to 
the  scientific  and  scholarly  communities  has  been  threat- 
ened  by  a court  decision  this  year. 

Four  years  ago  in  a test  case,  Williams  and  Wilkins  Co., 
Baltimore,  publishers  of  more  than  thirty  scientific  and 
medical  Journals,  sued  the  National  Library  of  Medicine, 
National  Institutes  of  Health,  alleging  that  the  library’s  pho- 
tocopying activities  constitute  an  infringement  of  copyright. 
Early  this  year  a commissioner  of  the  U.S.  Court  of  Claims 
ruled  that  Williams  and  Wilkins  had  grounds  for  complaint, 
that  photocopying  diminishes  its  market  and  that  the  com- 
pany was  entitled  to  compensation. 

The  consequences  of  this  decision  cannot  be  perceived 
fully  as  yet,  but  it  is  safe  to  say  that  the  work  of  the  Na- 
tional Library  of  Medicine  and  its  network  of  Regional 
Medical  Libraries  in  supplying  smaller  libraries  with  scien- 
tific information  faces  a serious  threat.  Officials  of  the  Na- 
tional Library  of  Medicine  estimate  that  the  cost  to  medical 
libraries  and  hospital  libraries  to  obtain  needed  information  ■ 
through  commercial  channels  may  run  into  millions  of 
dollars  a year,  and  will  consume  valuable  and  often  vital 
time.  Many  medical  libraries  may  be  forced  to  limit  services 
because  of  this. 

The  ruling  will  be  appealed  and  the  American  Library 
Association,  Association  of  American  Medical  Colleges, 
Medical  Library  Association,  and  other  professional 
societies  have  Joined  forces  to  urge  the  U.S.  Court  of 
Claims  to  reject  the  conclusion  of  law  reached  by  the  com- 
missioner who  ruled  in  the  case. 

Both  the  Journal  of  Medical  Education  and  the  Journal 
of  the  American  Medical  Association  have  granted  permis- 
sion to  libraries  and  members  of  the  scientific  community 
to  reproduce  single  copies  of  scientific  publications  for  non- 
commercial purposes.  Pennsylvania  Medicine  Joins  them  in 
reaffirming  its  belief  in  the  right  of  the  scientific  and  schol- 
arly community  to  access  to  the  intellectual  resources  of  the 
country.  We  therefore  Join  them  in  granting  permission  to 
the  scientific  community  to  reproduce  single  copies  of  sci- 
entific material  appearing  in  Pennsylvania  Medicine. 

David  A.  Smith,  M.D. 

Medical  Editor 
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Lab  tests  for  OB-GYN  patients 


rhis  letter  was  submitted  to  PENNSYLVANIA 
ilEDICINE  by  the  Society’s  Interspecialty  Com- 
mittee acting  on  a request  from  the  Board  of  Trus- 
ses and  Councilors  that  such  a letter  be  prepared 
ad  published  for  the  benefit  of  physicians  of  the 
ommonwealth. 


4.  Cytology  (pap  smear  of  the  exocervix  and  endocervix.) 

5.  Cultures: 

a.  Urine  if  indicated  by  history,  examination  or 
urinalysis. 

b.  Cervix  and  urethra — all  new  patients. 

6.  Sickle  cell  screening  on  all  black  patients. 


“ObertS.  Pressman,  M.D.,  Chairman 
nterspecialty  Committee 
ennsylvania  Medical  Society 

' At  the  meeting  of  the  Interspecialty  Committee  of  the 
[ennsylvania  Medical  Society  held  on  April  27,  1972,  the 
iuestion  of  appropriate  laboratory  work  for  obstetric  and 
ynecologic  patients  came  up.  Because  there  is  no  uniform- 
ly of  carrying  out  these  procedures  routinely.  I promised  to 
I'rite  you  a letter  relative  to  my  own  attitudes. 

I I believe  that  all  obstetric  and  gynecologic  patients 
lould  have  the  following  laboratory  examinations: 

■ 1.  Complete  blood  count,  hemoglobin,  hematocrit,  white 
blood  cell  count,  and  differential  count. 

[-  2.  Urinalysis:  clean  voided;  catheterized  (if  there  is  any 
t abnormality  of  significance  in  the  clean  voided  speci- 
I men). 

\ 3.  Serology  (syphilis.  Rubella,  Rh  factor) 
j The  serology  for  Rubella  should  be  carried  out  on 
; all  female  children,  on  all  patients  in  the  childbearing 
[ age,  and  all  pregnant  patients. 

^ — — 


The  following  tests  should  be  carried  out  for  specific  in- 
dications: 

1 . Pregnancy  tests 

a.  Before  prescribing  all  contraceptives 

b.  Before  performing  sterilization 

c.  All  patients  with  amenorrhea  of  one  month  or 
more 

2.  Chest  x-ray  or  tuberculin  test 

3.  Electrocardiogram  on  all  patients  over  40  years  of  age. 

4.  Glucose  tolerance  test  or  fasting  blood  sugar  and  two 
hour  post  prandial  blood  sugar  on  patients  with  infants 
with  birth  weights  greater  than  9 pounds,  patients  with 
unexplained  stillbirths,  patients  with  unexplained  abor- 
tions and  patients  with  a history  of  preeclampsia. 

I hope  that  this  outline  may  be  of  some  assistance  to  you. 

Russell  R.  deAlvarez,  M.D. 

Department  of  Obstetrics  and  Gynecology 
School  of  Medicine 

Temple  University  Health  Sciences  Center 
Philadelph  ia 


IF  YOU  THINK  THESE  ARE  CUTE,  WAIT’LL  YOU  SEE  THE  FATHERS! 
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New  Audio  Tapes  Available  from  State  Society 


A59:  The  Gastrointestinal  Hormones — PMS-POMA  Sci- 
entific Seminar  on  Gastroenterology,  April  1972.  20 
min. 

A60:  The  Lower  Esophageal  Sphincter,  Hiatus  Hernia, 
Reflex  Esophagitis — PMS-POMA  Scientific  Seminar  on 
Gastroenterology,  April  1972.  25  min. 

A61:  Gastritis — Acute  and  Chronic — PMS-POMA  Sci- 
entific Seminar  on  Gastroenterology,  April  1972.  20 
min. 

A62:  Gastric  and  Duodenal  Ulcer — PMS-POMA  Scien- 
tific Seminar  on  Gastroenterology,  April  1 972.  30  min. 
A63:  Acute  Pancreatitis — PMS-POMA  Scientific  Semi- 
nar on  Gastroenterology,  April  1972.  30  min. 

A64:  Hepatic  Encephalopathy — ^Acute  and  Chronic — 
PMS-POMA  Scientific  Seminar  on  Gastroenterology, 
April  1972.  30  min. 

A65:  Prenatal  Diagnosis — ^Use  of  Amniocentesis — PMS 


13th  Annual  Maternal  and  Child  Health  Institute,  Ap 
1972.  45  min. 

A66:  Twins,  Antenatal  and  Neonatal  Problems — P^ 
13th  Annual  Maternal  and  Child  Health  Institute,  Ap! 
1972.  45  min.  ' 

A67:  The  Effect  of  Drugs  on  the  Newborn — PMS  13i 
Annual  Maternal  and  Child  Health  Institute,  April  197. 
45  min. 

A68:  The  Diagnostic  Evaluation  of  Children  wii 
Learning  Problems:  A Child  Health  Approach,  Apl 
1972.  45  min. 

A69:  Anemia  in  the  Newborn:  Differential  Diagnosi 
and  Therapy — PMS  13th  Annual  Maternal  and  Chlj 
Health  Institute,  April  1972.  30  min. 

A70:  Some  Recent  Advances  in  the  Management  of  t) 
Newborn  Infant-PMS  13th  Annual  Maternal  and  Chl( 
Health  Institute,  April  1972.  40  min. 


Duplication  of  audiotapes  is  a service  of  the  Bureau  of 
Instructional  Media  Services,  Pennsylvania  Department  of 
Education.  It  is  available  to  individual  physicians  through 
the  Pennsylvania  Medical  Society.  Mail  all  requests  and 
tapes  to: 

Medical  Education  Resource  Center 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 

For  best  mail  rate,  indicate  on  label  "Fourth  Class 
Library  Material  and  First  Class  Letter  Enclosed”  (add  ad- 
ditional 8it)  to  get  special  rate  and  to  cover  cost  of  request 
letter.  Follow  instructions  below: 

Agencies  or  physicians  can  get  audiotape  duplication 
services  by  sending  a good  quality  blank  reel  or  cassette 
tape  to  the  Pennsylvania  Medical  Society.  PDE  reel 
recording  equipment  will  duplicate  full  track  or  one  way 
only.  Cassette  tape  can  be  duplicated  on  both  sides.  Only 
C30,  C60,  and  C90  are  recommended  because  of  high  speed 


duplication  problems;  CI20’s  are  not  recommended.  The 
is  no  charge  for  this  duplication  service.  However,  the  pM 
does  require  that  the  person  ordering  the  program  pay  po;?' 
age  (include  postage  stamps)  both  ways  and  insuran 
charges. 

Requests  for  duplication  should  be  sent  at  least  30  days  ■ 
advance  of  the  date  of  need.  When  submitting  a reque;  : 
please  include  in  the  cover  letter:  (or  use  coupon  below) 

1 . Your  name 

2.  Name  of  your  agency 

3.  Address  and  ZIP  Code 

4.  Telephone  number  where  you  can  be  reached 

5.  Indicate  the  speed  at  which  you  want  the  nl  ■ 
recording  made. 

— 3.75  I. P.S.  (inches  per  second)  or  7.5  I. P.S. 

— All  cassettes  are  recorded  at  1 .78  I. P.S.  j 

6.  Specify  exact  number  and  title  of  program  requested.]  f 

7.  Be  sure  to  send  enough  tape  for  the  progrtl  { 
requested — Check  catalog  for  program  running  time  | 


— 1 


I have  enclosed  postage  as  follows: 


$ 


stamps 

cash 


I have  enclosed 


(number) 


(Return  postage:  six  cents  each  reel  or  cassette) 

I wish  to  purchase  from  you  Cassette  tapes  @ $1.75  to  be 


I I cassettes 
I i reels 


used  to  record  my  choices  as  circled.  (Each  cassette  is  a 3 m 
Scotch  Brand  AUC  90 — 45  min.  each  side  with  case). 

□ 3.75  I.P.S.  □ 7.5  I.P.S. 

Name  

Circle  Audiotapes  that  You 

Would  Like  Dubbed  onto  Your  Tape  Agency  


If  reels  are  being  sent,  indicate  speed: 
□ 3.75  I.P.S. 


□ 7.5  I P S. 


A59 

A63 

A67 

A60 

A 64 

A68 

A61 

A65 

A 69 

A62 

A66 

A70 

Street 


City  & State 
Telephone  . 


Zip 
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J)ividing  Group  Practice  Income 


Don’t  Let  It  Divide  the  Group! 


LEIF  C.  BECK,  LL.B. 


Undoubtedly  the  most  enduring  problem  of  group  prac- 
tices is  how  income  should  be  distributed  among  the  group 
jTiembers.  Most  management  consultants  are,  in  fact,  con- 
vinced that  inability  to  cut  up  the  “money  pie”  satisfactorily 
puses  rhore  dissension  and  dissolution  in  medical  groups 
^.han  all  other  factors  combined.  The  effect  often  develops 
;lowly,  but  if  a segment  of  the  group  feels  that  it  is  under- 
paid the  dissatisfaction  tends  to  grow  until  it  threatens  the 
'roup’s  continuation. 


Despite  the  many  critics  of  our  present  health  care 
/stem,  I do  not  believe  most  doctors  are  particularly 
jioney-oriented.  Rather,  physicians  tend  to  be  highly  in- 
,;lligent  and  highly  professional  people  with  an  inordinate 
'mount  of  pride  and  self-reliance.  The  natural  result  is  an 
.nusually  well  developed  ego,  which  is  common  to  other 
df-oriented  individuals  as  well — entertainers,  athletes, 
lany  lawyers,  for  instance. 

Under  these  circumstances,  compensation  often  rises 
bove  its  importance  as  mere  money.  It  becomes  instead  a 
lieasure  of  relative  personal  worth  and  a reflection  of  the 
lember’s  importance  to  the  group.  Perhaps  it  is  unfortu- 
;ate  that  relative  incomes  can  so  easily  be  compared  and 
ike  on  importance  far  in  excess  of  what  the  earners  really 
re  contributing,  but  the  situation  is  common.  Hence, 
• ividing  group  income  involves  matters  of  personal  ego  as 
'ell  as  economics,  which  makes  the  subject  an  extremely 
■ )uchy  problem  in  group  practice. 

■f  The  Basic  Alternatives 

f The  two  basic  alternative  income  division  systems  are  (1) 
f' mple  percentage  division,  and  (2)  productivity  methods, 
j ach  alternative  has  certain  advantages  and  disadvantages 

I“hich  should  be  recognized,  and  the  resulting  method  a 
j,roup  chooses  could  be  either  pure  system  or  any  variation 


mixing  their  features  into  a special  formula.  If  a special 
formula  is  developed,  however,  1 feel  strongly  that  a medi- 
cal group  should  keep  it  fairly  simple  to  understand  and 
easy  to  administer.  A highly  complex  formula,  involving 
special  bookkeeping  efforts,  tends  merely  to  cause  ar- 
tificiality and  confusion,  thus  defeating  the  formula’s 
presumed  incentives. 

Percentage  Division 

The  simplest  of  all  methods,  of  course,  is  for  the  partici- 
pants simply  to  divide  the  income  from  their  efforts  equally. 
Other  groups  divide  income  in  fixed  percentages  which  are 
not  equal,  perhaps  in  recognition  of  seniority,  time  involve- 
ment, special  training,  etc.  In  either  case,  distribution  of  in- 
come is  in  a predetermined,  fixed  ratio — a straight  percent- 
age division. 

A percentage  method  has  the  advantage  of  offering  the 
doctor-members  a group  incentive.  Each  member  will  pros- 
per so  long  as  the  venture  produces  sufficient  income, 
regardless  of  which  individual  doctor  actually  performed 
the  work.  Hence,  the  doctor-members  should  feel  free  to 
have  patients  treated  by  various  other  doctors  in  the  group 
for  advantages  in  scheduling,  special  experience  and  the 
like.  OB-GYN  men,  for  instance,  can  see  their  patients  al- 
ternatively or  as  they  consider  most  useful  and  can  assign 
deliveries  according  to  their  working  schedules  without 
concern  of  any  adverse  income  effects.  Other  specialty  sur- 
geons in  Joint  practice  can  set  their  operating  schedules  for 
the  most  efficient  use  of  their  members’  time  and  talents. 
Similarly,  one  man’s  contributions  to  administering  the  of- 
fice or  performing  other  "non-chargeable”  functions  will 


not  penalize  him  as  opposed  to  his  partner  who  is  seeing 
more  patients  at  the  time. 

Percentage  division  tends,  therefore,  to  encourage  a co- 
operative effort  for  the  good  of  the  group.  It  minimizes 
competition  between  the  members  since  there  is  no  direct 

Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Inc.  of  Bala  Cynwyd. 
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‘...the  most  enduring  problem  of  group  practices  is  how  income 
should  be  distributed  among  group  members...  inability  to  cut 
up  the  money  pie  satisfactorily  causes  more  dissension  and 
dissolution  in  medical  groups  than  all  other  factors  combined.’ 
This  statement  of  problem  from  the  lead  paragraph  of  Mr. 
Beck’s  third  and  final  article  in  his  series  on  planning  for  group 
practice  calls  for  answers,  and  the  author  provides  them  on 
these  pages.  Watch  for  further  practice  management  advice 
from  Mr.  Beck  in  subsequent  issues  of  Pennsylvania  Medicine. 


financial  reward  for  seeing  more  of  the  group’s  patients, 
producing  more  of  its  billings,  etc. 

Arbitrary  percentage  distributions  generally  work  satis- 
factorily in  groups  having  strong  common  denominators  of 
age,  work  motivation  and  professional  qualifications.  They 
particularly  work  well  when  the  potential  income  is  high 
enough  to  defeat  most  desires  to  compete  for  more  of  the 
available  income.  Those  practices  which  involve  the  most 
patient  interchange,  as  in  obstetrics,  are  particularly  likely 
to  use  simple  divisions  satisfactorily.  The  method  has  the 
advantages  of  being  simple  in  concept  and  easy  to  ad- 
minister, and  for  these  reasons  it  is  by  far  the  easiest  way 
to  resolve  the  income  division  problem. 

Unfortunately,  however,  various  members  of  a group 
rarely  make  equal  contributions  to  the  group's  financial 
success.  So  long  as  the  differences  are  small  the  members 
may  overlook  them,  but  as  these  differences  become  larger 
and  continue  to  exist  they  will  tend  to  become  divisive 
factors.  One  doctor  might,  for  instance,  be  taking  more 
vacations  or  devoting  himself  to  more  non-cash 
producing  professional  activities  (teaching,  society  work, 
etc.),  while  the  other  doctor  is  seeing  more  and  more  of  the 
patients.  Or  one  doctor  may  be  increasing  his  efficiency, 
while  the  other  doctor  tends  to  spend  more  time  with  each 
patient.  Regardless  of  which  doctor  is  "right”  in  his 
approaches  to  his  work,  the  differences  will  tend  to  grow. 
This,  of  course,  is  the  disadvantage  to  a straight  percentage 
division  method. 

Productivity  Division 

The  opposite  approach  is  to  compensate  each  member  in 
direct  proportion  to  the  amount  he  has  contributed  to  the 


group's  income.  The  common  measure  of  such  contributioi 
is  the  amount  of  fee  charges  recorded  on  the  group’s  books 
Hence,  if  a two-man  partnership  has  net  income  (after  ex 
penses)  of  $90,000  and  the  books  show  that  Dr.  A’s  charge 
during  the  year  totalled  60  percent  of  the  total,  then  h' 
would  be  entitled  to  $54,000  of  compensation.  If  in  the  sue 
ceeding  year  Dr.  A reduced  his  activity  and  produced  a less 
er  share  of  the  total  charges,  his  share  of  that  year's  incomi 
would  be  proportionately  less. 

Besides  rewarding  a member  for  his  financial  contribu 
tion,  a productivity  division  has  the  additional  advantage  o 
he’xng  self-adjusting.  A partner’s  share  of  his  group's  incom' 
will  thus  vary  from  year  to  year  just  as  his  efforts  may  vary 
Hence,  if  an  older  partner  wishes  to  take  extra  time  awa; 
from  the  practice  his  compensation  would  presumabl; 
decrease  proportionately  without  any  negotiation.  This  i 
often  important  to  the  junior  partner,  for  frank  discussion 
on  the  subject  are  often  difficult  if  they  are  held  at  all.  / 
method  that  permits  adjustment  without  the  confrontatioi 
can  thus  be  invaluable. 

The  majority  of  medical  management  consultants,  mysel 
included,  prefer  income  division  methods  based  at  least  ii* 
part  on  productivity.  It  should,  however,  be  recognized  tha 
such  methods  also  have  disadvantages.  The  prime  problen 
is  that  compensation  based  on  productivity  can  create  < 
competition  among  partners  for  the  available  work.  It  thu: 
tends  to  reward  one  for  creating  dollars  while  ignoring  one’: 
other,  less  measurable  contributions  to  the  group.  The  sen 
ior  physician,  for  example,  whose  hospital  and  professiona 
activity  create  referrals  performed  by  his  junior  partnerj 
would  not  be  recognized  for  his  contribution.  Nor  wouk 
the  managing  partner  of  a medium-sized  group  who  spend) 
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I 20  percent  of  his  time  assuring  that  the  joint  practice  runs 
^ smoothly  and  efficiently. 

I Productivity  division  also  requires  careful  bookkeeping 
I of  patient  charges.  This  should  not  be  a disadvantage  at  all, 
because  I believe  any  practice  should  have  this  information 
whether  or  not  it  is  heeded  for  income  division  purposes. 
The  group’s  total  charges  for  a period  is  an  indication  of 
how  busy  its  office  was,  and  it  also  is  a means  of  predicting 
how  much  cash  will  be  received  in  a succeeding  period 
(when  the  charges  have  been  billed  and  payments  are 
received).  Furthermore,  a group  should  record  its  members’ 
relative  production  even  if  they  share  income  otherwise,  for 
only  by  having  the  information  can  the  members  recognize 
changes  or  inequities  before  too  much  dissension  develops. 

Combined  Methods 

A highly  desirable  solution  to  the  problem  of  equitably 
distributing  income  is  a combination  of  the  two  described 
methods.  The  group  practice  might  thus  obtain  the  strong- 
est advantages  of  each  method  and  thus  offer  more  realist- 
ic incentives  to  its  partners. 

The  simplest  example  of  a group’s  combining  the  per- 
centage and  productivity  methods  would  be  one  often  rec- 
ommended by  advisors.  Half  of  the  net  income  of  the  prac- 
tice would  be  divided  among  its  partners  equally  (or  in 
some  other  pre-determined  percentages)  and  the  other  half 
would  be  divided  in  the  ratio  of  the  members’  actual 
charges.  In  this  manner,  each  partner  has  a strong  incentive 
to  make  the  overall  group  as  successful  as  possible 
(regardless  of  which  partner  actually  sees  more  patients) 
and  he  also  has  a personal  incentive  to  produce.  Since  both 
group  loyalty  and  individual  ambition  should  be  well-ac- 
cepted and  desirable  attributes,  the  formula  combining  in- 
centives for  each  should  be  a workable  solution. 

Variations  on  the  50-50  combination  are  limitless.  I have 
several  group  practice  clients,  for  instance,  which  divide  60 
percent  of  their  income  and  then  allocate  the  other  40  per- 
cent according  to  productivity.  This  is  simply  based  on  their 
recognition  that  the  entity’s  success  deserves  somewhat 
^more  emphasis  than  does  the  personal  advantage.  Other 
iPractices  have  gone  the  opposite  way  after  analyzing  the 
characteristics  of  their  specialties,  the  "market”  for  their 
[Services  and,  of  course,  their  members’  personalities. 

A small  practice  (two  or  three  partners)  is  likely  to  find  a 
simple  combination  method  to  work  very  well.  As  the  group 
becomes  larger,  however,  the  formulas  tend  to  become 
'more  and  more  sophisticated.  This  is  generally  a desirable 
recognition  that  fairness  among  more  individuals  will 
require  consideration  of  more  factors.  As  an  example,  one 
well-known  West  Coast  consultant  has  found  the  following 
.to  be  a generally  useful  formula  for  partnerships  in  surgical 
|specialties;  60  percent  is  divided  on  a productivity  basis,  28 
percent  is  split  according  to  seniority  (with  a rise  to  equality 
in  five  years),  10  percent  is  divided  equally,  and  then  2 per- 
cent goes  to  the  managing  partner  to  reward  him  for  his  extra 
|effort.*  In  this  formula,  note  that  most  of  the  percentage 
idivision  (allocating  the  28  percent)  is  itself  based  on  a vari- 
;able. 

y See  Litvak,  "The  Trouble  with  a Senior-Junior  Part- 
\tership”,  Medical  Economics,  Sept.  13,  1971,  at  p.  180, 
quoting  Richard  V.  Bibbero  of  San  Francisco. 


Point  Value  Systems 

Larger  and  often  multiple  specialty  oriented  groups 
sometimes  extend  the  combination  approach  still  further  by 
adopting  a “point  value  system.”  Such  a system  is  intended 
to  measure  precisely  the  total  contributions  which  all 
members  make  to  the  group’s  success,  going  beyond  the 
comparatively  simple  concept  of  production.  Thus,  a point 
system  might  give  credit  for  such  items  as  educational  and 
professional  society  activity,  contribution  of  capital  to  the 
partnership,  hospital  staff  leadership,  age  or  years  of  prac- 
tice, etc. 

The  elements  of  a point  system  are  simple  to  describe. 
The  various  criteria  adopted  by  the  group  are  simply  as- 
signed "points,”  and  then  each  member’s  points  are  totalled 
for  the  year.  Income  of  the  group  for  that  year  simply  is 
divided  among  the  members  in  the  same  ratio  as  his  points 
bear  to  the  total  of  all  members’  points.  Under  an  illustra- 
tive method,  one  point  might  be  awarded  for  each  $100  of 
charges  produced,  ten  points  might  be  given  for  each  year 
of  specialty  practice,  and  fifty  points  might  be  given  for 
each  specified  medical  society  or  hospital  staff  responsi- 
bility. A doctor  who  has  been  in  his  specialty  for  12  years, 
who  is  chief  of  his  hospital’s  department  and  whose  work 
produced  $60,000  of  charges  that  year  would  thus  be 
allocated  770  points  to  decide  his  final  share  of  the  prac- 
tice’s net  income  for  the  year  in  question. 

While  the  point  value  system  attempts  to  evaluate  each 
member’s  contribution  to  the  group’s  overall  success,  it  has 
one  very  serious  flaw.  The  group’s  attempt  to  quantify  rela- 
tive values  for  such  matters  as  seniority,  production  and 
professional  status  itself  involves  a negotiation  between  the 
partners.  All  too  often,  therefore,  these  different  matters  are 
assigned  their  points  on  a negotiated  basis,  and  the  partners 
might  Just  as  well  have  determined  mere  percentage 
divisions  in  the  first  place. 

What  is  more,  even  if  the  point  values  are  satisfactorily 
determined,  such  systems  have  other  built-in  disadvantages. 
First,  as  they  become  more  and  more  sophisticated,  they 
tend  to  become  less  well  understood  by  the  doctors  in- 
volved. This  difficulty  may  well  defeat  any  incentive  effect 
such  systems  might  have  been  intended  to  produce.  Second, 
point  systems  tend  to  require  special  and  often  extensive  ac- 
counting work,  not  to  speak  of  the  amount  of  members’ 
time  devoted  to  tabulating  their  relative  point  situations.  All 
in  all,  therefore,  while  point  value  systems  seem  excellent  in 
theory,  they  have  been  far  less  successful  in  fact. 

Conclusion 

This  article  has  been  intended  to  describe  basic 
approaches  to  the  extremely  touchy  problem  of  dividing  in- 
come. Actual  formulas  which  are  in  existence  and  which 
have  worked  well  are  legion,  but  the  important  point  to 
remember  is  what  has  been  successful  to  one  group  may  be 
absolutely  wrong  for  another.  The  problem  simply  requires 
honest  and  candid  attention  by  all  the  prospective  group 
members.  It  should  also  require  some  periodic  attention 
even  after  the  group  has  been  formed,  for  partners  should 
act  promptly  to  recognize  and  resolve  any  dissatisfaction  as 
soon  as  it  developes.  Income  division  disputes  are  likely  to 
grow  in  intensity  as  time  passes,  and  hence  prompt  attention 
might  save  an  effective  group  practice  from  dissolution. 
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Vasectomy 


RUSSELL  E.  MORGAN, 
M.D.,  F.A.C.S. 
Bethlehem 


These  vasectomy  operations  were  performed  upon  243  residents  in  an  eastern  Pennsyl- 
vania industrial  city  with  a population  of  72,000.  The  patients  included  representatives  of  all 
occupations,  from  truck  drivers  to  college  professors.  Questionnaires  were  sent  out  to 
these  men  and  172  replies  were  returned.  Of  those  who  replied,  98  percent  agreed  that  the 
preoperative  interview  answered  all  of  the  questions.  Seventy-eight  percent  agreed  that  the 
postoperative  discomfort  was  no  more  severe  than  they  thought  it  would  be;  22  percent 
considered  it  more  severe.  Again,  78  percent  did  not  need  pain  medication  after  the  first 
day;  22  percent  did  use  pain  medication  after  the  first  day.  Swelling  was  reported  by  67 
percent,  while  33  percent  had  none.  Discoloration  was  noted  by  65  percent;  35  percent  did 
not  have  any.  The  question  “Is  your  vasectomy  satisfactory?”  was  answered  yes  by  96  per- 
cent; no  by  4 percent.  The  question  “Does  your  wife  find  your  vasectomy  satisfactory?" 
was  answered  yes  by  96  percent,  no  by  4 percent.  Fifty-nine  percent  stated  that  the  vasec- 
tomy had  made  a difference  in  his  libido;  41  percent  did  not  notice  any  difference.  Fifty-two 
percent  noted  an  increase  in  sex  relations;  48  percent  did  not.  The  question  “Would  you 
advise  a 22-year  oid  newly  wed  without  children  to  have  a reversible  vasectomy?"  was  an- 
swered no  by  62  percent;  yes  by  27  percent;  and  given  no  reply  by  11  percent.  The  question 
“Would  you  advise  a young  couple  to  create  their  desired  family  and  then  have  a perma- 
nent vasectomy?"  was  answered  yes  by  93  percent;  no  by  3 percent;  and  given  no  reply  by 
4 percent.  Eighty-five  percent  of  the  cases  had  had  a semen  examination  twelve  weeks  fol- 
lowing the  vasectomy  as  per  the  original  instructions,  and  15  percent  of  the  cases  did  not. 


i 


(II 

fa. 


The  fear  of  a quasi-castration  tech- 
nique for  vasectomy  constitutes 
the  most  significant  single  obstacle  to 
its  more  general  acceptance  by  fecund 
males. 

This  interesting  conclusion  has 
resulted  from  the  experiences  which 
stem  from  preoperative  interviews 
over  a period  of  two  years  and  in- 
volving some  300  couples.  A husband- 
wife  conversational  type  of  interview 
held  just  prior  to  the  contemplated 
vasectomy  provides  an  important  rap- 
port between  surgeon  and  patient, 
clarifies  ail  obscure  facets  relative  to 
philosophy  and  mechanics  which 
remain  after  preliminary  instructions, 
and  insures  adequate  informed  consent 
to  legalize  the  operation. 

The  consequences  of  misinforma- 
tion cannot  be  estimated.  It  behooves 
the  responsible  surgeon  to  lead  the  pa- 
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tient  through  the  maze  of  doubts  into 
the  clear  truthful  picture.  The  initial 
concern  is  voiced  in  the  initial  query, 

"What  will  this  do  to  my  sex  life?” 
Starting  here,  the  physician  has  an  en- 
tree into  the  interesting  contact  of  the 
broad  field  to  be  encompassed.  It  is 
helpful  to  use  the  illustrations  of  a 
standard  anatomy  text  and  show  the 
seminiferous  tubules  from  whence 
arise  the  spermatozoa.  Their  pathways 
can  be  traced  through  the  tubules  of 
the  epididymus  which  ultimately 
merge  to  form  the  vas  deferens. 

The  course  of  the  vas  deferens  via 
the  spermatic  cord  from  the  scrotum 
to  the  inguinal  canal  to  the  pelvic  floor 
is  traced.  Its  route  via  the  prostate 
gland  including  its  expanded  pouch  of 
seminal  vesicles  to  the  ejaculatory  duct 
is  traced.  The  storage  of  spermatozoa 
in  the  seminal  vesicles  is  emphasized. 


Here  it  is  vitally  necessary  to  return  li 
the  physiology  of  the  testicles.  I 

The  dual  function  of  these  glands  | 
explained.  Not  only  are  spermatozc 
manufactured  constantly  but  also  tl 
hormone,  testosterone,  is  produce 
constantly.  It  is  absorbed  into  tWni. 
blood  stream  and  not  carried  as  a fluj 
in  a duct.  Only  the  tube  called  the  vt 
deferens  is  tied  off  and  thus  only  tl) 
transit  of  speramtozoa  is  stopped.  Th 
cutting  away  of  a small  segment  of  tl 
vas  deferens — this  "-ectomy”  of  abo 
an  inch  of  the  muscular  tube — is  tl 
limit  of  the  cutting.  Consequent 
there  is  no  interference  with  the  fun 
tions  of  the  testicles.  This  elucidatit 
is  received  by  all  vasectomy  candidat 
with  intense  interest.  This  revelatic 
that  the  hormonal  production  of  te; 
osterone  will  continue  to  control  t 
secondary  sex  characteristics  of  whis 
ers,  voice,  body  build  and  libit 
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ovides  definite  mental  relief.  The 
cessity  for  emptying  the  seminal 
side  prior  to  effective  sterilization  is 
mprehensible.  Each  candidate  is 
;n  further  instructed  in  the  con- 
quences  of  vas  ligation.  By  appealing 
each  man’s  engineering  instincts, 
: logical  consequences  of  interrup- 
1 n of  a constant  flow  regimen  to  one 
an  interrupted  flow  after  the  liga- 
n state  are  outlined.  While  from  a 
ictly  histologic  viewpoint  there  may 
some  unsettled  problems,  all  of 
lich  are  under  current  investigation, 
: fact  remains  that  in  general  it  is 
le  that  a change  in  hydrostatic  pres- 
re  occurs,  that  said  pressure  inhibits 
niniferous  tubule  production  of 
;rmatozoa  when  an  adequate  pres- 
re  is  reached;  that  the  confined  sper- 
itozoa  live  out  their  eight-week  life 
cles,  die,  disintegrate,  are  absorbed, 
d the  pressure  subsides.  Then  more 
ermatozoa  are  produced,  go  through 
s cycle,  and  the  performance  is 
seated.  Comprehending  this,  the 
ndidate  understands  minor  post- 
erative  transient  discomforts  and 
es  not  translate  them  into  evidences 
interferences  with  libido  from 
lence  stems  the  psychological  fixa- 
ns  responsible  for  the  so-called 
ost-vasectomy  impotence.”  This 
3uld  not  exist  in  properly  indoc- 
nated  males.  The  possibility,  albeit 
;hnically  unpleasant,  of  reanas- 
Tiosing  the  vas  deferens  is  an  impor- 
it  facet  in  the  explanation  of  the 
nstant  state  of  normal  physiology. 

I le  acceptance  of  an  ebb-flow  sperma- 
'oa  production  answers  multiple 
s estions  as  to  the  fate  of  the  testicles 
!itill  they  enlarge  progressively?  etc.) 
lid  further  emphasizes  the  in- 
ciinsequential  effects  of  transitory  in- 
iltnveniences.  The  comprehension  of 
o|;  fact  that  the  male  physiology  is  not 
Uiturbed  by  vasectomy  is  of  vital  im- 
il(rtance.  The  total  removal  of  the  cas- 
Ntion  idea  is  finally  clinched  by 
iljing  the  illustration  of  genuine  total 
oiijtration  of  a wild  stallion  to  produce 
iflgelding  so  gentle  that  a child  can 
iifntrol  it;  of  a wild  bull  to  produce  a 
4er  so  gentle  that  a child  can  feed  it. 
tt'his  involved  train  of  thought  is  to- 
jifly  pertinent  to  the  patient’s  immedi- 
iih  problem — the  total  difference  be- 
t'leen  lower  animal  castration  and 
liiman  vasectomy  is  so  apparent  that 
lit  question  of  eunuchoid  sequelae 
li*  es  all  relevance. 


All  other  problems  of  vasectomy  fall 
into  insignificance.  Technical  proce- 
dures, standard  pre-operative  prepara- 
tions, skin  cleansings,  anesthetic  rou- 
tines, techniques  of  surgery,  suture 
materials,  and  post-operative  routines 
are  individual  problems  of  the 
operating  surgeon.  Suffice  it  to  say 
that  simplification  and  standardi- 
zation are  desirable. 

During  the  past  two  years  the  vasec- 
tomy boom  has  stimulated  the  develop- 
ment of  self-trained  vasectomists.  Trial 
and  error  modifications  of  the  standard 
urological  operations  to  adapt  it  for  use 
in  an  elective  sterilization  procedure 
has  evolved  the  simple  single  scrotal  in- 
cision bilateral  vasectomy  advocated  by 
Dr.  Moss  in  a paper  presented  at  the 
first  Vasectomy  Congress  held  in 
Chicago  under  the  auspices  of  the  Mid- 
west Population  Center. 

In  my  experience  the  progress  from  a 
heroic  surgical  exposure  via  the  two 
incision  lateral  scrotal  wall  technique  to 
the  single,  lone,  mid-scrotal  incision,  to 
a 3 mm  transverse  scrotal  incision, 
working  to  a mid-line  small  incision  has 
been  an  orderly  evolution  influenced  as 
noted. 

Ligation  with  catgut,  stainless  steel 
wire,  and  most  recently  with  Week  clips 
has  been  satisfactory  in  general. 
Complications,  while  infrequent,  have 
been  experienced  and  are  disconcerting 
in  patient  care  and  management.  Most 
cases  are  astonishingly  simple  and  free 
of  problems.  At  irregular  intervals, 
however,  unusual  situations  are  en- 
countered and  various  problems  ensue. 
In  an  effort  to  better  evaluate  these,  a 
questionnaire  was  mailed  to  the  first 
243  cases  and  the  results  tabulated.  A 
totally  clean  slate  free  of  untoward 
post-operative  complications  cannot  be 
reported.  A total  report  awaits  the  final 
evaluation  of  data  still  arriving  from 
pdtients. 

The  highlights  of  those  problems 
most  prominent  in  my  own  series 
include  a hematoma  in  a bleeder  with  a 
coagulation  problem  (not  elicited  pre- 
operatively);  a hematoma  in  a man  who 
had  had  adult-type  mumps  with  con- 
comitant left  orchitis;  several  minor 
hematomata  in  enthusiasts  who  played 
golf,  carried  trunks,  lifted  flag  stones, 
etc.;  two  psychosomatic  manifestations 
of  severity  as  expressed  by  a sudden 
duodenal  ulcer  bleeding  episode  in  a 
chronic  duodenal  ulcer  patient  (whose 


wife  said  he  was  "so  brave  but  inside 
was  worried”)  and  by  chronic 
neurogenic  dermatitis  becoming  florid 
in  a patient  on  the  evening  before  a 
scheduled  vasectomy. 

In  general,  the  surgery  of  the  young, 
healthy  men  was  simple  and  un- 
complicated. However,  as  the  age  of  the 
patient  increased  the  problems  mul- 
tiplied. The  binding  of  the  vas  to  its 
envelopes  and  circulatory  elements 
from  whatever  cause  is  the  primary  in- 
terference in  its  free  dissection.  This 
eventuality  precludes  the  use  of  a stand- 
ard mini-incision. 

A word  must  be  said  about  venereal 
disease.  Every  history  regarding 
venereal  disease  is  negative,  particu- 
larly if  wives  are  present.  With  current 
therapy  it  is  true  that  the  post  infection 
sequelae  are  minimal.  In  proven  cases 
it  is  astonishing  how  little  damage  is 
found  as  far  as  orchitis  or  vasitis  is  con- 
concerned,  thus  emphasizing  the  effec- 
tiveness of  adequate,  specific  therapy. 
Where  the  public  health  treatment  reg- 
imen of  a dual  injection  of  heavy  dos- 
age depot  penicillin  is  used  at  the  first 
appearance  of  the  gout  militaire, 
which  reveals  the  intracellular  diplo- 
cocci,  the  sequelae  are  so  minimal  that 
the  bad  cold  philosophy  makes  sense. 
But,  the  testy  veterans  who  present 
with  thickened  cords  challenge  the  sur- 
geon to  resort  to  basic  principles.  One 
harks  back  to  Dr.  Lahey  with  his  long 
incision  arguments  for  adequate  ex- 
posure and  total  meticulous  hemos- 
tasis. Thus,  again,  when  a serpiginous 
vas  is  found  pasted  to  its  artery  and 
veins  below  adhesive  envelopes — it  is 
the  better  part  of  wisdom  to  make  a 
big  incision  and  gently  dissect  the  vas 
from  its  bed  before  excising  a segment 
and  ligating  the  ends. 

The  question  of  ligation  should  be 
discussed.  It  is  pertinent  to  read  the 
queries  of  lay  magazine  articles  relative 
to  the  permanence  of  vasectomies.  Are 
repeated  sperm  counts  needed?  This 
depends  on  the  result  of  the  ligation  and 
the  likelihood  of  any  accidental  anas- 
tomosis by  reason  of  a fusion  of  the 
ends  via  a spermatocele.  To  obviate  this 
possibility,  estimated  at  about  0.5  per- 
cent of  cases,  a permanent  nonabsorb- 
able ligature  is  needed.  Hence,  catgut 
has  been  abandoned  for  the  actual  vas 
ligation.  In  view  of  some  problems  with 
slippage  of  clip,  the  use  of  two  ties  with 
monofilament  #36  stainless  steel  wire 
has  been  instituted.  When  an  inch  seg- 
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ment  has  been  excised  and  two  fine 
wire  sutures  secured,  accidental  re- 
anastomosis has  not  been  encountered. 
One  proven  case  following  catgut  liga- 
tion was  the  adequate  provocation  to 
switch  to  steel  wire.  The  most  recent 
twist  has  been  a 180  degree  turn  and 
double  ligation  of  the  proximal  vas  seg- 
ment using  snug  wire  ligatures  which 
eliminate  the  possible  slippage  of  clips. 

A word  should  be  said  about  the 
post-vasectomy  psychological  impo- 
tence. This  is  a rare  problem,  truly  en- 
countered in  about  1 percent  of  cases 
as  now  evaluated.  It  is  temporary.  It  is 
managed  totally  on  a reassurance  basis 
utilizing  all  of  the  preoperative  in- 
struction and  reemphasizing  all  of  the 
facets  of  physiology  pertinent  to  the 
individual. 

This  conquering  of  the  basic  fear 
comes  as  a great  victory  to  the 
depressed  patient  after  the  initial  sur- 
gical wound  has  healed,  the  transient 
hydrocele  has  absorbed,  and  the  return 
of  libido  with  satisfactory  intercourse 
ensues.  All  are  amused  with  their  own 
preliminary  up-tight  apprehensions. 
None  are  impotent  for  any  significant 
length  of  time.  The  experience  with 
these  few  who  freely  admit  their  own 
psychological  blocks  to  post-vasec- 
tomy  intercourse  is  so  enlightening 
that  the  surgeon  is  forewarned  about 
careful  screening  of  candidates.  Vasec- 
tomy should  not  be  offered  to  patients 
who  are  unstable  mentally,  to 
homosexuals,  or  to  those  who  have 
preliminary  borderline  impotence  and 
would  thus  use  the  operation  as  a 
reason  for  preexisting  defects. 

The  necessity  of  utilizing  preopera- 
tive medication  for  a short  operation  is 
open  to  question.  Again,  in  the  majority 
of  normal  stoical  young  males,  sedation 
is  neither  necessary  or  desirable.  If  the 
patient  prefers  to  drive  home  after  the 
operation,  sedative  medication  is  con- 
traindicated. However,  if  there  is  obvi- 
ous anxiety,  it  is  helpful  to  have  the 
desirable  relaxing  effect  of  a barbitu- 
rate and  tranquilizing  combination.  To 
have  a patient  lie  calmly  on  the  table 
with  his  scrotum  stretched  its  full 
length  by  virtue  of  a cremaster  relax- 
ation is  to  add  to  the  safety  of  the 
procedure.  If  multiple  manipulations 
are  required  to  identify  and  isolate  the 
vas  blindly,  then  trauma  is  added  to  the 
procedure. 

The  overwhelming  impression  re- 


sulting from  the  experience  reported  is 
that  the  vas  deferens  ligation  procedure 
offers  a clean,  physiologic,  permanent 
measure  for  family  size  control  for 
young  couples.  It  eliminates  the  need 
for  abortions.  It  later  eliminates  the 
fears  of  the  menopausal  wife.  In  this 
regard  the  problems  of  doing  a vasec- 
tomy for  a couple  within  several  years 
of  natural  menopause  for  the  wife 
deserves  comment.  Common  sense 
would  dictate  that  the  contraceptive 
measures  utilized  to  date  by  the  couple 
be  continued.  However,  when  48-year 
old  wives  on  the  feminine  forever  phi- 
losophy and  estrogen  regimen  ask  if 
pregnancy  can  occur  at  age  53  and  the 
husband  states  that  he  wants  by  all 
means  to  stop  his  wife’s  repeated  trips 
to  the  laboratory  for  pregnancy  tests,  a 
reasonable  case  for  performance  exists. 
When  told  that  this  is  a lot  of  trouble  for 
five  years  of  contraception,  the  man 
hastily  replies  that  he  prefers  the 
trouble  to  the  twin  bed  system. 

One  point  of  technique  is  worthy  of 
close  consideration.  Many  published 
articles  place  emphasis  on  the  blind 
grasping  of  the  cord,  after  vas  isolation 
with  finger  manipulation,  with  a 
pointed  towel  clip.  This  may  inadver- 
tently pierce  veins  with  resultant  hema- 
toma formation.  A much  safer 
procedure  has  been  found  to  be  the 
utilization  of  a 4 mm  vertical  skin  in- 
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cision  through  the  raphe  after  prop 
field  block  local  anesthesia.  Blunt  sep 
ration  of  the  dartos  allows  adequ; 
approach  to  the  envelopes  so  that  I; 
vas  per  se  can  be  grasped  with  a tiny  j 
diatric  Allis  Clamp.  This  alloi 
envelope  dissection  under  visuaiizati 
with  hemostasis  as  required.  Vas  i; 
lation  and  ligation  is  thus  an  opi 
procedure  without  traumatic  tuggi 
through  a small  skin  incision, 
wound  can  be  closed  with  ster 
adhesive  taping.  If  vas  isolati 
presents  a problem,  the  open  wou 
technique  requiring  multiple  skin 
tures  is  the  better  part  of  wisdom.  Ex; 
rience  with  ecchymosis  beyond  the 
pected  injection  site  skin  discolorati 
makes  careful  exposure  of  this  ty 
mandatory. 

The  disappearance  rate  of  sperm 
tozoa  following  vasectomy  is  a fi 
cinating  study.  The  individual  van 
tions  are  such  that  only  the  grossest  i 
pjroximations  are  possible  and 
standardiziation  of  an  end  po 
becomes  most  difficult.  A bar  graph  < 
scent  curve  demonstrating  the  coi 
variations  from  peaks  averaging  35 
50  million  per  ml  of  semen  to 
counts  was  so  cumbersome  that 
project  was  abandoned.  Sperm  cou 
taken  nine  weeks  post  vasecto 
resulted  in  a fairly  high  num 
showing  viable  sperm.  Consequen 
again  after  trial  observations,  a thri 
month  post  vasectomy  date 
selected  for  final  clearance.  Only  se 
al  unusually  potent  types  exhibited 
cernable  sperm  in  the  ejaculate  a 
twelve  weeks.  These  sperm  were 
served  to  be  non-motil  and  only  fora 
demic  clearing  for  sterilization  wa: 
repeat  sperm  count  ordered  followin 
further  period  of  six  weeks  of  sexual 
tivity.  The  couples  were  advised  i 
tially  to  have  three  sex  experiences  w 
ejaculations  per  week  for  twelve  we 
If  sperm  were  still  present  then,  anotl] 
six-week  period  as  stated  was  advis 
Some  wives  requested  earlier  cou 
and  in  some  cases  early  clearances  wi 
obtained.  Ultimately  the  twelve-ws; 
regimen  was  utilized  for  standard  cle 
ance.  It  is  interesting  to  note  that  r] 
croscopic  evidence  of  spermatozoal 
cellular  detritus  is  present  in  se 
specimens  taken  preoperatively,  es| 
cially  following  periods  of  abstinenc 
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herever  it  hurts, 
ifipirin  Compound  with 
i^deine  usually  provides 
e relief  needed. 


/!< 

Jigenerai,  only  pain  so  severe 
|:3t  it  requires  morphine  is 
lyondthescope  of 
hpirin  Compound  with  Codeine. 

i 

I prescribing  convenience: 

up  to  5 refills  in  6 months, 
j your  discretion  (unless 
i (Jtricted  by  state  law);  by 
V lephone  order  in  many  states. 

’ppirin  Compound  with 
’ deine  No.  3,  codeine 
J |Osphate*  32.4  mg.  (gr.  Va); 

1 i'.  4,  codeine  phosphate* 

1.8  mg.  (gr.  l).*Warning-- 

j iiy  be  habit-forming.  Each 
S;)let  also  contains:  aspirin 

2 31/2,  phenacetin  gr.  21/2, 
g'feinegr.  Va. 
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#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 
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ro-Banthine 

iropantheline  bromide 

Belief  lactor  in  Peptic  Ulcer 


loiiy,  frustration,  job  pressure — all 
it  up  excessive  vagal  currents  in 
[atients  with  peptic  ulcer. 

Pro-Banthine"insulates"the  stom- 
3h,  the  duodenum  and  the  lower 
itestinal  tract — the  sites  where 
lese  destructive  currents  take  their 
ill. 

This  "insulation"  helps  block  ex- 
issive  enteric  activity  and  acidity, 
lius  helping  to  provide  the  proper 
Invironment  for  the  healing  of  pep- 
|.c  ulcers. 

It's  nice  to  know  that  Pro-Banthine 
Irovides  this  protection  at  a dosage 
liat  causes  little  or  no  discomfort 
lad  that,  unlike  ataractic  agents,  Pro- 
1 anthine  does  not  cloud  the  patient's 
I wareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  m acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curore-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  on  ileostomy  patient  may  indi- 
cate obstruction,  and  this  posiibihtv  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported; nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  products  j 
useful  in  treatment  involving  j f 
concomitant  use  of  two  or  more  drugs? 
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Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology- 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  i)re- 
scrii)tion— which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  wbo  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  deal 
of  money.  I wish  we  could 
agree  on  a “grandfather 
clause”  approach  to  prepa- 
rations that  have  been  in  use 
for  a number  of  years  and 
that  have  an  apparently 
satisfactory  track  record. 

For  example,  I think 
some  of  the  antibiotic  com- 
binations that  were  taken 
off  tbe  market  by  tbe  FDA 
performed  quite  well.  I am 
thinking  particularly  of 
penicillin  - streptomycin 
combinations  that  patients 
— especially  surgical  pa- 
tients—were  given  in  one 
injection.  This  made  for 
less  discomfort  for  the  pa- 
tient, less  demand  on 
nurses’  time,  and  fewer 
opportunities  for  dosage 
errors.  To  take  such  a 
preparation  off  the  market 
doesn't  seem  to  be  good 
medicine,  unless  actual  us- 
age showed  a great  deal  of 
harm  from  the  injections 
(rather  than  the  proper 
use)  of  the  combination. 

The  point  that  should  be 
emphasized  is  that  there 
are  both  rational  and  irra- 
tional combinations.  The 
real  question  is,  who  should 
determine  which  is  which? 
Obviously,  the  FDA  must 
play  a major  role  in  mak- 
ing this  determination.  In 
fact,  I don’t  think  it  can 
avoid  taking  the  ultimate 
responsibility,  but  it  should 
enlist  the  help  of  outside 
physicians  and  experts  in 
assessing  the  evidence  and 
in  making  the  ultimate  de- 
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(f  two  medications  are 
i?d  effectively  to  treat  a 
{•tain  condition,  and  it  is 
lown  that  they  are  com- 
Itible,  it  clearly  is  useful 
fd  convenient  to  provide 
t>m  in  one  dosage  form. 
] would  make  no  sense,  in 
I t it  would  be  pedantic, 
1 insist  they  always  he 
I "scribed  separately.  To 
£Did  the  appearance  of 
I lantry,  the  “expert”  de- 
tes  the  combination  be- 
cise  it  is  a fixed  dosage 
f m.  When  the  “expert” 
"i  okes  the  concept  of  fixed 
ciage  form  he  obscures 
t fact  that  single-ingre- 
d nt  pharmaceutical  prep- 
aitions  are  also  fixed 
d age  forms.  By  a singular 
saantic  exercise  he  im- 
p;s  a pejorative  meaning 
t the  term  “fixed  dose” 
oy  when  he  uses  it  with 
r pect  to  combinations. 
Viat  is  ignored  is  the  sim- 
P fact  that  only  in  the 
r est  of  circumstances 
d s any  physician  attempt 
ti  titrate  an  exact  thera- 
P tic  response  in  his  pa- 
fiit.  It  is  quite  possible 
tl  t some  aches  and  pains 

[respond  to  500  mg.  of 
irin  yet  that  fact  does 
militate  against  the  us- 
dose  being  650  mg. 

'he  other  semantic  ploy 

!bn  called  into  play  is  to 
cribe  a combination 
duct  as  rational  or  irra- 
r,al. 

ake  antibiotic  mixtures, 
fi  source  of  much  of  the 
Cl  icism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  (irug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
hounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  harclly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observecl  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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Not  too  little,  not  too  nvudi... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
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Ch^ging  Role 

Surgery  in  Management  of  Hodgkin’s  Disease 


NE  HUNDRED  AND  FORTY 
years  ago,  Thomas  Hodgkin 
described  the  disease  of  the  “Absorb- 
ent Glands  and  Spleen”®  which  now 
bears  his  name.  In  the  ensuing  decades 
the  controversy  surrounding  the 
disease — its  histopathology,  etiology, 
diagnosis,  and  therapy  has  been 
frought  with  emotionalism  and  intel- 
lectual disagreement.  No  small  portion 
of  this  controversy  is  related  to  the 
role  of  surgery  in  the  adjunctive  and 
definitive  management  of  the  disease. 

' Historical  data 

( 

I Hodgkin’s  description  of  the  morbid 
, anatomy  of  the  disease  was  based  on 
seven  autopsy  examinations.  This  may 
i reflect  the  hopelessness  felt  by  the 
t medical  community  for  over  eighty 
I yeqrs. 

I During  that  period,  a myriad  of 
f therapeutic  agents  were  universally  in- 
; effectual,  prognosis  was  poor,  and 
diagnosis  was  more  frequently  than 
1 not  established  post-mortem.  Records 
:■  are  sparse,  and  no  large  series  of  cases 
, had  been  reported  by  any  institution. 

I The  pathologic  literature  of  the  era  did 
i not  add  significantly  to  knowledge  of 
I the  disease. 

: At  the  turn  of  the  century  the  in- 

' troduction  of  radiation  as  a therapeu- 
tic modality  generated  renewed  inter- 
est and  optimism.  In  1902  the  first  use 
; of  X-rays  to  diminish  node  size  was 
described;  and  in  the  early  1930s,  Gil- 
i bert,  Sluys,  and  others  began  to 
describe  long-term  control  of  the 
disease.^'®'®  During  the  same  period, 
the  involvement  of  surgery  progressed 
from  simple  incisional  or  excisional 
node  biopsy  for  establishment  of 
pathologic  diagnosis  to  radical  surgical 
procedures  for  limited  localized 
disease. 

In  1942  Slaughter  and  Craveri® 
..  published  the  first  large  case  series. 

S Their  material  consisted  of  a retro- 
i spective  analysis  of  265  cases  of 
Hodgkin’s  disease  treated  at  the  Me- 
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morial  Hospital  for  Cancer  and  Allied 
Diseases  between  1918  and  1935.  Ra- 
diation had  been  the  principal 
modality  of  therapy  in  patients  with 
disseminated  disease.  Doses  were  in 
the  range  of  600-1200  R in  air  on  200- 
250  kV  units.  This  usually  produced 
local  short  term  control  of  disease  but 
did  not  insure  against  recurrence.  The 
best  results  in  the  series  were  in  pa- 
tients with  single  node  involvement 
who  had  received  heavy  irradiation  in 
single  large  dose  fractions. 

The  report  by  Baker  and  Mann^  in 
1940  of  two  apparent  surgical  “cures” 
led  to  a review  of  the  surgical  material 
in  the  Memorial  experience.  Five  of 
the  patients  were  managed  primarily 
by  surgery.  Four  had  disease  localized 
to  one  side  of  the  neck  and  underwent 
radical  neck  dissections.  The  fifth  pa- 
tient underwent  a radical  groin  dissec- 
tion for  localized  inguinal  disease.  All 
five  surgical  procedures  were  followed 
by  irradiation  utilizing  the  techniques 
previously  described.  The  criteria  for 


surgery  were  disease  localized  to  one 
accessible  node  group  based  on  clinical 
and  routine  x-ray  findings  and  the  ab- 
sence of  systemic  symptoms. 

Survivals  in  the  five  patients  were  5, 
6,  8,  11,  and  11  years  respectively. 
Five  year  survival  in  the  entire  Memo- 
rial series  was  47  cases  (17.7  percent) 
and  10  year  survival  was  9 cases  (3.4 
percent).  Only  6 cases  (2.3  percent) 
remained  free  of  disease  for  5 years. 
The  authors  felt  that  the  results  ob- 
tained in  the  surgically  managed  cases 
argued  strongly  for  the  unicentricity  of 
the  di.sease  at  its  onset. 

In  1958  Slaughter,  Economou,  and 
Southwick^"*  reviewed  their  experience 
with  eighteen  patients  treated  sur- 
gically for  localized  Hodgkin’s  disease. 
Eleven  (60  percent)  survived  over  five 
years  clinically  free  of  disease.  Of  the 
eighteen,  sixteen  had  only  cervical 
node  involvement  and  were  treated  by 
radical  neck  dissection.  The  side  of 
neck  involvement  was  not  considered. 
Five  of  the  long-term  survivors  had 


TABLE  I 

RESULTS  OF  SPLENECTOMY  IN  203  PATIENTS  WITH  HODGKIN’S  DISEASE’* 


Pathologic  Findings 


Pr@op@rativ@  Assessment 

Biopsy-Proven 
Hodgkin’s  Disease 

Biopsy  Negative  for 
Hodgkin’s  Disease 

Clinically  Negative 

Hahnemann 

17 

5 

12 

Stanford 

84 

20 

64 

Chicago 

23 

8 

15 

Baltimore 

12 

7 

5 

Iowa 

18* 

3 

IS 

TOTAL 

154 

43 

111 

Clinically  Positive 

Hahnemann 

4 

3 

1 

Stanford 

16 

8 

3 

Chicago 

7 

4 

3 

Baltimore 

8 

6 

2 

Iowa 

14* 

10 

4 

TOTAL 

49 

31 

18 

GRAND  TOTAL 

203 

74 

129 

* Approximate  number 
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TABLE  il 

RESULTS  OF  LIVER  BIOPSY  IN  173  PATIENTS  WITH  HODGKIN’S  DISEASE^^ 


Pathologic  Findings 


Preoperative  Assessment 

Biopsy-Proven 
Hodgkin’s  Disease 

Biopsy  Negative  for 
Hodgkin’s  Disease 

Clinically  Negative 

Hahnemann 

19 

1 

18 

Stanford 

85 

2 

83 

Chicago 

20 

1 

19 

Baltimore 

15 

1 

14 

TOTAL 

139 

5 

134 

Clinically  Positive 

Hahnemann 

2 

1 

1 

Stanford 

15 

1 

14 

Chicago 

12 

0 

12 

Baltimore 

5 

2 

3 

TOTAL 

34 

4 

30 

GRAND  TOTAL 

173 

9 

164 

post-operative  irradiation  (900-1200  R 
in  air). 

It  was  the  author’s  feeling  that  cell 
type  was  not  a significant  prognostic 
factor,  that  there  was  histologic 
variability  in  different  nodes,  and  that 
irradiation  in  the  range  of  2500  to 
3000  roentgens  to  the  neck  presented 


such  complications  to  the  pharynx, 
larynx,  and  esophagus  as  to  be  totally 
unacceptable. 

Surgery  vs.  Radiation 

In  the  same  year  Diamond®  recom- 
mended radical  surgery  as  the  defini- 


TABLE III 

RESULTS  OF  LAPAROTOMY  IN  167  PATIENTS  WITH 
HODGKIN’S  DISEASE  (INVOLVEMENT  OF  LYMPH  NODES)'^ 


Pathologic  Findings 

Biopsy-Proven 
Hodgkin’s  Disease 


Preoperative  Assessment 

Retroperitoneal 
Lymph  Nodes 

Other 

Lymph 

Nodes* 

Biopsy  Negative 
for  Hodgkin’s 
Disease 

Negative  LAG/IVC: 

Hahnemann 

4 

0 

_ 

4 

Stanford 

57 

2 

5 

50 

Chicago 

13 

0 

2 

11 

Baltimore 

4 

0 

— 

4 

TOTAL 

78 

2 

7 

69 

Equivocal  LAG/IVC: 

Hahnemann 

7 

__ 

7 

Stanford 

20 

3 

1 

16 

Chicago 

4 

1 

1 

2 

Baltimore 

— 

— 

— 

— - 

TOTAL 

31 

4 

2 

25 

Positive  LAG/IVC: 

Hahnemann 

11 

6 

1 

4 

Stanford 

23 

17 

1 

5 

Chicago 

12 

6 

1 

5 

Baltimore 

12 

7 

— 

5 

TOTAL 

58 

36 

3 

19 

GRAND  TOTAL 

167 

42 

12 

113 

* Includes:  lymph  nodes  in  porta  hepatis,  mesentery,  or  splenic  hifum. 
LAG  = lymphangiogram;  IVC  = inferior  venacavagram. 


tive  management  for  patients  witi 
clinical  Stage  I-A  disease  of  the  neck 
axilla,  or  groin. 

Lacher®  in  1963  reviewed  the  Me- 
morial Hospital  experience  with  514 
patients  treated  between  1949  and 
1955.  Eleven  patients  underwent  radi- 
cal surgery  for  Stage  I-A  disease.  01 
these,  eight  received  post-operative  ir- 
radiation. Only  one  patient  of  the  en- 
tire group  of  eleven  was  treated 
exclusively  by  surgery  and  survived  for 
longer  than  five  years,  while  the  entire 
Memorial  series  of  Stage  I cases  had  a 
five  year  survival  of  65.6  percent. 
Clearly,  radical  surgery  with  or 
without  radiation  in  clinical  Stage  I 
disease  did  not  prolong  life  beyond 
that  expected  in  patients  treated  by  ra- 
diation alone. 

As  recently  as  1965,  Slaughter*®  in- 
dicated that  he  felt  radiation  and  sur- 
gery were  equally  efficacious  for 
limited  localized  disease  (Stage  I-A).  It 
was  also  his  opinion  that  under  these 
circumstances  surgery  was  the  treat- 
ment of  choice  since  the  physical  ef- 
fects of  surgery  were  only  permanent, 
whereas  the  effects  of  irradiation  were 
both  permanent  and  progressive. 

During  the  early  1960’s  several  im- 
portant factors  arose  that  negated  al- 
most entirely  the  arguments  for  radical 
surgery  in  the  definitive  management 
of  Hodgkin’s  disease. 

One  factor  was  the  increasing  avail- 
ability of  megavoltage  radiation  thera- 
py units  in  conjunction  with  the 
training  of  a greater  number  of  full- 
time radiation  therapists.  It  now 
became  possible  to  treat  large  fields 
with  minimal  patient  morbidity  and 
mortality.  The  advantage  and  necessity 
of  these  extended  field  techniques  was 
clearly  demonstrated  by  Peters  and 
others.  ^-*0-** 

A second  factor  was  the  widespread 
use  of  more  sophisticated  x-ray  and  ra- 
dioisotopic studies  to  determine  the 
extent  of  disease.  The  principal  one 
was  the  bilateral  lower  extremity 
lymphangiogram  allowing  visualiza- 
tion of  the  abdominal  lymph  nodes 
(femoral,  iliac,  and  para-vertebral). 
The  study  often  led  to  the  upstaging  of 
a large  number  of  patients  otherwise 
clinically  staged  as  I or  II.  Lymphan- 
giography was  limited  in  its  applica- 
tion by  the  fact  that  it  is  a tedious  ex- 
amination to  perform,  nodes  may  be 
extensively  involved  by  the  time  a 
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TABLE  IV 

RESULTS  OF  LAPAROTOMY  IN  100  CONSECUTIVE  UNTREATED  PATIENTS 
WITH  HODGKIN’S  DISEASE^^ 

A B 


Site 

Pre-Operative 

Assessment 

Systemic  Symptoms 
Absent 

Systemic  Symptoms  Total 
Present 

Liver 

Clinically 

Positive 

0/4* 

1/11 

1/15 

Clinically 

Negative 

1/53 

1/32 

2/85 

Spleen 

Clinically 

Positive 

2/6 

6/10 

8/16 

Clinically 

Negative 

11/51 

9/33 

20/84 

Abdominal 

Nodes 

Positive 

Lymphangiograrn 

8/11 

10/12 

18/23 

Negative 

Lymphangiograrn 

5/33 

2/24 

7/57 

Equivocal 

Lymphangiograrn 

3/13 

1/7 

4/20 

* No.  with  histologic  evidence  of  Hodgkin’s  Disease  of  number  examined. 


lymphangiograrn  demonstrates  disease, 
microscopic  nodal  involvement  is  not 
detectable,  splenic  and  hepatic  in- 
volvement is  not  determined,  and  the 
extent  of  abdominal  disease  may  be 
considerably  more  extensive  than  in- 
dicated. 

Because  of  these  limitations,  the 
third  and  perhaps  most  significant 
factor,  staging  laparotomy,  was  in- 
troduced by  Kaplan  and  his  associates 
at  Stanford. Surgery  had  now  again 
achieved  an  important  place  in  the 
total  management  of  Hodgkin’s  disease 
and  was  also  to  add  significantly  to 
knowledge  of  the  natural  history  of  the 
disease. 

To  be  of  greatest  value,  laparotomy 
should  include  several  features; 

, 1)  Splenectomy — This  must  be  per- 

formed whether  or  not  the  spleen  ap- 
pears clinically  involved.  There  is  con- 
siderable documentation  to  indicate 
the  high  percentage  of  unsuspected 
disease  within  the  spleen.  The  portion 
of  the  splenic  pedicle  removed  should 
be  as  long  as  possible  and  should 
include  adjacent  lymph  nodes.  Silver 
clips  should  mark  the  site  of  ligation  of 
the  pedicle.  Present  data  indicates  that 
splenectomized  patients  tolerate  radia- 
tion therapy  and  chemotherapy  better 
;at  least  in  the  short  term)  and  have  no 
increase  in  susceptability  to  infection 
or  recurrence  of  disease.  (See  Table  I) 


2)  Liver  biopsy — Wedge  biopsy 
should  be  obtained  from  any  suspi- 
cious area  or,  if  the  liver  appears 
grossly  normal,  from  the  midportion 
of  the  right  lobe.  Multiple  needle 
biopsies  should  also  be  obtained.  (See 
Table  II) 

3)  Lymph  node  biopsy — Any  suspi- 
cious nodes  should  be  biopsied  with 
silver  clips  placed  to  mark  the  extent 
of  disease.  In  addition,  biopsies  should 
routinely  be  obtained  from  nodes  in 
both  iliac  regions,  right  and  left  para- 
vertebral (level  of  L2-L3),  the  celiac 
plexus,  root  of  the  mesentery,  and 
porta  hepatus.  These  biopsies  must  be 
obtained  even  in  the  presence  of  pal- 
pably and  visually  uninvolved  nodes. 
(See  Table  III) 

4)  Lumbar  bone  marrow  biopsy — 
These  results  may  yield  a higher  pro- 
ductivity than  percutaneous  sternal  or 
iliac  biopsies. 

5)  Transposition  of  the  ovaries — In 
females  of  childbearing  age  this  is  an 
issue  of  clinical,  genetic,  emotional, 
and  moral  significance  beyond  the 
scope  of  this  paper. 

The  principal  benefit  of  staging 
laparotomy  has  been  the  detection  of  a 
significant  amount  of  clinically  silent 
splenic  disease.  In  no  instance  have 
positive  liver  biopsies  been  obtained 
without  documented  splenic  involve- 
ment. (See  Table  IV) 

The  information  obtained  from 
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Figure  I 

Clinical  Staging  in 

Hodgkin’s  Disease 

Proposed  Stanford 

Classification,  1970 

STAGE  I — Involvement  of  a 
single  lymph  node  region  (I)  or  of 
a single  extralymphatic  organ  or 
site(l-g) 

STAGE  II — Involvement  of  two  or 
more  lymph  node  regions  on  the 
same  side  of  the  diaphragm  (II) 
or  solitary  involvement  of  an 
extralymphatic  organ  or  site  and 
of  one  or  more  lymph  node 
regions  on  the  same  side  of  the 
diaphragm  (11-^) 

STAGE  III — Involvement  of  lymph 
node  regions  on  both  sides  of  the 
diaphragm  (III),  which  may  also 
be  accompanied  by  involvement 
of  the  spleen  (lll-g)  or  by  solitary 
involvement  of  an  extralymphatic 
organ  or  site  (lll-^)  or  both  (Hl-gg) 

STAGE  IV — Multiple  or  dissemi- 
nated foci  of  involvement  of  one 
or  more  extralymphatic  organs 
or  tissues,  with  or  without  as- 
sociated lymph  node  involvement 

In  Hodgkin’s  disease  denote  also 
the  absence  (A)  or  presence  (B) 
of  systemic  symptoms 

COMMENT — ^This  proposed  clas- 
sification attempts  to  combine 
the  best  features  of  the  Rye  clas- 
sification and  those  of  Peters  et 
al,  1968,  and  Musshoff  and 
Boutis,  1969.  It  is  intended  for 
use  not  only  in  Hodgkin’s 
disease  but  also  in  the  non- 
Hodgkin’s  group  of  lymphomas 


51 


Figure  II 

Clinical  Staging  of  Hodgkin’s 
Disease  (Approved  at  the 
National  Symposium  on 
Hodgkin’s  Disease,  Ann  Arbor, 
Michigan,  April  1971) 

Clinical  Staging  (CS) — Stages  I, 
II,  III,  IV,  AorB 
History  and  Physical 
Examination 

Routine  X-ray  and  Laboratory 
Procedures 
Original  Biopsy 

Pathologic  Staging  (PS) — -Stages 
I,  II,  III,  IV,  A or  B 
Additional  Biopsies— Bone 
Marrow,  Thoracotomy, 
Laparotomy 


Subscripts 

Positive 

Negative 

Spleen 

(S  + ) 

(S~) 

Liver 

(H+) 

(H”) 

Nodes 

(N+) 

(N-) 

Marrow 

(M+) 

(M-) 

Lung 

(L+) 

(L~) 

Pleura 

(P  + ) 

(P“) 

Bone 

(0  + ) 

(0-) 

Skin 

(D  + ) 

(D-) 

staging  laparotomies  to  date  has  led  to 
multiple  conclusions  relative  to  the  im- 
portance of  location  of  disease  and  his- 
topathology  in  the  prognosis  of 
Hodgkin’s  disease.  It  has  also  enabled 
radiation  therapists  and  chemother- 
apists  to  more  intelligently  plan  a total 
treatment  program  so  that  the  five 


Dr.  Brady  is  professor  and 
chairman  of  the  department  of  radi- 
ation therapy  and  nuclear  medicine 
at  Hahnemann  Medical  College  and 
Hospital.  Dr.  Wallner  is  a fellow  in 
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year  survival  in  all  clinical  stages  has 
been  significantly  improved. 

Staging  Systems 

A new  staging  system  based  on 
laparotomy  findings  has  recently  been 
approved.  This  will  allow  for  greater 
standardization  and  comparison  of 
data  than  had  been  possible  with  the 
previously  utilized  Peters,  Rye,  or 
Stanford  systems.  (See  Figures  I and 
II) 

Clinical  staging  (CS)  is  based  on  the 
history,  physical  examination,  routine 
x-ray  , and  laboratory  studies  and  the 
original  biopsy. 

Pathologic  staging  (PS)  is  based  on 
results  of  additional  examinations  of 
biopsy  material,  including  thoraco- 
tomy, laparotomy  or  bone  marrow 
biopsy. 

For  example:  1)  Palpable  supracla- 
vicular disease,  mediastinal  mass  on 
chest  x-ray,  no  other  symptoms  or 
physical  findings,  positive  supraclavi- 
cular biopsy — CS  IIA.  No  additional 
evaluation — PS  IIA.  2)  Same  pa- 
tient— CS  IIA.  Laparotomy  is  per- 
formed and  demonstrates  negative 
bone  marrow  (M),  negative  para-ver- 
tebral  nodes  (N),  negative  liver  (H), 
but  positive  splenic  (S)  involve- 
ment—PS  I IIA 

(S-h),  (H-),  (N-),(M-). 

Randomized  studies  are  now  being 
introduced  in  an  attempt  to  provide 
greater  selectivity  of  patients  for 
laparotomy  and  to  enable  limitation  of 
radiation  therapy  fields  to  the  safest 


the  same  department.  Dr.  Mat- 
sumoto  is  associate  professor  of  sur- 
gery and  director  of  the  division  of 
surgical  research  at  Hahnemann. 
The  study  was  made  possible 


minimum  volumes.  Until  such  time  as 
these  studies  are  concluded,  staging 
laparotofny  will  represent  an  invalu- 
able aid  in  the  evaluation  of  early 
Hodgkin’s  disease  (Stage  1 & II).  □ 
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Public  Relations  and  Industrial  Eye  Injuries 


ERNEST  H.  DENGLER,  M.D. 
Pottstown 


ONE  OF  the  best  methods  for 
improving  relations  between  em- 
ployee and  employer  is  by  offering  the 
former  the  best  possible  eye  care  avail- 
able. The  care  provided  in  many 
dispensaries  is  superb,  but  in  many 
places  the  quality  of  eye  care  is  less 
than  mediocre,  and  the  need  for  im- 
provement is  overdue. 

Today,  with  public  relations  playing 
such  a vital  part  in  doctor-patient  rela- 
tions, it  is  necessary  that  the  injured 
eye  patient  in  an  industrial  organiza- 
tion be  given  top  treatment  priority 
from  the  plant  medical  doctor. 

But  how  often  does  the  plant  doctor 


see  these  eye  cases  when  they  present 
themselves?  In  most  well  organized  in- 
dustrial firms  it  is  safe  to  say  that  most 
of  the  medical  doctors  see  most  of  the 
eye  injuries.  Occasionally,  in  the  best 
of  these  firms  the  doctor  cannot  be  ex- 
pected to  be  present  every  minute  of 
the  day  and  an  occasional  eye  case 
slips  by  his  care.  However,  if  he  is  con- 
scientious, he  will  inquire  about  the 
case  and  follow  it  through.  Usually  in 
these  cases  the  nurse  on  duty  saw  the 
case  first,  gave  the  patient  the  care 
needed,  and  no  further  examination 
was  necessary. 

What  constitutes  “care  needed” 
covers  a great  deal  of  territory,  and 


sometimes  a well-meaning  nurse  has  a 
case  backfire  and  the  patient  finally 
ends  up  in  an  ophthalmologist’s  office. 
Most  registered  nurses  in  our  modern 
plants  are  doing  a commendable  job 
and  deserve  all  the  praise  that  can  be 
given  them.  Unfortunately,  there  are 
many  “first  aid  men”  in  good  plants, 
too,  who  have  never  had  the  eye 
training  that  the  average  nurse  has  and 
yet  seem  to  “take  on”  any  type  of  eye 
injury  hoping  that  they  can  keep  the 
accident  rate  down  and  perform  a 
service  to  their  company.  This  type  of 
practitioner  is  to  be  condemned,  and 
his  supervising  doctor  should  show 
him  his  limitations  and  teach  him  what 
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to  do  and  what  not  to  do.  This  is  not 
the  case  with  all  first  aid  men,  but  it  is 
a situation  that  does  exist  to  a large  ex- 
tent and  is  very  seldom  found  among 
registered  nurses. 

One  of  the  many  complaints  offered 
against  first  aid  men  by  employees  is 
that  when  a foreign  body  gets  in  the 
eye,  the  first  aid  man  feels  it  did  not 
occur  at  work.  This  is  especially  true  if 
the  employee  did  not  make  a report  to 
the  dispensary  before  he  went  home 
from  work.  Most  physicians  know  that 
sometimes  a foreign  body  will  not 
produce  symptoms  until  the  patient  is 
home  a few  hours.  Often  the  next 
morning,  after  a horrendous  night  of 
pain,  the  patient  is  reprimanded  by  the 
first  aid  man  for  not  making  a report 
and,  in  addition,  is  accused  of  possibly 
getting  the  object  in  his  eye  in  his  work 
shop  in  the  basement  of  his  home  (sic). 
It  is  the  writer’s  opinion  that  this  is  not 
within  the  jurisdiction  of  the  first  aid 
man,  and  it  should  be  up  to  the 
physician  (plant  or  ophthalmologist)  to 
decide  what  is  compensatory  and  what 
is  not  compensatory. 

Practically  all  registered  nurses  and 
many  qualified  first  aid  men  recognize 
an  “eye  case”  when  it  requires  profes- 
sional care.  The  patient  should  imme- 
diately be  seen  by  the  plant  doctor 
who,  today,  has  much  more  eye 
training  than  his  counter-part  of  years 
ago.  Some  of  these  doctors,  neverthe- 
less, know  their  limitations  because  of 
not  having  had  any  advanced  eye 
training  and  immediately  refer  the  case 
to  some  ophthalmologist.  This  course 
of  action  cements  better  relations  with 
the  patient  who  wanted  to  see  an  eye 
doctor  in  the  first  place.  Unfortu- 
nately, sometimes  the  plant  doctor 
allows  one  of  his  associates  (nurse  or 
first  aid  man)  to  “attempt”  to  remove  a 
foreign  object  from  the  eye  hoping  to 
help  the  patient,  keep  him  on  the  job, 
and  also  cut  down  the  time  lost  from 
work. 

These  attempts  should  be  kept  to  a 
minimum  because  any  great  manipula- 
tion of  the  eye  ball  makes  the 
ophthalmologist’s  job  so  much  more 
difficult  should  he  happen  to  see  the 
patient  later.  Also  any  such  attempt 
should  be  ma  'e  by  the  doctor  in 
charge  when  at  all  possible.  How  can 
we  expect  to  make  good  public  rela- 
tions when  the  plant  eye  patient  never 
gets  to  see  the  doctor?  The  plant 


doctor  should  not  permit  his  aide  to 
see  such  patients  simply  because  he 
himself  does  not  feel  qualified.  The 
doctor  has  better  eye  training  than  he 
realizes. 

Another  unfortunate  situation  exists 
when  the  first  aid  man  refers  the  eye 
case  to  a local  nonmedical  eye  practi- 
tioner. This  is  usually  done  through 
friendship,  service  club  affiliations, 
etc.,  and  many  times  the  aide  does  not 
know  the  difference  between  an 
ophthalmologist  and  a nonmedical 
practitioner.  The  plant  doctor  should 
have  an  understanding  with  his  aides 
and  indoctrinate  them  in  the  science  of 
ophthalmology. 

Warnings 

The  registered  nurse  or  qualified 
first  aid  man  should  do  everything  pos- 
sible to  make  an  injured  eye  patient 
comfortable,  but  should  not  touch  the 
eye  ball  with  any  instrument  or  cotton 
wound  applicator.  These  objects  make 
a mark  on  the  globe  which  will  stain 
with  fluorescein  solution  and  throw 
the  ophthalmologist  off  his  course  in 
trying  to  make  a diagnosis.  So  the  best 
advice  to  any  of  these  associates  is 
“don’t  touch  the  eye  ball  with  any- 
thing”— unless  it  is  certain  the  eye 
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Association  of  Ophthalmologists. 


problem  is  very  superficial.  Even  these 
cases  can  develop  a cornea!  ulcer  that 
is  very  intractable  to  treatment. 

Finally,  a word  concerning  the  oc- 
casional patient  who  drops  into  the 
first  aid  room  for  some  drops  for  a 
“red  eye.”  This  type  of  treatment  is 
frowned  upon,  not  because  it  is  money 
out  of  the  pocket  of  a local  doctor,  but 
because  of  its  implications.  This  red 
eye  may  be  due  to  a minute  foreign 
body — one  so  small  that  only  a slit 
lamp  will  detect  it.  Or  it  may  be  due  to 
the  dreaded  disease,  glaucoma.  The 
plant  doctor  should  learn  how  to  use  a 
tonometer  so  as  to  determine  the  in- 
traocular pressure  of  his  red  eye  pa- 
tient. If  this  is  normal  his  case  may  be 
uveitis,  a very  small  foreign  body,  or 
an  acute  conjunctivitis.  In  any  event, 
the  patient  should  immediately  be  sent 
to  an  ophthalmologist  or  his  own 
physician,  and  it  can  be  certain  that 
the  patient  will  feel  that  he  is  working 
for  an  organization  that  is  really  “look- 
ing out”  for  their  employees. 

Conclusions 

1.  Most  industrial  firms  hire  compe- 
tent, conscientious  plant  doctors;  a 
small  minority  do  not. 

2.  Most  registered  nurses  know  their 
limitations  as  far  as  eye  injuries  are 
concerned  better  than  nonregistered 
aides. 

3.  Because  of  the  high  specialty  in- 
volved, the  plant  physician  should  try 
to  see  the  eye  patient  first. 

4.  All  nurses  and  first  aid  men 
should  be  shown  their  limitations  as 
far  as  eye  problems  are  concerned. 
Some  first  aid  men  are  practicing  med- 
icine without  a license. 

5.  Nonmedical  practitioners  should 
have  no  place  in  a well-organized  in- 
dustrial practice. 

6.  Plant  doctors  should  indoc- 
trinate their  aides  concerning  the  dif- 
ference between  an  ophthalmologist 
and  a nonmedical  practitioner.  The 
American  Association  of  Ophthalmo- 
logy and  local  and  state  eye  societies 
are  trying  to  stress  this  difference. 

7.  Nontraumatic  eye  cases  (noncom- 

pensatory) should  never  be  treated  in 
any  dispensary.  1 

8.  Nontraumatic  eye  problems  (red  ’ 
eyes)  should  not  be  treated  unless  j 
thoroughly  studied  with  a slit  lamp 
and  other  specialized  eye  equipment.  □ 
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The  Use  of  Explosive  Anesthetic  Agents 

R.  BRIAN  SMITH,  M.B.,  B.S. 

Pittsburgh 

Abstract 

The  extent  of  the  use  of  the  explosive  anesthetic  agents,  cyclopropane 
and  ether,  is  unknown  in  Pennsylvania.  Administrators  and  anesthesiologists 
involved  in  hospital  planning  should  know  the  extent  of  the  use  of  these 
agents.  For  the  practicing  anesthesiologist  still  using  explosive  agents,  it  is 
important  to  know  how  they  compare  with  general  community  use  because 
the  standard  of  practice  of  medicine  is  generally  based  on  this  comparison. 
For  these  reasons,  the  author  made  a survey  of  the  use  of  explosive  anes- 
thetic agents  in  the  State  of  Pennsylvania.  The  results  of  this  survey  are 
reported  in  this  paper. 


A QUESTIONNAIRE  (Figure  1),  a 
stamped,  self-addressed  postcard 
was  sent  in  November  1971,  to  the 
administrators  of  ail  Pennsylvania  hos- 
pitals with  operating  rooms  listed  in 
the  1965  edition  of  the  Journal  of  the 
American  Hospital  Association.  A 
recent  volume  of  this  journal  was  not 
used  because  those  with  operating 
rooms  were  not  coded. 

In  January  1972,  the  same  ques- 
tionnaire was  sent  to  the  chief  of  anes- 
thesia at  the  1 29  hospitals  that  had  not 
returned  the  originals  sent  to  the  hos- 
pital administrators. 

The  survey  was  restricted  to  inqui- 
ries into  the  use  of  ether  and 
cyclopropane  for  ear,  nose,  and  throat 
surgery  (EENT),  pediatric  surgery, 
other  general  surgery,  and  obstetrics. 
Other  explosive  agents  such  as  ethyl- 
ene and  ethyl  chloride  were  not 
included  because  it  was  considered 


that  a simple  form  would  produce  a 
larger  number  of  replies. 

Results 

Out  of  the  initial  276  questionnaires 
sent  to  hospital  administrators,  147 
were  returned  completed.  There  were 
129  questionnaires  sent  to  the  chief  of 
anesthesia,  and  92  were  returned 
completed.  This  is  an  87  percent  re- 
turn. The  distribution  of  usage  of  ether 
and  cyclopropane  in  obstetrics  is 
shown  in  Table  I,  and  a summary  of 
the  use  of  these  agents  is  shown  in 
Table  2. 

Comments 

The  frequency  of  the  use  of  these 
agents  was  not  obtained  because  many 
hospitals  do  not  have  these  statistics 
available.  It  is  realized  that  in  some 
hospitals,  explosive  agents  are  used 


TABLE i 

Number  of  Hospitals  Using 
Explosive  Agents 
for  Obstetrics 


Obstetrics 


Pennsylvania 

Ether 

"“30/223 

13% 

Cyclopropane 

65/223 

29% 

Allegheny 

Ether 

4/24 

17% 

County 

Cyclopropane 

38% 

Philadelphia 

Ether 

6/34 

18% 

County 

Cyclopropane 

15/34 

44% 
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TABLE  II 


Number  of  Hospitals  Using  Explosive  Agents 


Completed  Use  Use 

Questionnaire  Cyclopropane  Ether 


Pennsylvania 

239/276  87% 

39/239  16% 

31/239 

13% 

Allegheny  County 

29/30 

97% 

5/29 

17% 

5/29 

17% 

Philadelphia  County 

38/50 

76% 

16% 

3/38 

8% 

Use  Ether  and 

Use  Ether  and/or 

Use 

Cyclopropane 

Cyclopropane 

Neither 

Pennsylvania 

68/239  28% 

134/239  56% 

101/239 

43% 

Allegheny  County 

11/29 

38% 

21/29 

72% 

8/29 

28% 

Philadelphia  County 

17/38 

44% 

26/38 

68% 

12/38 

32% 

Figure  1 
Questionnaire 


Please  check  (x)  in  the  appropriate  block  if  you  use  any  of  the  following  and 
return: 

Ether  Cyclopropane 


EENT 

Obstetric 

Pediatric 

Other  Adult 

Surgery 

If  answer  is  none,  check  (x)  here|  | 


only  occasionally;  but  it  must  be 
emphasized  that  this  necessitates  the 
expense  of  maintaining  safety  precau- 
tions in  construction  of  operating 
rooms. 

The  results  indicate  - ether  and/or 
cyclopropane  are  used  in  a large 
number  of  hospitals  in  Pennsylvania 
(56  percent  of  hospitals  use  ether 
and/or  cyclopropane).  More  hospitals 
use  an  explosive  in  the  large  metropol- 
itan areas  of  Philadelphia  County  and 


Allegheny  County  than  in  Pennsyl- 
vania as  a whole. 

In  spite  of  the  introduction  of  the 
new  non-explosive  anesthetics  (ha- 
lothane  and  methoxyflurane),  the  “old 
fashioned”  agents  (ether  and  cyclopro- 
pane) still  maintain  some  popularity 


which  may  justify  the  maintenance  ol 
explosive-proof  operating  room. 

Summary 

A survey  of  276  Pennsylvania  hos- 
pitals was  made  for  the  use  of  the 
explosive  anesthetic  agents,  ether  and 
cyclopropane.  There  were  87  percent 
of  the  questionnaires  returned  and  56 
percent  of  the  hospitals  indicated  they 
use  ether  and/or  cyclopropane.  C 


Dr.  Smith  is  associate  professor  of 
clinical  anesthesiology  at  the  Uni- 
versity of  Pittsburgh  and  director  of 
the  department  of  anesthesiology  at 
the  Pittsburgh  Eye  and  Ear  Hospi- 
tal. He  is  certified  by  the  American 
Board  of  Anesthesiology  and  is  a 
fellow  of  the  American  Society  of 
Anesthesiologists.  The  author  grate- 
fully acknowledges  the  secretarial 
assistance  of  Miss  Lois  T.  Sprague. 
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Some  Medico-Legal  Aspects 
of  Heart  Disease 
Part  II 


William  G.  Leaman,  Jr.,  M.D.,  fellow, 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association,  ques- 
tions Lawrence  A.  Goldbei^,  J.D., 
jnember  of  the  American  and  Pennsyl- 
vania Bar  Associations,  West  Chester. 
Research  assistance  was  provided  by 
George  R.  Partridge,  Jr. 

While  we  were  reviewing  the  legal 
problems  associated  with  heart  disease 
vis-a-vis  negligence  actions  in  the  Oc- 
tober 1972  Cardiovascular  Brief,  you 
indicated  that  there  might  be  some  in- 
'teresting  medico-legal  implications  as 
to  private  insurance  coverage  for  a pa- 
tient suffering  from  heart  disease  or  a 
I heart  condition.  Perhaps  we  might 
pursue  those  issues  in  this  discussion. 

Individuals  in  our  country  may  have 
jcoverage  through  various  insurance 
policies  which  can  be  of  economic  as- 
sistance to  them  during  periods  of 
illness.  For  example,  there  are  accident 
land  health  policies,  disability  income 
'policies,  group  health  and  accident 
ipolicies,  and  life  insurance  policies 
having  disability  features.  Each  policy 
will  have  its  coverages  and  conditions 
[couched  in  unique  language.  However, 
they  all  will  provide  for  either  lump 
sum  or  periodic  payments  to  the  in- 
jsured. 

Cannot  our  private  patient  merely  read 
his  policy  to  determine  whether  or  not 
coverage  exists? 

I am  afraid  not.  In  fact,  I have  seen 
situations  in  which  two  attorneys,  well 
versed  in  insurance  matters,  have  read 
the  same  policy  but  have  arrived  at  op- 
posite conclusions  regarding  the  exis- 


tence of  coverage.  In  all  circumstances 
where  the  policy  language  unequivo- 
cally covers  the  question  involved,  the 
policy  will  be  controlling.  However, 
where  the  language  is  ambiguous,  or 
where  a reasonable  double  meaning 
can  be  argued,  the  written  language  is 
not  very  helpful.  Frequently,  policies 
will  attempt  to  define  terms  such  as 
“total  disability”  by  using  the  words, 
“totally  disabled”,  thereby  only  cir- 
cumventing the  original  problem.  In- 
cidentally, the  Pennsylvania  courts 
have,  in  my  opinion,  liberally 
construed  the  meaning  of  total  disabil- 
ity. Such  liberal  construction  allows 
coverage  under  circumstances  where 
the  insured  was  able  to  attend  to  cer- 
tain of  his  duties  on  a part-time  basis. 
It  has  been  held  that  an  insurance 
company  cannot  conjure  up  some 
imaginary  occupation  for  its  insured 
upon  the  fantasy  of  its  own  creation  to 
avoid  the  finding  of  total  disability. 
More  often  than  is  realized,  total  dis- 
ability can  be  established  in  spite  of 
the  patient’s  ability  to  attend  to  certain 
aspects  of  his  job  or  business. 

If  I feel  that  a patient  would  benefit 
medically  by  being  employed,  will  this 
not  terminate  his  coverage  for  total 
disability  payments? 

Where  the  physician  can  express  the 
opinion  that  the  patient  will  not  recov- 
er from  his  illness,  there  will  be  a suf- 
ficient basis  for  a finding  of  total  dis- 
ability. Thus,  total  disability  will  not 
be  affected  where,  for  a period  of  a 
couple  of  months,  work  was  per- 
formed, pursuant  to  the  physician’s 
suggestions,  for  therapeutic  purposes. 

Can  it  be  important  for  the  physician 


to  determine  the  point  in  time  the  dis- 
ability became  total  and/or  permanent? 

Disability  at  a given  point  in  time  is 
an  element  that  must  be  determined  in 
virtually  every  case  dealing  with  dis- 
ability, but  in  some  instances  it  can  be 
the  most  important  element.  It  is  not 
unusual,  for  example,  for  an  insured  to 
permit  his  insurance  coverage  to  lapse 
at  some  point  during  a lengthy  period 
of  illness.  Aside  from  the  ordinary 
legal  issues  associated  with  lapsed 
policies  in  general,  it  then  becomes  es- 
sential to  determine  the  degree  of  dis- 
ability existing  at  the  time  of  the  lapse. 
Even  where  a sympathetic  jury  might 
come  forward  with  a verdict  in  favor 
of  the  insured,  if  the  counsel  for  the  in- 
sured is  only  prepared  to  provide  med- 
ical testimony  as  to  the  inception  of  a 
cardiac  neurosis  prior  to  the  lapsing  of 
the  policy,  but  is  unable  to  provide  the 
legal  required  degree  of  disability  prior 
to  the  lapse,  the  jury  verdict  may  be  set 
aside  and  the  judgment  entered  for  the 
insurance  carrier  instead. 

I do  not  suppose  one  can  ever  avoid 
completely  the  human  dramas  as- 
sociated with  lapsing  of  insurance, 
unless  perhaps  the  insurance  is  of  the 
legislated  variety. 

As  a matter  of  fact,  some  very  simi- 
lar problems  arise  in  that  area  as  well, 
and  we  will  highlight  that  when  we 
talk  about  Workmen’s  Compensation 
in  Part  111  of  this  Brief. 

This  Brief  has  been  edited  by  William 
G.  Leaman,  Jr.,  M.D.  for  the  Council 
on  Education  and  Science  in  coopera- 
tion with  the  Pennsylvania  Heart  As- 
sociation. 


NOVEMBER  1972 
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Recent  Advances  in  Human  Tumor  Immunology 


Part  I 


Immunity  serves  as  the  principal 
defense  against  foreign  pathogens. 
Despite  the  endogenous  cellular  origin 
of  neoplasia,  most  cancer  cells  are 
recognized  as  “foreign”  by  the  immune 
system  of  the  host.  The  inexorable 
course  of  human  cancer  is  testimony  to 
the  ultimate  failure  of  this  immune 
response.  Recent  advances  in  the 
clinical  application  of  findings  from 
animal  studies  have  suggested  that  stim- 
ulation of  the  patient’s  immune 
response  via  immunotherapy  may  be  a 
useful  addition  to  the  oncologist's  ar- 
mamentarium. 

The  study  of  tumor  immunity  in 
animals  has  led  to  an  understanding  of 
the  nature  of  antigens  which  contribute 
to  the  “foreignness”  of  cancer.  From 
the  variety  of  such  tumor  associated 
antigens,  special  interest  has  centered 
on  the  tumor  specific  transplantation 
antigens  TSTA),  i.e.,  those  which  in- 
duce an  immunity  tending  to  inhibit 
tumor  growth  or  cause  tumor  regres- 
sions. All  tumors  induced  by  a given 
oncogenic  virus  share  TSTA  specifi- 
cities, but  the  antigens  are  distinctive 
for  each  virus.  In  contrast,  each  tumor 
of  non-viral  etiology  (chemical,  physi- 
cal or  “spontaneous”)  is  antigenically 
unique.  Tumor  associated  antigens  may 
represent  products  of  information 
usually  repressed  in  the  adult  genome, 
exposure  of  substances  not  normally  ac- 
cessible to  the  immune  system,  or  true 
neo-antigens  which  result  from  somatic 
mutations  at  the  time  of  neoplastic 
transformation. 

The  immune  response  engendered  by 
TSTA  is  in  many  respects  similar  to  the 


JOHN  W.  KREIDER,  M.D. 
GERALD  L.  BARTLETT,  M.D.,  Ph.D. 

Department  of  Pathology 
College  of  Medicine 

The  Pennsylvania  State  University 
Hershey 

immunity  which  destroys  grafts  of 
normal  tissues  between  unrelated  indi- 
viduals. A major  difference  is  the  com- 
paratively feeble  response  to  most 
tumor  antigens.  Tumor  destruction  is 
effected  by  the  action  of  small 
lymphocytes  of  the  thymus-dependent 
variety  ("T  cells”).  These  cells  are  di- 
rectly toxic  to  target  tumor  cells. 
Thymus-independent  lymphoid  cells 
("B  cells”)  may  secrete  antibody  to 
tumor  antigens.  Such  antibodies  rarely 
damage  the  target  tumor  cells,  and  may 
actually  serve  to  protect  the  tumor  cells 
from  the  "T”  lymphocyte-mediated 
toxicity;  this  protective  phenomenon  is 
termed  immunological  enhancement. 
Beside  the  specific  components  of  the 
immune  system  (cytotoxic  lymphocytes 
and  tumor  specific  antibodies),  there 
are  a variety  of  accessory  effectors, 
including  histiocytes,  macrophages  and 
soluble,  non-antibody  products  of 
lymphoid  cells.  These  components 
require  an  antigen-specific  interaction 
for  their  activation,  but  once  activated, 
they  are  non-specifically  effective;  i.e., 
they  may  attack  cells  which  do  not 
possess  the  activating  antigen. 

Evidence  is  now  conclusive  that 
many  human  cancers  possess  TSTA’s 
that  elicit  an  immunological  response 
in  the  patient.  Immunological  re- 
sponses to  cancer  in  man  have  been 
demonstrated  in  melanomas,  sarcomas, 
neuroblastomas,  Hodgkin’s  disease, 
lymphomas,  leukemias,  gastrointestinal 
cancers,  urinary  bladder  tumors, 
glioblastomas,  mammary  carcinomas, 
and  nasopharyngeal  carcinomas.  The 
patient’s  immunological  response  is 


rarely  effective  in  totally  inhibitin, 
tumor  growth,  although  some  instance 
of  spontaneous  complete  regression 
may  occur  on  this  basis.  The  methodi 
which  have  been  used  to  demonstrat 
immune  reactivity  include:  1)  the  de 
tection  of  tumor  specific  antibody  b; 
immunofluorescent,  gel  diffusion,  cyto 
toxic  or  complement  fixation  methods, 
2)  the  detection  of  sensitized  lympho' 
cytes  in  vitro  by  virtue  of  their  ability  t( 
respond  to  tumor  antigen  exposure  witl 
DNA  synthesis,  with  release  o 
humoral  mediators,  or  with  tumor  cel 
killing;  and  3)  the  detection  of  in  vivo 
delayed  hypersenstitivity  to  injectec 
tumor  extracts.  In  some  cases  tumor  an. 
tigens  demonstrated  in  different  pa 
tients  do  not  cross-react;  however  in  tht 
case  of  melanomas,  sarcomas,  gastroin 
testinal  carcinomas,  neuroblastomas' 
Hodgkin’s  disease  and  nasopharyngea; 
carcinomas  the  antigens  do  cross-reaci 
within  each  tumor  type.  The  commor 
antigenicity  of  certain  types  of  humar 
cancer  may  indicate  derepression  ol 
portions  of  the  normal  genome  or  pos- 
sibly a viral  etiology. 

Some  tumor  associated  antigensf 
especially  the  carcino-embryonic  an- 
tigen of  intestinal  cancers  and  the  alpha 
fetoprotein  of  hepatomas  are  present  in 
the  peripheral  blood  and  may  be  useful 
in  diagnosis  or  in  determing  prognosis 
following  therapy.  Likewise,  the  pres- 
ence of  circulating  tumor-specific  an- 
tibody may  reflect  the  state  of 
tumor-host  interaction. 

(Continued  in  December) 


CANCER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
Divisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
Forum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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lours  of  attendance  at  any  of  the  courses  includea  m this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA’s 
’hysician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
ayre;  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
lahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
ays  total;  no  tee.  Contact  Paul  C.  Royce,  M.D., 
'h.D.,  Dir,  of  Med.  Educ.  Robert  Packer  Hosp., 
payre  18840. 


I DERMATOLOGY 

liayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
llahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
’h.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
layre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
tosp,;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
veek;  16  days  total;  no  fee.  Contact  Paul  C. 
toyce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
’acker  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
i AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
)y  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
nos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
pir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
8840. 


FAMILY  MEDICINE 

’ittsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
■amily  Health  Center  Conf.  Rm.,  St.  Margaret 
4em.  Hosp,;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W. 
lishart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
l65-46th  St.,  Pittsburgh  15201. 


’ittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 

bourse;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
) day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


GENERAL  MEDICINE 

Mtoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
lion  by  Jefferson  and  Penn  State;  2 hrs,  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
!:redit  approved;  fee  = $50  ($5  per  seminar).  Con- 
act  Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Seaver  County;  September  20,  1972  - May  16, 
1973, 

I AMA — Continuing  Education  for  Physicians;  at 
jSither  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
'^itt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 
iiredit  requested;  fee  = $50  for  all,  $10  ea,  Con- 
j:act  Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co. 
[Vied.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
(Beaver  Falls  15010. 


Berwick;  September  20,  1972  - May  16,  1973 
; Columbia  County  Medical  Society's  continuing 
■(Medical  Education  Program;  by  Greater  Delaware 
.Valley  RMP;  at  Briar  Heights  Lodge;  Third  Wed. 
,ea.  Mo  except  Dec.;  7-10  P.M.;  Fee  = $40. 
.AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
'Ph.D.,  Coord.  Med.  Educ.  G.D.V.R.M.P.,  VA  Hosp., 
1111  East  End  Blvd.  Wilkes-Barre  18703. 


CODE  KEY 

S — Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  for  AMA  Physician's  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M.S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt — University  of  Pittsburgh  School  of  Medi- 
cine 

Penp  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke's  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo,  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Killough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  Septemoer  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education — 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 
Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Crozer  - Chester  Medical  Center;  2 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ,,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


DuBois;  January  - December,  1972. 

Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr.,  M.D.,  633  Maple  Ave., 
DuBois  15801. 


Easton;  September  20,  1972  - June  20,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  iy2  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21,  1972  - May  25,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp,  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Killough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Hazleton  State  Gen.  Hosp.;  September  21,  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education;  by  U.  of 


Pa.  School  of  Grad.  Med.,  Hazleton  Branch  of 
Luzerne  Co.  Med.  Soc.,  St.  Joseph  Hosp.  and 
Hazleton  State  Gen,  Hosp.;  ea  Thurs.,  36  weeks; 
54  hrs.  AAFP  credit  requested.  Contact  Robert 
Gunderson,  M.D.,  DME,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Johnstown;  September  26,  1,972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs, 
AAFP  credit  approved.  Contact  John  H.  Killough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107, 


Lancaster  General  Hospital;  September  12,  larz  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.  Dir.  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St., 
Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10,  1973 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs,  per  day;  1 day  ea.  mo.;  8 mos.;  16  hrs. 
AAFP  credit  requested;  no  fee.  Contact  John  R, 
Mazero,  M.D.,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe, Pa.  15670. 


Lebanon,  November  7,  1972  - May  1,  1973 
AMA — A continuing  Medical  Education  Pro- 
gram; at  Quentin  Riding  Academy;  by  Jefferson, 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Lehighton;  September  18,  1972  - May  21,  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital;  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  Mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A, 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


New  Kensington;  March  28  - December  5,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Citizens  Gen.  Hosp.,  1 hr.  per  day;  1 day 
ea.  mo.  (except  July  and  Aug);  8 hrs.  AAFP  credit 
requested.  Contact  Herman  Kleiger,  M.D.,  Co- 
Chrm.  Educ.  Cmte.,  Citizens  Gen.  Hosp.,  New 
Kensington  15068. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day;  1 day  per  week;  40 
weeks;  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D.,  Med.  Dir.,  Frankford  Hosp., 
Frankford  Ave,  & Wakeling  St.,  Philadelphia 
19124. 


Philadelphia;  October  18  - December  6,  1972 
Recent  Advances  in  Medicine;  at  Temple;  5 hrs. 
per  day;  1 day  per  week;  8 weeks;  36  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $80.  Contact  Al- 
bert J.  FInestone,  M.D.,  Dir.  Cont.  Educ.,  Temple, 
Broad  & Ontario  Sts.,  Philadelphia  19140. 


Pittsburgh;  July  20,  1972  - June  14,  1973 

Post  Graduate  Medical  Education  Lectures;  at 
St.  Margaret  Memorial  Hosp.;  30  weeks;  1 hr.  per 
day;  1 day  per  week — first,  second  and  third 
Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
Contact  Paul  W.  Dishart,  M.D.,  D.M.E.,  St.  Mar- 
garet Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201, 


Pittsburgh,  September  6,  1972  - May  10,  1973. 

AMA — Seminars  for  the  Practicing  Physicians; 
by  Pitt;  at  Scaife  Hall;  2172  hrs.  per  day  1 day  per 
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week;  32  hrs.  AAFP  credit  requested;  one  series 
to  be  held  Wednesday  afternoons — the  other  on 
Thursday  evehings;  fee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cont.  Educa,,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
15123. 


Pittsburgh;  September  19,  1972  - May  15,  1973 
AMA — Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232, 


Pittsburgh;  September  21,  1972  - April  19,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs.  ea.  mo.;  1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 
Contact  Charles  R.  Wilson,  Jr.,  M.D.  Chief,  Div,  of 
Med.,  West  Penn  Hosp,,  4800  Friendship  Ave., 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs,  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested;  no  tee.  Contact  H.H.  Anderson,  M.D., 
North  Hills  Passavant  Hosp.,  9100  Babcock  Bivd., 
Pittsburgh  15219. 


Pottsville  Hospital,  September  7,  1972  - June  7, 
1973 

AMA — A Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State;  2 hrs.  per  day;  1 
day  per  mo.  for  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Killough,  Ph.D.,  M.D., 
Assoc.  Dean,  Jefferson,  1025  Walnut  St,, 
Philadelphia  19107. 


Pottsville;  September  28,  1972  - May  31,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Good  Samaritan  Hosp,;  2 hrs.  per  day; 
1 day  per  mo.;  18  hrs.  AAFP  credit  requested. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St,, 
Philadelphia  19102. 


Punxsutawney;  March  16-December  14,  1972 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  Adrian  Hosp.;  2 hrs.  a mo.;  2nd  Thurs.  ea. 
mo.;  8 mos.;  16  course  hours;  AAFP  credit 
requested.  Contact  Frank  J.  Trunzo,  M.D.,  Secy- 
Treas.,  Adrian  Hosp,,  Jenks  & Park  Ave.,  Punxsu- 
tawney 15767. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St.  Joseph’s 
Hosp.,  1 hr.  per  day;  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Schreck, 
M.D.,  Med,  Dir.,  St.  Joseph’s  Hosp,,  215  N.  12th 
St.,  Reading  19601. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credi"!  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd.,  Wilkes-Barre  18703. 


Scranton;  September  20,  1972  - May  16,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  2y2  hrs.  per  day;  1 day 
ea.  Mo.;  22y2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102, 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo,  except  Nov.,  Dec.  and  Feb.;  7-10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp,,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sewickley  Hospital;  October  25  - November  22, 
1972. 

AMA — Fluid  and  Electrolytes;  by  Pitt.;  ea.  Wed.; 
AAFP  credit  requested.  Contact  William  M,  Coo- 


per, M.D.,  Dir.,  Div.  of  Cont,  Educ.,  Pitt.,  1022-H, 
Scaife  Hall,  Pittsburgh  15213. 


Tunkahannock;  September  15,  1972  - May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  Ea.  Mo.  except  Dec.;  9 a.m,  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord. 


Upland;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnamann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee.  Contact  Frederick 
K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Wellsboro;  October  18,  1972  - May  16,  1973 

Program  of  Continuing  Medical  Education  for 
Physicians;  at  Soldiers  & Sailors  Memorial  Hosp.; 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  per 
day;  third  Wed.,  ea.  mo.  except  Dec.  and  Feb.; 
AAFP  credit  requested;  fee  = $5  ea,  session. 
Contact  Ralph  C.  Antrim,  Jr,,  Administrator,  Sol- 
diers & Sailors.  Mem.  Hosp.,  Wellsboro  16901. 


Wilkes-Barre;  September  1 3,  1 972  - May  23,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont,  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - May  9,  1973. 

Luzerne  County  Medical  Society  Continuing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  7 - 10  p.m.;  no  tee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


HEMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Conact  Paul  C.  Royce,  M.D,,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians; 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1;  fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E.,  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St,,  Altoona 
16603. 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews;  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks; 
81  hrs.  total;  tee=$175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D,,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St., 
Reading  1 9601 . 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D,,  Dir.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11,  1972  - 
April  9,  1973 

S — Intensive  Review  of  Neurology;  IVii  hrs.  per 
day;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Sayre;  September  1,  1972  - August  31,  1973 
AMA — Neurology;  at  Robert  Packer  Hosp.; 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 da 
total;  no  fee.  Contact  Paul  C.  Royce,  M.D.,.  Ph.C 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Say 
18840. 


OBSTETRICS  AND  GYNECOLOGY 
Pittsburgh;  July  3,  1972  - March  1973 
Ob-Gyn  Conference;  at  St,  Margaret  Memor 
Hospital;  1 hr.  every  Wed.,  33  weeks;  33  hrs.  AAI 
credit  requested.  Contact  Paul  W.  Dishart,  M.l; 
DME,  St.  Margaret  Mem.  Hosp.,  265  - 46th  s 
Pittsburgh  15201 . 


OTOLARYNGOLOGY 

Pittsburgh;  September  11,  1972  - May  21,  1973 
AMA — Continuing  Education  Program  in  Oi' 
laryngology;  by  Pitt;  at  Eye  and  Ear  Hosp.;  2 h 
per  day;  every  other  Monday;  44  hrs.  AAFP  crei 
requested.  Contact  William  M.  Cooper,  M.D.,  Di 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall,  Pit' 
burgh  15213. 


PATHOLOGY 

Norristown;  October  11,  1972  - May  9,  1973 
S — Surburban  Pathology  Slide  Seminars;  ' 
Suburban  Pathology  Soc.  of  Phila.  and  Moi 
gomery  Co.  Med.  Soc.;  at  Montgomery  Co.  Me 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = 3 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Sec' 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Ma' 
Hosp.,  Bryn  Mawr  19010. 


PSYCHIATRY 

Easton  Hospital;  September  25,  1972  - June  i 
1973  I 

AMA — Psychiatry  in  Medical  Practice;  by  Dei 
of  Mental  Health  Sciences  of  Hahnemann;  I'/z  h 
per  day;  1 day  per  mo.;  IS'/z  hrs.  AAFP  and  ACC 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir. 
Educa.  and  Training,  Hahnemann,  230  N.  Bro' 
St.,  Philadelphia  19102, 


Harrisburg;  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Pre 
tice;  by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  p' 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACC 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  D 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  S 
Philadelphia  19102. 


Lancaster  General  Hospital;  September  13,  197: 
December  20,  1972 

AMA — Psychiatry  in  Family  Practice;  by  Dept.' 
Med.  Education  and  the  Institute  of  Pa,  Hospit 
V/i  hrs,  per  day;  Wed.  ea.  week;  15  weeks;  22  h 
AAFP  credit  requested.  Contact  Nikitas  J.  Zf 
vanos,  M.D.,  Dir.  Family  & Community  Med.  Prgr 
Lancaster  Gen.  Hosp.,  Lancaster  17604. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  1 
1973 

S — Intensive  Review  of  Psychiatry;  hrs.  p 
day;  1 day  per  week;  30  weeks;  371/2  hrs.  total;  ft 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cor 
Med.  Educ.,  Norristown  State  Hosp.  Stanbridge 
Sterigere  Sts.,  Norristown,  19401. 


Norristown  State  Hospital;  October  6 - Novemb 
17,  1972 

S — Psychopharmaoology;  V/z  hrs.  per  day; 
day  per  week;  7 weeks;  lOVa  hrs.  total;  fee  = $4 
Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont.  Me 
Educ.  Norristown  State  Hosp,,  Stanbridge 
Sterigere  Sts.,  Norristown  19401. 


Philadelphia;  September  5,  1 972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  tt 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psycf 
atry;  at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day; 
day  per  mo.;  10  months;  fee=$50.  Contact  Pet 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  P 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  September  20,  1972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conference;  I 
Hahnemann;  at  Dept,  of  Mental  Health  Science 
V/z  hrs.  per  day;  1 day  per  week;  40Vz  hrs.  AAF 
and  ACGP  credit  requested;  fee  = $75.  Conta 
Paul  J,  Fink,  M.D.,  Dir.  Educ.  and  Training,  Def 
of  Mental  Health  Sciences,  Hahnemann,  230  ' 
Broad  St..  Philadelphia  19102. 


Philadelphia;  September  25,  1972  - November  1 
1972 
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> AMA/S — Psychopharmacology;  by  Dept,  of  Psy- 
<tiiatry  of  U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.; 
iV2  hrs.  per  day;  1 day  per  week;  8 weeks  total; 
i!e  = $100.  Contact  Peter  B.  Bloom,  M.D.,  Institute 
jr'  Pa.  Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


i hiladelphia,  January  17-31,  1973  (repeat  starting 
; pril  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 

Iept.  of  Psychiatry,  U.  of  Pa.;  at  the  Institute  of 
a.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
Meks;  fee  = $50.  Contact  Peter  B.  Bloom,  M.D.  In- 
kitute  of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
hiladelphia  19139. 


hiladelphia,  October  5,  1972  - March  8,  1973 
I AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
,y, — U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
i0r  day;  1 day  per  week;  20  weeks;  fee  = $175. 
ontact  Peter  B,  Bloom,  M.D.,  Institute  of  Pa. 
iOsp.  111  N.  49th  St..  Philadelphia  19139. 


hiladelphia;  October  11  - December  13, 

’}72/January  3 - March  7,  1973/March  14  - May  16, 
573. 

I AMA — Seminars  in  Psychotherapy:  Short-Term, 
■ risis  and  Supportive  Therapies  (for  general  prac- 
ce  and  part-time  specialist);  at  Hahnemann;  2 
s.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AFP  and  ACGP  credit  requested:  fee™  $75  for  10 
eeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D,, 
ir.,  Educ.  and  Training,  Hahnemann,  230  N. 
iroad  St..  Philadelphia  19102. 


hiladelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
oiances;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
itute  of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
ie=$20  each  session  ($100  for  all  6).  Contact 
Bter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
|.  49th  St.,  Philadelphia  19139. 


hiladelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
lahnemann;  2 hrs.  per  day;  1 day  per  wk;  12 
leeks;  24  hrs.  AAFP  and  ACGP  credit  requested; 
iie  = $75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
pd  Training,  Hahnemann,  230  N.  Broad  St., 
jhiladelphia  19102. 


ittsburgh;  September  7,  1972  - June  14,  1 973 
; Psychiatry  Seminars  in  Family  Practice;  at  St. 
argaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  per 
;eek;  30  weeks;  60  hrs.  AAFP  credit  requested: 
?e=$50  for  each  10-week  series.  Contact  Paul  W. 
jishart,  M.D,,  Dir.  of  Med.  Educ.,  St.  Margaret 
|em.  Hosp.,  265-46th  Si,  Pittsburgh  15201. 


OTHER  COURSES 

I code 

C — Continuous  (Consecutive  Days) 
j O — One  Day  or  Less 

PG — Postgraduate  Traineeship 
I M — Multiple  Sites  (Circuit) 

r 

ALLERGY 

mtinuous  (February  5 -March  30,  1973); 

iladelphia 

Krepeat  May  7 - June  29,  1973;  and  September  3 
jictober  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 

Hahnemann:  7-8  hrs.  per  day;  40  days; 
j9==$50Q.  Contact  Frederick  K.  Heath,  M.D., 
isoc.  Dean,  Sch.  of  Cent.  Educ.,  Hahnemann, 
|0  N.  Broad  St.,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
pntinuous  (September  1972  - June  1973); 
jiiladelphia 

AMA/P  G — Rheumatology  Tutorial  Course;  at 
ihnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
^teks  total;  fee=$159.  Contact  Frederick  K. 
lath,  M.D.,  Assoc.  Dean,  Sch.  of  Coni  Educ., 
ihnemann,  230  N.  Broad  Si,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
jintinuous  (September  1972  - June  1973); 
|iiladelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
b-specialty — Hypertension,  clinical  and  labora- 
I'y;  fluid  and  electrolyte  metabolism:  dialysis);  at 
ihnemann;  8 hrs.  per  day;  fee=$30O  per  course. 

IDVEMBER  1972 


Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., . 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (16  days  in  each 
sub-speciality;  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 
physiology  and  phono-echo,  electrophysiology, 
oardio-hemodynamios,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee™  $300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


December  11.  1972  - Pittsburgh 
January  18-19,  1973  - Philadelphia 
February  12,  1973  - Pittsburgh 
April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 

M — Instructors’  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  Pa.  Heart  Assoc.  P.O.  Box  2435  - Harris- 
burg. 17105  or  your  local  Heart  Assoc. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 
sub-specialty;  respiratory  inhalation  therapy:  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease);  at  Hahnemann;  8-9 
hrs.  per  day;  fee=$350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


EMERGENCY  MEDICINE 

February  5-16,  1973;  Philadelphia  (repeat  May  7- 
18,  1973.) 

AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (March  5-30,  1973);  Philadelphia 

(repeat  September  3-28,  1973) 

AMA/PG — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day.  20  days;  fee  = $350. 
Contact  Frederick  K.  Heath,  M.D..  Assoc.  Dean, 
Sch,  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


FAMILY  MEDICINE 

November  16,  1972;  Harrisburg  Hospital 

Endocrinology  for  the  Practitioner;  a continuing 
medical  education  seminar  cosponsored  by  Har- 
risburg Hospital  and  Harrisburg  Polyclinic  Hospi- 
tal; 6 hrs.;  fee  = $10  includes  luncheon.  Contact 
T.F.  Fletcher,  M.D.,  Dir.  Med.  Affairs,  Harrisburg 
Hosp.,  Harrisburg  17101. 


GENERAL  MEDICINE 
As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities, M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day;  60  days;  fee==$700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Malignant  disease 

Continuous  (October  2,  1972  - April  27,  1973); 
Philadelphia 

AMA/PG — -Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  per  day  20 


days  ea.  course;  fee  ™ $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  Neurology,  -neuropathology, 
pediatric  neurology);  at  Hahnemann:  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.D..  Assoc. 
Dean,  Sch,  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 
Decembers,  1972;  Philadelphia 
AMA/S — Mental  Health  Administration;  at  the 
Institute  of  the  Pa.  Hosp.;  by  Dept,  of  Psychiatry, 
U.  of  Pa.;  6 hrs.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Institute  of  the  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139, 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973); 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee=$300.  Contact  Frederick  K.  Heath, 
M.D,,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St..  Philadelphia  19102. 


Wrh  the  means  at  hand  to 
drashrally  reduce  the  number  of 
deaths  each  year  from  ut^ne  can- 
cer,  we  haw  embaikcd  on  a nafen- 
wide,  life-siying  program.  Its  goal  is 
a Pap  test  by  1976  for  every  woman 
20  years  or  older  to  whom  the  test 
is  applicable,  and  for  younger 
women  at  risk.  An  ambitious  pro- 
gram, doctor,  and  one  which  can 
only  be  realized  with  your  help. 

Vfe  are  faced  with  these 
facts:  only  of  women  over  20 
have  ever  fmd  a Pap  test;  only  20% 
get  a Pap  test  pehodically;  each 
year  about  43, COO  new  cases  are 
diagnosed;  this  year  12,000  women 
in  tids  country  mil  die  of  uterine 


cancer.  And  about  75%  of  these 
deaths  will  result  bom  cervical 
cancer— as  you  know,  almost  100% 
curable  when  diagnosed  early  and 
treated  promptly. 

Wg  hope  to  reach  women  in 
the  target  gttiup  not  only  with  the 
m^sage  about  the  vital  Pap  test, 
but  also  with  the  urgency  of 
including  it  in  the  regular  health 
checkup.  Ihe  mortali^  rate  from 
uterine  cancer  could  thus  be 
dramatically  curtailed. 

aeady  action  is  called  for 
Coordinated  action  thatwaUinvoive 
the  doctor,  the  patient,  foe 
Amedcan  Oncer  Society —a 
parfoerahip  for  life. 
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PHYSICIANS  WANTED 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Emergency  Center  Physicians,  full 
time,  for  Lake  County  Memorial  Hos- 
pitals, Willoughby  and  Painesville, 
Ohio.  $25,000  basic  salary  plus  oppor- 
tunity for  additional  income.  Liberal 
fringe  benefits,  including  professional 
liability  insurance.  Must  have  Ohio 
license.  Contact  W.E.  Fletcher,  M.D., 
89  E.  High  Street,  Painesville,  Ohio 
44077. 

Physicians  needed  for  medical  and/or 
psychiatric  care  of  the  mentally  ill.  Ad- 
equate salary,  37'/^  hour  week  and 
fringe  benefits.  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017. 
Telephone;  (412)  343-2700. 

Emergency  Room  Physician  to  com- 
plete five  man  full-time  staff;  500-bed 
JCAH  hospital  in  smog-free  Northwes- 
tern Pennsylvania  community  of 
260,000.  Good  schools;  five  local 
colleges;  cultural  and  outdoor  sports 
activities.  One  month  paid  vacation 
plus  time  off  for  training.  Salary 
$40,000;  42-hour  week.  Call  or  write: 
Director  of  Medical  Affairs,  St.  Vin- 
cent Hospital,  Box  740,  Erie,  Pa. 
16512.  Telephone:  (814)  453-6911. 


Wanted — Pathologist.  Part  time,  on 
contract,  schedule  flexible.  Contact 


F.C.  Wagenseller,  M.D.,  Mayview 
State  Hospital,  Bridgeville,  Pennsyl- 
vania. Telephone:  (412)  343-2700. 


Psychiatric  Staff — Requirements  of 
three  year  residency  training  to  Board 
Certified.  $26,000  to  $36,300  de- 
pending upon  qualifications.  Dramati- 
cally beautiful,  leisurely  paced,  cultur- 
al, summer-winter  vacationland.  Su- 
perb sailing,  skiing,  fishing.  Resident 
theater.  Near  Interlochen  National 
Music  Camp.  College.  JCAH  approved 
1,400-bed  psychiatric  hospital.  Three 
year  psychiatric  residency  program. 
Excellent  fringe  benefits.  Contact 
Philip  B.  Smith,  M.D.,  Room  330, 
Traverse  City  State  Hospital,  Traverse 
City,  Michigan  49684.  An  equal  oppor- 
tunity employer. 


General  Practitioners.  Tamaqua. 
Northeast  Pennsylvania.  Population 
18,000.  Replace  two  retiring  M.D.’s. 
Many  small-town  advantages.  Commu- 
nity assistance.  Telephone  collect: 
(717)  668-1880  or  write:  Tamaqua 
Area  Chamber  of  Commerce,  Ta- 
maqua, Pennsylvania  18252. 


Internist — Board  Certified  or  Board  El- 
igible. To  Join  small  group  with  modern 
offices  in  beautiful,  rapidly  growing 
community  with  full  hospital  privileges 
available.  Write:  Ralph  J.  Miller,  M.D., 


Heatherbrae  Square,  Indiana,  Penns^ 
vania  15701. 


Emergency  Room  Physician — receni 
merged  general  hospital  seeks  foui 
member  of  E.R.  group.  Competiti 
salary  with  excellent  fringe  benefi 
Pennsylvania  license  required.  ConU' 
Dr.  Garland  Anderson  or  Mr.  Sydn 
Sinclair,  Medical  Center  of  Beav 
County,  Beaver  Falls  Unit,  Beav 
Falls,  Pennsylvania.  15010. 


2 


Coatesville,  Pa.  Internist  or  genei 
practitioner  to  work  on  medical  servi 
in  accredited  Veterans  Administratii 
Hospital,  38  miles  west  of  Philadelph 
Affiliated  with  Jefferson  Medi^ 
College,  Thomas  Jefferson  Universi' 
Philadelphia,  Pa.  License  any  state.  S,' 
ary  range,  $22,000  to  $29,000.  Cot 
mensurate  with  training  and  expe' 
ence.  Excellent  fringe  benefits.  Conte 
Chief  of  Staff,  VA  Hospital,  Coati 
ville.  Pa.  19320.  Nondiscrimination 
employment. 


Excellent  opportunity  for  a general  si 
geon.  Rapidly  developing  resort  ai 
with  hunting,  fishing,  and  win: 
sports.  Fully  accredited,  60-bed  hos 
tal,  just  completing  a million  dol 
modernization  program.  Conti 
James  M.  Brown,  Administrati 
Meyersdale  Community  Hospit 
Meyersdale,  Pa.  15552. 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates— $10.00  per  insertion  up  to  30  words:  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE— Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society.  20  Erford 
Rd.,  Lemoyne,  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 

DEPARTMENT  NUMBERS — Advertisers  using  department  numbers 
forbid  disclosure  of  their  identity.  Written  inquiries  are  forwarded  to 
such  advertisers. 

WORD  COUNT — Count  as  one  word  all  single  words,  two  initials  of  a 
name,  each  abbreviation,  isolated  numbers,  groups  of  numbers, 
hyphenated  words.  Count  name  and  address  as  five  words,  telephone 
number  as  one,  and  ‘‘Write  Department...,  PENNSYLVANIA  MEDICINE, 
as  five. 
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iiychiatrists  and  Physicians — 
;;credited  Hospital;  Affiliated  with 
i proved  general  hospital  for  all  medi- 
< 1 and  surgical  treatments  as  required, 
j 0,629  to  $30,540;  Limited  housing 
fcssible.  Pennsylvania  license  required. 
|)bert  L.  Gatski,  M.D.,  Director,  State 
(DSpital,  Danville,  Pa.  17821. 

I 

^ FOR  SALE 

iiysidan’s  office — fully  equipped. 
l|irnished  or  unfurnished.  Six  rooms, 
livable  for  family  practice  or  other 
|,3cialty.  Very  close  to  hospital, 
heated  in  beautiful  central  Pennsyl- 
inia.  Write  Box  606,  Pennsylvania 
Iedicine,  20  Erford  Rd.,  Lemoyne, 
f . 17043.  Present  owner  plans  to  re- 
(e. 

I 

pr  Sales  In  Abington.  Combined  home 
, bedroom,  3 bath)  and  office  (5 
oms,  1 lavatory).  Air  conditioned.  In 
sidential  area,  near  grade  school  and 
jinsportation.  Telephone  (215)  659- 
228. 
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Anatomy 
of  a Doctor. 


You  know  what  it  takes  to  make  a doctor.  The  motivation.  The 
years  of  study  and  training.  The  dedication.  The  hard  work. 


But  from  the  criticism  leveled  at  doctors  lately  you’d  think 
neither  the  public  nor  press  had  any  idea. 

It  may  surprise  you,  but  the  public  does. 

This  was  evidenced  in  a recent  Harris  Poll.  In  measuring 
public  respect  for  U.S.  leadership,  it  showed  a drastic  drop  in  : 
the  past  five  years.  And  "a  majority  of  Americans  is  currently  [ 
willing  to  express  a ‘great  deal  of  confidence’  in  only  one  , • 
profession  — medicine~on  a list  covering  16  types  of  activity.’  ^ 
And  that  list  included  Congress  and  the  Supreme  Court.  i j 

People  still  look  at  their  doctors  as  men  to  be  respected  I : 
and  as  men  of  integrity. 

This  is  the  true  story  of  the  American  doctor.  And  one  whic  ^ 
the  AMA  is  constantly  telling  the  public  as  part  of  its 
communications  program.  . 

In  newspapers  and  magazines,  the  AMA  tel  Is  what  it  takes  > 
to  be  a doctor.  American  medicine's  achievements.  And  to 
express  the  profession’s  concern  by  providing  information  to 
help  every  American  lead  a healthier  life. 

We  can  be  an  even  more  effective  spokesman . . . with 
your  support.  Find  out  more  about  what  the  AMA  does  for  you  - 
and  the  public.  Send  for  a free  pamphlet.  Write:  Dept.  DW,  | J 
at  the  address  below.  3 


JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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houM  old  depressives  be  ft)rgot? 


1 geriatric  depressive. 

Unable  to  concentrate  he  tends 
t :ce  little  interest  in  the  affairs 
0 id  him.  His  reactions  are  slow 
delayed.  He  speaks  very  little. 
In  he  does,  it’s  mostly  to  com- 
a of  his  insomnia,  fatigue,  or 
rdpation. 


One  way  of  relieving  depres- 
sion in  the  geriatric  patient  is  with 
Tbfranil. 


Please  read  the  prescribing  information  for  details 
of  usage  (lower  dosages  are  recommended  for  elderly 
patients  and  adolescents),  precautions,  warnings, 
contraindications,  adverse  experiences,  and  dosage 
recommendations.  It  is  summarized  below. 

Tofranir  Geigy 

imipramine  hydrochloride  USP 


imipramine  hydrochloride  USP 

[r  idications:  The  concomitant  use  of  this  agent 
toioamine  o.xidase  inhibiting  (M.A.O.I. ) com- 
ic s contraindicated.  Hyperpyretic  crises  or 
pi^nvulsive  seizures  may  occur.  Potentiation  of 
r effects  can  be  serious  or  even  fatal . An  interval 

I it  14  days  after  M.A.O.I.  therapy  has  been 
Itnued  should  be  allowed  before  this  drug  may 

II  ituted.  Initial  dosage  should  be  low,  increases 
(■e  gradual,  and  the  patient's  progress  should 

Uly  observed.  The  drug  is  also  contraindicated 
;g  the  acute  recovery  period  after  myocardial 
n,  lb)  in  patients  with  know-n  hypersen- 
it  o the  drug.  Cross-sensitivity  to  other  dibenz- 
xtmpounds  should  be  kept  in  mind. 

•nings:  Usage  in  Pregnancy : Safe  use  of 
ine  during  pregnancy  and  lactation  has  not 
iblished:  therefore,  in  administering  the  drug 
ant  patients,  nursing  mothers,  or  women  of 
ring  potential,  the  potential  benefits  must  be 
'(against  the  possible  hazards.  Animal  repro- 
10  itudies  have  yielded  inconclusive  results, 
t , ve  been  clinical  reports  of  congenital  mal- 
■)  n associated  with  the  use  of  this  drug,  but  a 
>1  lationship  has  not  been  confirmed. 

E -erne  caution  should  be  used  when  this  drug 
o: 

P'ts  with  cardiovascular  disease  because  of  the 
pility  of  conduction  defects,  arrhythmias, 
ferdial  infarction,  strokes  and  tachycardia; 

!ip with  increased  intraocular  pressure,  history 
,iMary  retention,  or  history  of  narrow-angle 
j Ju  ma  because  of  the  drug's  anticholinergic 
jr.ties; 

’jx.hvroid  patients  or  those  on  thyroid  medica- 
■ ■fc  cause  of  the  possibility  of  cardiovascular 


■’  s with  a history  of  seizure  disorder  because 
Slag  has  been  shown  to  lower  the  seizure 
CMd: 

n<  s receiving  guanethidine  or  similar  agents 
I*  nipramine  may  block  the  pharmacologic 
fP  of  these  drugs. 

p-  re  in  Children:  Pending  evaluation  of  results 
d cal  trials  in  children,  the  drug  is  not  recom- 
Ip'  )r  use  in  patients  under  twelve  vears  of  age. 

“ the  drug  may  impair  the  mental  and/or 


physical  abilities  required  for  the  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinerv,  the  patient  should  be 
cautioned  accordingly. 

Precautions:  Because  of  the  possibility  of  suicide 
in  seriously  depressed  patients,  careful  supervision 
during  the  early  phase  of  treatment  is  necessary  and 
hospitalization  may  be  required.  Prescriptions  should 
be  written  for  the  smallest  amount  feasible. 

Hypomanic  or  manic  episodes  may  occur,  partic- 
ularly in  patients  with  cyclic  disorders.  Such  reactions 
ma.v  necessitate  discontinuation  of  the  drug.  If  needed, 
imipramine  may  be  resumed  in  lower  dosage  when 
these  episodes  are  relieved.  Administration  of  a tran- 
quilizer may  be  useful  in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  should  be 
discontinued  for  as  long  as  the  clinical  situation  will 
allow. 

An  activation  of  the  psychosis  may  occasionally 
be  observed  in  schizophrenic  patients  and  may  re- 
quire reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including  anti- 
parkinsonism agents)  in  addition,  the  atropine-like 
effects  may  become  more  pronounced  le.g.  paralytic- 
ileus).  Close  supervision  and  careful  adjustment  of 
dosage  is  retjuired  when  this  drug  is  administered 
concomitantly  with  anticholinergic  or  sympathomi- 
metic drugs. 

Patients  should  be  warned  that  the  concomitant 
use  of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

B(rth  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  hazards;  such 
treatment  should  be  limited  to  tho.se  patients  for  whom 
it  is  essential. 

Adv'crsc  llcactions;  Cardiovascular:  Hypoten- 
■sion.  hvpertension.  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhvthmias.  heart  block,  stroke, 
falls. 

Psychiatric:  Confu.sional  states  (especially  in  the 
elderly)  with  hallucinations,  disorientation,  delu- 
sions: anxiety,  restlessness,  agitation;  insomnia  and 
nightmares:  hypomania;  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias 


of  extremities;  incoordination,  ataxia,  tremors; 
peripheral  neuropathy:  extrapvTamidal  symptoms: 
seizures,  alterations  in  EEG  patterns:  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  disturbances 
of  accommodation,  mydriasis:  constipation,  paralytic 
ileus;  urinarv  retention,  delayed  micturition,  dilation 
of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae,  urticaria,  itching, 
photosensitization  (av-oid  excessiv-e  exposure  to  sun- 
light): edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivity  with  de.sipramine. 

Hematologic:  Bone  marrow  depression  in- 
cluding agranulocytosis:  eosinophilia;  purpura: 
thrombocytopenia.  Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops  fever 
and  sore  throat  during  therapy:  the  drug  should  be 
discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorexia, 
epigastric  distress,  diarrhea:  peculiar  taste,  stomatitis, 
abdominal  cramps,  black  tongue. 

Endocrine:  Gv-necomastia  in  the  male:  breast 
enlargement  and  galactorrhea  in  the  female:  in- 
creased or  decreased  libido,  impotence;  testicular 
swelling:  elevation  or  depression  of  blood  sugar 
levels. 

Other:  Jaundice  (simulating  obstructive):  altered 
liver  function;  weight  gain  or  loss:  perspiration:  flush- 
ing; urinarv  frequency;  drowsiness,  dizziness,  weak- 
ness and  fatigue:  headache:  parotid  swelling;  alopecia. 

Withdrawal  Symptoms:  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment  after  pro- 
longed therapv-  may  produce  nausea,  headache  and 
malaise. 

How  Supplied:  Round  tablets  of  2.5  and  50  mg.; 
triangular  tablets  of  10  mg.  for  geriatric  and  ado- 
lescent use;  and  ampuls,  each  containing  25  mg.  in 
2 cc.  for  I. M.  administration.  (B)98-146-S50-H  (7/71) 

For  complete  details,  including  dosage,  please  refer 
to  the  full  prescribing  information. 


GEIGI’  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley.  New  York  10.502  TO  8575 


if  skin  is  infected, 
or  open  to  infection... 

choose  the  topical , 
that  ^ives  yovir  patient- 


“Abroad  antibacterial  activity  against 
susceptibleskin  invaders 
a lowallergenic  risk— prompt  clinical  response 


Special  Petrolatum  Base 

.^^jCOSPOnil  Ointment 

(polymyxinB-bacitracin-neomycin) 


Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg, 
neomycin  base);  special  \white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 


NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in  ; 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical*' 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  i 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind,  I 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  >. 
perforated.  This  product  is  contraindicated  in  those  individuals  who  I 

have  shown  hypersensitivity  to  any  of  its  components.  % 


Complete  literature  available  on  request  from  Professional  Services  Dept. 
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Wellcome 


Burroughs  Wellcome  Co. 
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SOCIETY  OFFICERS  MEET  WITH  GOVERNOR  Officers  of  the  State  Society 

met  with  Governor  Shapp  and 
members  of  administration  following  the  annual  session  of  the  House 
of  Delegates  to  discuss  issues  raised  in  the  widely-publicized  letter 
sent  to  the  governor  by  the  Society.  Following  the  meeting  the 
Society  issued  the  following  statement:  "The  meeting  did  not  resolve 
our  problem  with  the  insurance  commissioner  and  our  position  concern- 
ing him  remains  unchanged.  It  did  establish  a basis  for  future 
meetings  with  the  governor  and  other  officials  of  his  administration 
to  attempt  to  solve  health  care  delivery  problems.  The  governor  also 
asked  both  sides  to  refrain  from  "barbed  words"  so  that  a spirit  of 
cooperation  might  be  enhanced.  We  intend  to  honor  that  request  as 
long  as  it  also  is  honored  by  members  of  his  administration."  Rep- 
resenting the  Society  were  President  Robert  S.  Sanford^  M.D._,  Presi- 
dent-Elect Ralph  C.  Wilde^  M.D.^  Board  Chairman  David  S.  Masland^ 
yi.D.^  Past  President  George  P.  Rosemond,  M.D.^  Matthew  Marshall^  Jr.^ 
iyi.D._,  Chairman  of  the  Society's  Committee  on  Medical  Care  Appraisal 
iproject  and  Executive  Vice-President  John  F.  Rineman. 

[dTATE  society  asks  veto  The  Pennsylvania  Medical  Society  asked 
I Governor  Milton  J.  Shapp  to  veto  the 

btrict  abortion  law  passed  by  the  State  Legislature  in  the  final  days 
)f  the  session  because  it  would  deny  to  patients  and  physicians  the 
ability  to  act  on  medical  judgments  in  all  cases.  The  letter  was 
signed  by  President  Robert  S.  Sanford  and  said:  "The  Pennsylvania 
iedical  Society  respectfully  requests  your  veto  of  H.B.  800...In 
i)ur  opinion  the  legislation  is  entirely  too  restrictive  from  a medi- 
:al  standpoint."  The  letter  outlined  the  medical  criteria  that  con- 
stitute the  position  adopted  by  the  House  of  Delegates  in  1970  and 
’eaf firmed  in  October.  It  would  sanction  abortion  when:  "There  is 
locumented  medical  evidence  that  continuation  of  the  pregnancy  may 
.shreaten  the  health  or  life  of  the  mother;  there  is  documented  medi- 
/.al  evidence  that  the  infant  may  be  born  with  incapacitating  physical 
l.eformlty  or  mental  deficiency;  or  there  is  documented  medical  evi- 
ence  that  continuance  of  a pregnancy^  resulting  from  legally  estab- 
■ished  statutory  or  forcible  rape  or  incest^  may  constitute  a threat 
■o  the  mental  or  physical  health  of  a patient;  two  other  physicians 
;hosen  because  of  their  recognized  professional  competency  have  ex- 
jmined  the  patient  and  have  concurred  in  writing;  and  the  procedure 
s performed  in  a hospital  accredited  by  the  Joint  Commission  on 
ccreditatlon  of  Hospitals."  The  State  Society's  House  of  Delegates 
month  ago  defeated  a resolution  that  would  have  restricted  abortions 
o instances  where  just  the  life^  rather  than  the  health  or  life,  of 
>he  mother  may  be  endangered.  In  defeating  the  resolution  delegates 

Ieaffirmed  the  policy  described  in  the  letter  to  the  governor  and  in 
revious  letters  to  members  of  the  Legislature. 


ecember,  1972 
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-BLUE  RIBBON  PANEL  REPORT  RELEASED 


The  findings  and  recommenda- 
tions of  the  Blue  Ribbon  Panel 
initiated  by  the  State  Society  and  adopted  by  Governor  Milton  J. 

Shapp  as  his  advisory  committee  on  the  health  manpower  shortage  were 
made  public  late  in  November  at  a joint  press  conference  conducted 
by  the  governor  and  A.  Reynolds  Crane^  M.D.^  State  Society  vice- 
president.  The  State  Society’s  immediate  past  president,  George  P. 
Rosemond,  M.D.,  who  was  out  of  the  state  and  unable  to  attend  the 
conference,  chaired  the  study  committee  composed  of  representatives 
of  PMS,  the  Pennsylvania  Osteopathic  Medical  Association,  the  Key- 
stone Medical  Society,  the  Deans  Committee,  the  Student  American 
Medical  Association,  the  governor’s  office,  the  Department  of  Health, 
the  Department  of  Education,  and  both  houses  of  the  Legislature. 
Hartwell  Thompson,  M.D.,  associate  dean  of  the  University  of  Pennsyl- 
vania School  of  Medicine,  and  Leonard  Bachman,  M.D.,  the  governor’s 
health  advisor,  also  were  at  the  conference.  The  report  cites  dele- 
gation of  duties  and  improvement  of  management  effectiveness  as 
immediate  means  of  extending  the  availability  of  the  services  of  phy- 
sicians presently  in  practice.  Among  long-term  solutions  to  the 
physician  shortage  are  recommendations  to  decentralize  postgraduate 
medical  education  and  to  provide  solid  state  funding  of  medical  edu- 
cation using  the  federal  government  approach  to  such  funding.  Details 
of  the  report  will  appear  in  the  January  issue  of  PENNSYLVANIA 
MEDICINE. 

CHIROPRACTIC  BILL  DEFEATED - -AGAIN ! The  in  and  out  history  of  pro- 

posed legislation  to  permit 
coverage  of  chiropractic  services  by  Blue  Shield  came  to  an  end  in 
the  final  days  of  this  legislative  session  with  two  more  votes  taken 
on  the  measure  as  additional  legislative  maneuvers  were  employed  by 
proponents  in  a last-ditch  effort  to  get  enough  support  to  pass  the 
measure.  It  is  expected  that  similar  legislation  will  be  introduced 
in  the  next  legislative  session. 

LUZERNE  COUNTY  GETS  AID  The  Luzerne  County  Medical  Society,  whpsi 

property  suffered  extensive  damage  in  th* 
June  floods,  will  receive  assistance  as  a result  of  action  taken  at 
the  October  meeting  of  the  House  of  Delegates.  The  House  voted  to  r 
quest  that  every  State  Society  member  be  asked  to  make  a voluntary 
contribution  through  the  Educational  and  Scientific  Trust  to  help  th 
county  society  rebuild.  The  Allegheny  and  Montgomery  County  Medical 
Societies  made  separate  appeals  to  their  members.  Letters  to  all 
other  State  Society  members  with  the  exception  of  those  from  Luzerne 
County  were  mailed  recently. 

EDUCATION  ON  SMOKING  WEEK  SCHEDULED  National  Education  Week  on  - 

Smoking  will  be  observed  Jan' 

ary  7-13^  1973*  The  Pennsylvania  Committee  on  Smoking  and  Health  of  ^ 
Youth  will  observe  the  week  for  the  ninth  consecutive  year  with  stat  ^ 
wide  educational  activities,  Charles  L.  Leedham,  M.D.,  chairman  has 
announced. 
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PROFESSIONAL  LIABILITY 
INSURANCE 

PENNSYLVANIA  MEDICAL  SOCIETY 

(Sponsor) 


ARGONAUT  INSURANCE 
COMPANY 

(Underwriter) 


PARKER  & COMPANY  INC. 
OF  PENNSYLVANIA 

(Administrator) 


A long-term,  physician-oriented  insurance  partnership-designed  for  today  with 

tomorrow  in  mind! 


Check  the  Program’s  key  features— each  of  significant  vaiue  to  you... 


★ No  member’s  application  can  be  rejected  without  the  applicant 
the  State  Society’s  review  and  concurrence... 


having  the  right  to  request 


★ Five  year  coverage  cannot  be  canceled  or  non-renewed  (except  for  non-pavment  of 
premium)  without  consent  of  the  State  Society  following  the  insured’s  appeal  for^review... 

★ State  Society  “peer  review”  of  individual  claim  or  suit  settlement  disputes... 

★ Primary  coverage  available  up  to  and  including  limits  of  $1 ,000,000... 

★ Physmians  previously  insured  under  Lloyds’  “claims  made”  policy  have  the  option  of 

purchasing  retroactive  “drop-back”  coverage ...  ^ P on  or 

^ mil®  involvement  by  State  Society  in  underwriting,  claims,  classification  statistics  and 
rate-making  developments... 

★ named  program  of  continuing  education  in  malpractice  ciaims  avoidance  and  preuen- 


Plan  now  on  participating...  with  the  State  Society  acting  as  the  physician's 
It  s like  having  your  own  insurance  company...  only  better! 


“Ombudsman,” 


Use  this  coupon  to  secure  an  application 


Name  . 

’ Office  Address  

City  

^ Telephone  

I 

Medical  Specialty 

Date  your  professional  liability 
insurance  expires  


Mail  to: 

Parker  & Company  Inc.  of  Pennsylvania 
1 6 1 6 Walnut  Street,  Philadelphia,  Pa.  1 9 1 03 
Attention:  A.  John  Smither,  Vice-President 

□ 1 am  interested  in  participating  in  the  PMS  Lia- 
bility Insurance  Program.  Please  send  me  an 
application. 


Present  Carrier 


I' 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counseling, i 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


i 

I 


Before  deciding  to  make  Valium 
! (diazepam)  part  of  your  treatment 
plan,  check  on  whether  or  not  the 
patient  is  presently  taking  drugs 
and,  if  so,  what  his  response  has 
been.  Along  with  the  medical  and 
social  history,  this  information  can 
help  you  determine  initial  dosage, 
the  possibility  of  side  effects  and 
the  ultimate  prospects  of  success 
or  failure. 

. While  Valium  can  be  a most 
helpful  adjunct  to  your  counseling, 
t should  be  prescribed  only  as  long 
IS  excessive  psychic  tension  per- 
sists and  should  be  discontinued 
^hen  you  decide  it  has  accom- 
Dlished  its  therapeutic  task.  In 
general,  when  dosage  guidelines 
ire  followed.  Valium  is  well 
olerated  (see  Dosage).  For  con- 
/enience  it  is  available  in  2-mg,  5-mg 
tind  lo-mg  tablets. 

I Drowsiness,  fatigue  and  ataxia 
lave  been  the  most  commonly  re- 
|)orted  side  effects. 

Until  response  is  determined, 
patients  receiving  Valium  should 
>e  cautioned  against  engaging  in 
hazardous  occupations  requiring 
I omplete  mental  alertness,  such 
s driving  or  operating  machinery. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant mediation;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderK  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  r^orts  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy.  ® ^ 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 ¥2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  nw;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


Wiunt 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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the  truth, 
urge. 

Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  maj;  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  is  present.  Caution:  Do  not  administer  to  chudren  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  to C.B. FLEET  CO., INC., 
P.O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

■Pfa  C.  B.  FLEET  CO.,  INC. 

' " Lynchburg,  Va.  24505 
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NDC9-i^--  100  Tablets 


E-Mycin 

(enrthromyctn) 

Qsafl 


250  mg* 


. «ts  »ro»« 

dlsp«n»*”* 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


1972  THE  UPJOHN  COMPANY  JA72-2141-6 


Upjohn 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male, 

S The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  I mpotence 
with  yethyltestosterone  Thyroid 
(100  patients-— Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


f 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Ofl 
the  patients  receiving  the  active  medication] 
(Android)  a favourabie  response  was  seer 
in  78%.  This  compares  with  40%  or 
piacebo.  Aithough  psychotherapy  is  indi'j 
cated  in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo-[ 
therapy  (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Android-x  Android-Pius 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (Vz  gr.)  . . .30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.(1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg 
Thyroid  Ext.  (Va  gr.)  ...  1 5 mg 
Ascorbic  Acid  (Vit.C)  .250  mg 

Thiamine  HCL  25 

Glutamic  Acid  100  mg 

Pyridoxine  HCL 5 mg 

Niacinamide  75  mg 

Calcium  Pantothenate  .10 

Vitamin  B-12  2.5  meg 

Riboflavin  5 mg 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients, 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 
Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued! 
as  soon  as  hypercalcemia  is  detected. 
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thyroid  compound.  West  Med  5:67.  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotencf 
Gen  Prac  25:6,  1962.  4.  Heilman,  L..  Bradlow,  H.  L.,  Zumoff,  6.,  Fukushima,  D.  K.,  and  Sallagher,  T.  1 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:93( 
1959.  5.  Fams.  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyrexine  and  liothyronine  on  spermatogenesif 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90051 


TREAT  THE  SYMPTOMS  IN  THE  GERIATRIC  PATIENT 


APATHY  • IRRITABILITY 
FORGETFULNESS  • CONFUSION 


CAPSULES 


A GENTLE  CEREBRAL 
STIMULANT  & VASODILATOR 
FOR  GERIATRIC  PATIENTS 


CEREBRO-NICIN^  double-blind  study* 
shows  how  some  senile  symptoms  can  be  treated- 
Four  times  as  many  aging  patients  showed 
striking  improvement. 

Each  CEREBRO-NICIN  capsule  contains; 

PentylenfttetraZGle 100  mg,  » NiMitinic  Acid  ,.,100' mg: 

Ascorbic  Acid  100  mg,  • Thiamine  HCI  25  mg. 

I-Glutamic  Acid  .-..SO  mg.  * Niacinamide  5 mg. 

Riboflavifi  2 fflg.  * Pyridoxine  HCI  3 mg. 

AVAILABLE:  Bottles  100,  500,  1000 

Slb'f  EFf'EGTS!  Most  ptrsons  'experience  a flU'Shing  and  tin- 
gling  sensation  after  taking  a higher  potency  nicotinic  acid. 
As  4 secoindary  .feactiort!  some  vvitl  complain  of  nausei,  sweat- 
ing and  abdominal  cramps,  the  reaction  is  usually  transient, 
INDICATIONS;  As  a cerebral  stimulant  and  vasodilator, 
RECOMMENDED  GERIATRIC  DOSAGE;  One  capsule  three  times 
dally  adjusted  to  the  individual  patient. 

WARNING:  Overdosage  may  cause  muscle  tremor  ,and  com 
vulsions. 

CONTRAINDICATrONS:  Epilepsy  or  tow  convutsive  threshold. 
CAUTION;  Federat  law  iDrohibits  dispensing  without  prescrip- 
tion. Keep  out  of  reach  of  children. 


Write  foi  literature:  and  samples  . . . 

fBRCAVJx’B  the  brown  PHARMACEUTICAL  CO. 

2500  W.  6th  St.,  Los  Angeles,  Calif.  90057 


•AVAILABlI  ON  REiUEST;  Ronald  I.  Goldberg,  M.,D.  & PranliMn'  I.  Shoman:,  'M.D. 
Double-blind  'study  bn  the  treatment  of  mentally  confirsed'  patie'nts.  'R'ep'finted' 
from  the  Journal  of  the  AmeriPani  Geriatfics  Society.  Voj.  Xlj,  No.  6.,  iune  1964, 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 


Soyalac  b often 
the  answer. 


This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
—in  promoting  growth  and  development— as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 


Now  available  in  3 forms: 
Concentrated  Liquid, 
Ready-tO'Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A. 
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E.G.  HOOVER  COMPANY. 

Proudly  Presents  one  Lazio  Ispanky’s  Newest  Creations 
“The  Spirit  of  the  Sea” 

LIMITED  EDITION  OF  450  PIECES  $500. 


36  N.  Third  St. 


Harrisburg,  Pa. 


PENNSYLVANIA 

MEDICINE 


newsfronts 


AMA  President,  Governor  Shapp  address  House 


Major  addresses  by  Pennsylvania’s 
Governor  Milton  J.  Shapp  and  AMA 
President  Carl  A.  Hoffman,  M.D., 
highlighted  the  123rd  Annual  Session 
of  the  Society’s  House  of  Delegates  held 
at  the  end  of  October. 

Changes  in  the  order  of  business  per- 
mitted large  numbers  of  delegates  to  at- 
tend hearings  of  the  Reference  Com- 
mittees, which  often  played  to  standing- 
room-only  audiences.  A special  hearing 
on  the  AMA  was  attended  by  a majori- 
ty of  delegates  and  by  two  top  AMA  of- 
ficers, Dr.  Hoffman  and  AMA 
President-Elect  Russell  B.  Roth,  M.D., 
of  Erie. 

Governor  Shapp  called  his  appear- 
ance before  the  House  of  Delegates  an 
opportunity  to  reply  in  person  to  corre- 
spondence (see  page  11,  November 
issue)  he  had  received  from  the  Society 
over  the  signature  of  George  P. 
Rosemond  M.D.,  then  president  of  the 
Society.  He  committed  his  administra- 
ion  to  finding  ways  to  meet  the  health 
leeds  of  Pennsylvanians,  and  noted  the 
State  society’s  leadership  and  attitude 
)f  cooperation  toward  this  goal.  The 
jovernor  specifically  referred  to  the 
Vhite  Paper  ()n  Emergency  Medical 
Services  (June  1971  Pennsylvania  Medi 
:ine)  and  the  work  of  the  PMS-ini- 
iated  Blue  Ribbon  Panel  in  its  study 
)f  the  health  manpower  shortage  in  the 
Tommonwealth  and  efforts  to  find 
olutions  to  the  problem. 

Among  actions  taken  by  the  House 
m recommendations  and  resolutions 
I vere  a rejection  of  a proposal  to  es- 
ablish  a student  membership  clas- 
sification and  acceptance  of  a recom- 
nendation  to  extend  membership  to 
ull-time  government-employed  physi- 
;ians  even  though  they  do  not  hold  a 
icense  to  practice  in  the  Common- 
realth. 

Delegates  voted  to  establish  a new 
tffice  of  vice-president  to  succeed  to 
he  office  of  president-elect,  and  to 
hange  the  title  of  the  executive 
irector  to  executive  vice-president. 

In  further  action,  delegates  gave 
^presentation  in  the  House  of  Dele- 
ates  to  state  specialty  societies  in 
roportion  to  the  number  of  their 


members  who  are  also  members  of  the 
State  Society. 

The  House  adopted  a resolution  of 
commendation  of  the  State  Society 


GOVERNOR  SHAPP 


DR.  HOFFMAN 


Staff  for  initiating  and  implementing 
the  Society’s  Flood  Relief  Program, 
specifically  praising  the  work  of  Exec- 
utive Vice-President  John  F.  Rineman 
and  Alex  H.  Stewart,  director  of  the 
Educational  and  Scientific  Trust.  In 
further  action,  delegates  voted  to  ask 
for  voluntary  contributions  to  assist 
the  Luzerne  County  Medical  Society 
in  its  rebuilding  effort — the  action 
taken  instead  of  granting  1973  dues 
forgiveness  to  members  of  that  county 
society. 

Full  proceedings  of  the  1973  Annu- 


al Session  appear  in  this  issue  of  Penn 
SYLVANiA  Medicine,  beginning  on  page 
71,  and  further  news  appears  on  this 
and  subsequent  pages  of  Newsfronts. 

Course  listings  available 

A new  brochure  listing  all  services  of 
the  Division  of  Continuing  Education 
of  the  University  of  Pittsburgh  School 
of  Medicine  is  now  available. 

All  postgraduate  courses,  self- 
teaching audiotapes,  health  center  pro- 
grams, and  dial-access  listening  tapes 
listed  are  approved  for  credit  toward 
the  American  Medical  Association 
Physician’s  Recognition  Award  and  the 
Pennsylvania  Medical  Society  mem- 
bership requirement. 

“Dial  Access,”  an  information  re- 
trieval system  which  will  provide 
physicians  with  access  to  taped  knowl- 
edge on  the  diagnosis  and  treatment  of 
medical  and  surgical  emergencies,  is 
planned  to  become  operational  in  the 
region  during  the  1972-73  academic 
year. 

The  brochure  may  be  obtained  from 
William  M.  Cooper,  M.D.,  director. 
Division  of  Continuing  Education, 
University  of  Pittsburgh  School  of 
Medicine,  1022-H  Scaife  Hall,  Pitts- 
burgh, Pa.  15213. 


GOVERNOR  Milton  J.  Shapp  is  shown 
above  entering  the  Host  Farm  Motel  to 
address  the  RMS  House  of  Delegates. 
Behind  him  is  David  S.  Masland,  M.D., 
Chairman  of  the  Board  of  Trustees.  To 
his  left  is  Society  President  George  P. 
Rosemond,  M.D. 
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Foundation  activated;  bylaws  adopted 


The  1972  House  of  Delegates  has 
approved  the  proposed  bylaws  and  has 
called  for  immediate  activation  of  the 
Pennsylvania  Medical  Care  Founda- 
tion. 

Delegates  elected  the  following 
physicians  to  the  Foundation’s  Board 
of  Directors:  J.  Reed  Babcock,  M.D.,; 
Joseph  N.  Demko,  M.D.;  Robert  B. 
Edmiston,  M.D.;  Henry  H.  Fetterman, 
M.D.;  George  R.  Fisher,  HI,  M.D.; 
John  Helwig,  Jr.,  M.D.;  Matthew 
Marshall,  Jr.,  M.D.;  William  D.  Me- 
Namee,  M.D.;  George  R.  Moffitt,  Jr., 
M.D.;  William  G.  Ridgway,  M.D.; 
Robert  A.  Schein,  M.D.;  Robert  B. 
Stuart,  M.D.;  Gabriel  F.  Tucker, 
M.D.;  Joseph  J.  Namey,  D.O.;  and 
Raymond  J.  Saloom,  D.O.  These 
directors  in  turn  will  elect  additional 
members  of  the  board  to  represent 
various  segments  of  the  public. 

The  foundation  will  continue  the 
work  of  the  Committee  on  Medical 
Care  Appraisal  Project  of  the  Council 
on  Medical  Service  in  developing 
mechanisms  to  evaluate  the  quality  of 
medical  care  and  provide  a system  of 
cost  control  in  a comprehensive,, 
statewide  system. 

It  will  also  continue  the  study  of  vi- 
able alternates  to  the  present  and 
proposed  methods  of  delivery  and  fi- 
nancing of  health  care. 

The  signing  into  law  of  the  Social 
Security  Amendments  of  1972,  in- 
cluding the  “Bennett  Amendment” 
which  calls  for  establishment  of  Peer 
Standards  Review  Organizations  to  as- 
sume the  cost  control  responsibilities 
for  Part  I and  II  of  Medicare  and  for 
Medicaid  indicates  the  importance  of 
the  work  of  the  Foundation  in  the  field 
of  quality  and  cost  control. 

The  amendment  specifies  that  the 
PSRO  must  be  established  by  an  or- 
ganization representing  a substantial 
number  of  practicing  physicians.  Med- 
ical societies  themselves  do  not  qualify 
as  PSROs,  but  they  may  establish  peer 
review  mechanisms  such  as  founda- 
tions, operating  independently  of  the 
medical  society,  which  can  qualify. 
HEW  will  designate  the  new  PSROs 
no  later  than  January  I,  1974.  Their 
purpose  is  to  set  standards  for  quality 
and  to  review  costs  of  medical  care 
covered  by  Medicare  and  Medicaid 
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and  to  enforce  such  standards  through 
the  power  of  withholding  federal  reim- 
bursement. Initially  PSRO  review  will 
be  limited  to  institutional  health  care. 
It  will  be  extended  by  1976  to  all  out- 
patient care  and  services  rendered  in 
physicians’  offices. 


A summary  of  the  background 
the  Pennsylvania  Medical  Care  Fou.-|*^ 
dation,  its  bylaws,  and 
guidelines  appear  as  approved  by 
House  of  Delegates  in  Appendix  K 
the  House  Proceedings  on  page  1 15 
this  issue  of  Pennsylvania  Medicine. 
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Dr.  Sanford  elected  to  State  Society  presidency 


Robert  S.  Sanford,  M.D.,  Mansfield, 
ibecame  the  president  of  the  State  Soci- 
ety following  a special  election  held 
during  the  123rd  Annual  Session  of  the 
House  of  Delegates  at  the  end  of  Octo- 
Der. 

The  Tioga  County  family  physician 
ind  clergyman  was  installed  as  presi- 
dent by  PMS  Board  Chairman  David  S. 
Vlasland,  M.D.  following  a special  elec- 
ion  to  fill  the  post  of  president-elect 
ivhich  became  vacant  earlier  this  year 
bllowing  the  death  of  Park  M.  Horton, 
VI. D.,  of  New  Milford. 

I In  regular  elections  during  the  annu- 
li session,  Ralph  M.  Wilde,  M.D.,  Pitts- 
)urgh,  was  named  president-elect,  and 
\.  Reynolds  Crane,  M.D.,  Philadel- 
)hia,  was  elected  to  the  newly-created 
post  of  vice-president.  Dr.  Crane’s  elec- 
ion  followed  affirmative  action  by  the 
lelegates  on  a recommendation  from 
he  Reference  Committee  on  Constitu- 
ion  and  Bylaws  to  create  the  position, 
vhose  incumbent  will  automatically  ac- 
:ede  to  president-elect  following  the 
lext  meeting  of  the  house  and  then  to 
he  presidency  of  the  Society.  The  in- 
:umbent  in  the  new  office  also  serves  as 
i voting  member  of  the  Society’s  Board 
)f  Trustees.  Delegates  also  voted  to 
ibolish  the  offices  of  first,  second,  third 
ind  fourth  vice-presidents. 

Dr.  Sanford  was  completing  ten 
'ears  as  a member  of  the  Board  of  Trus- 
ees  at  the  time  of  his  election.  He 
erved  last  year  as  vice-chairman  of  the 
Joard.  Dr.  Wilde  is  a general  surgeon 
ind  assistant  clinical  professor  at  the 
Jniversity  of  Pittsburgh  School  of 
dedicine.  He  will  succeed  Dr.  Sanford 
year  from  now. 

In  other  elections,  Raymond  C. 
Srandon,  M.D.,  Harrisburg,  was 
lamed  secretary  of  the  Society  and 
Villiam  Y.  Rial,  M.D.,  Swarthmore, 
nd  John  B.  Lovette,  M.D.,  Johnstown, 
I'ere  re-elected  speaker  and  vice- 
peaker  respectively  of  the  House  of 
)elegates. 

Also  elected  were  four  members  of 
he  Board  of  Trustees  and  Councilors. 
Villiam  J.  Kelly,  M.D.,  Pittsburgh,  was 
e-elected  from  the  Tenth  Councilor 
Mstrict,  and  Orlo  G.  McCoy,  M.D., 

' -anton,  who  was  filling  an  unexpired 
Jrm  on  the  Board,  was  elected  to  a full 
ive-year  term  to  represent  the  Twelfth 


Councilor  District.  Donald  R.  Cooper, 
M.D.,  Philadelphia,  was  chosen  to  fill 
the  unexpired  term  created  by  the  elec- 
tion of  Dr.  Crane  to  the  vice- 
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presidency,  and  Kenneth  L.  Cooper, 
M.D.,  Williamsport,  was  named  trustee 
and  councilor  for  the  Seventh  District. 

Two  posts  on  the  Judicial  Council 
were  filled  by  the  delegates  who  re- 
elected Russell  B.  Roth,  M.D.,  Erie, 
and  elected  George  E.  Farrar,  Jr., 
M.D.,  Philadelphia,  to  the  positions. 
John  B.  Montgomery,  M.D.,  Philadel- 
phia, a member  of  the  Judicial  Council 
who  was  eligible  for  re-election, 
declined  nomination. 

Seven  delegates  and  seven  alternate 
delegates  to  the  AMA  were  named  in 
the  elections.  Delegates  are;  Drs. 
William  Y.  Rial;  William  A.  Lim- 
berger.  West  Chester;  Edmund  L. 
Housel,  Philadelphia;  George  A. 
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Rowland,  Millville;  William  B.  West, 
Huntingdon;  Raymond  C.  Grandon 
and  Wilbur  E.  Flannery,  New  Castle. 
Alternate  delegates  elected  are:  Drs.  R. 
William  Alexander,  Reading;  Harry  V. 
Armitage,  Chester;  Jerome  Chamovitz, 
Sewickley;  John  H.  Harris,  Jr.,  Carlisle; 
Richard  L.  Huber,  Scranton;  David  J. 
Keck,  Erie,  and  R.  Robert  Tyson, 
Philadelphia. 

District  censors  elected  by  the  1972 
House  of  Delegates  are;  Drs.  James  H. 
Allison  of  Gettysburg;  Robert  A. 
Schein  of  Pittsburgh;  Arthur  R.  Wilson 
of  Dayton;  Herman  Bush  of  Beaver; 
William  E.  Palin,  Bedford;  Eugene 
Mendelsohn,  Reading;  John  W.  Hurst, 
Altoona;  Willis  W.  Redding,  Towanda; 
Stanley  F.  Peters,  Plumsteadville;  and 
Robert  C.  McCorry  of  Butler. 

Also,  Drs.  Warren  F.  White,  of 
Johnstown;  James  Farr  of  Lehighton; 
H.  Richard  Ishler  of  State  College; 
Grant  W.  Bamberger  of  Honeybrook; 
Theodore  R.  Koenig  of  Knox;  Fred 
Pease  of  Clearfield;  Robert  E.  Drewery 
of  Beech  Creek;  James  F.  Youngkin  of 
Berwick;  David  D.  Kirkpatrick,  Jr.,  of 
Meadville;  Hans  S.  Roe  of  Carlisle; 
Nathan  Sussman  of  Harrisburg;  Rich- 
ard H.  Flandreau  of  Media;  John  T. 
McGeehan  of  St.  Marys  and  Robert  L. 
Loeb  of  Erie. 

Also,  Drs.  Harold  L.  Wilt  of  Browns- 
ville; Albert  W.  Freeman  of  Shippens- 
burg;  William  W.  Bartholomew  of 
Waynesburg;  Thomas  R.  Mainzer  of 
Huntingdon;  Herbert  L.  Hanna  of 
Blairsville;  Fred  E.  Murdock  of 
{Continued  on  page  16) 
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{Continued  from  page  15) 

DuBois;  Anthony  J.  Cummings  of 
Scranton  and  William  H.  Schaeffer  of 
Lancaster. 

Also,  Drs.  Gerald  H.  Weiner  of  New 
Castle;  C.  Ray  Bell,  Jr.,  of  Lebanon; 
Frederick  R.  Bausch,  Jr.,  of  Allentown; 
John  J.  Gill  of  Wilkes-Barre;  Wilfred 
W.  Wilcox  of  Montoursville;  Ralph  E. 
Hockenberry  of  Kane;  Frank  E. 
McElree  of  Greenville;  John  R.  W. 
Flunter,  Jr.,  of  Lewistown;  John  L. 
Rumsey  of  Stroudsburg;  Rudolph  K. 
Glocker  of  Pottstown;  Isaac  L.  Mess- 
more  of  Danville;  Walter  J.  Filipek  of 
Hellertown  and  J.  Mostyn  Davis,  J r.,  of 
Shamokin. 

Also,  Drs.  Frank  A.  Belmont  of  New 
Bloomfield;  Charles  M.  Thompson  of 
Philadelphia;  Joseph  T.  Marconis  of 
Pottsville;  Alexander  Solosko  of 
Myersdale;  Raymond  C.  Davis  of 

Hospital  stays  decrease 

Capital  Blue  Cross  has  reported  that 
enrollment  in  the  plan  is  up,  but  the 
number  of  hospital  cases  paid  decreased 
5.5  percent  between  July  1,  1971  and 
June  30,  1972.  In  addition,  the  number 
of  patient  days  dropped  6.5  percent. 

The  favorable  results,  according  to 
Robert  L.  Archer,  director  of  provider 
affairs,  can  be  attributed  to  (1)  the  con- 
version of  all  Capital  Blue  Cross 
subscribers  to  comprehensive  plan  cov- 
erage and  (2)  increased  utilization 
review  efforts  both  by  individual  hospi- 
tals and  by  Blue  Cross. 


Susquehanna;  James  L.  Wilson  of 
Wellsboro;  Nicholas  J.  Pozza  of  Oil 
City;  Donald  J.  Furman  of  Warren; 
Herbert  J.  Levin  of  Donora;  Emil  T. 

Health  Department  executive 

John  W.  Simmons,  M.D.,  has  been 
appointed  executive  deputy  secretary 
of  health  for  the  Pennsylvania  Depart- 
ment of  Health,  succeeding  John  R. 
Clark. 

Dr.  Simmons  was  formerly  special 
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assistant  to  Secretary  of  Health  J. 
Finton  Speller,  M.D.  In  that  capacity, 
he  has  been  coordinating  and 
evaluating  Health  Department  pro- 
grams with  Leonard  Bachman,  M.D., 
the  governor’s  health  services  director. 


Niessen  of  Honesdale;  Leslie  S.  Pierc 
of  Greensburg;  John  S.  Rinehimer,  J r 
of  Tunkhannock  and  William  C.  Lang 
ston  of  York. 

named 

in  preparation  for  a reorganization 
the  department. 

He  is  a graduate  of  Hahneman/I^ 
Medical  College  and  Hospital,  Phila 
delphia,  and  received  his  master  o 
public  health  degree  in  1970  fror 
John’s  Hopkins  University,  Baltimort 
He  is  a member  of  the  National  Medtl‘i 
cal  Society,  the  American  Chemict 
Society,  the  American  Association  fo 
the  Advancement  of  Science,  and  th 
American  Public  Health  Association.  - 

His  faculty  appointments  includ 
Hahnemann  Medical  College  and  Hos 
pital  and  the  Philadelphia  College  o 
Textiles  and  Science.  He  is  also 
member  of  Governor  Milton  J ' 
Shapp’s  task  force  to  improve  healt 
care  for  the  6,000  convicts  in  Pennsy  ip 
vania.  ' In 

!oi 

Dr.  Munger  named  head  ' ; 

A new  president  has  been  chosen  fo  il 
the  Humanity  Gifts  Registry,  former!'  lai 
the  Anatomical  Board  of  the  Com 
monwealth  of  Pennsylvania.  He  i'  ii! 
Bryce  L.  Munger,  M.D.,  chairman  o'  ‘a 
anatomy  at  the  Milton  S.  Hershe^  lid 
Medical  Center  of  Pennsylvania  Stab 
University.  , _ 
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|Ad  hoc  committee  will  study  communications 


; An  ad  hoc  committee  will  be  study- 
•ing  a proposal  to  establish  a depart- 
iment  of  communications  to  replace  the 
Council  on  Public  Service  as  a result 
of  action  taken  by  the  1972  House  of 
Delegates  of  the  State  Society. 

The  recommendation  came  to  the 
House  from  the  Reference  Committee 
on  Constitution  and  Bylaws  after  it 
|heard  testimony  on  a proposal  from 
;the  Board  of  Trustees  for  the  establish- 
jment  of  a “new  communications 
division  as  an  administrative  arm  sup- 
porting all  areas  of  Society  activity  and 
(reporting  to  the  executive 
director.. .The  development  of  a com- 
munications division  would  eliminate 
the  need  for  the  Council  on  Public 
Service.” 

Appointed  by  House  Speaker 
William  Y.  Rial,  M.D.,  the  committee 
is  composed  of  the  following  members: 

Reynolds  Crane,  M.D.,  vice- 
president,  representing  the  Board  of 
Trustees;  Robert  N.  Moyers,  M.D., 
representing  the  Council  on  Public 
Service;  John  L.  Kelly,  M.D.,  of  the 
Committee  on  Objectives;  and  the  fol- 
lowing four  members  representing  the 
House  of  Delegates;  E.L.  Abernathy, 
M.D.,  Washington  County;  John  H. 
Harris,  Jr.,  M.D.,  Cumberland 
County;  Samuel  B.  Hadden,  M.D., 
Philadelphia  County;  and  C.  William 
Weisser,  M.D.,  Allegheny  County.  Dr. 
Hadden  was  appointed  chairman  of 
(he  committee,  which  is  to  report  back 


to  the  House  of  Delegates  at  the  next 
Annual  Session. 

Background  information  on  the  sub- 
ject appears  in  the  Proceedings  of  the 


At  its  annual  meeting  recently,  the 
Pennsylvania  Cancer  Coordinating 
Committee  elected  Robert  C.  Eyerly, 
M.D.,  Geisinger  Medical  Center,  Dan- 
ville, as  chairman  and  Hugh  R.  Gil- 
more, Jr.,  M.D.,  Pennsylvania  Depart- 
ment of  Health,  as  secretary. 

The  group  coordinates  the  cancer 
programs  of  the  Pennsylvania  and 
Philadelphia  Divisions  of  the  American 
Cancer  Society,  the  Pennsylvania  Med- 
ical Society,  the  Pennsylvania  Dental 
Association,  the  Pennsylvania  Depart- 
ment of  Health,  the  Pennsylvania  Os- 
teopathic Medical  Association,  the 
Wainwright  Tumor  Clinic  Association, 
the  Pennsylvania  Veterinary  Medical 
Association,  the  Western  Pennsylvania 
Regional  Medical  Program,  and  the 
Pennsylvania  Liaison  Fellows  of  the 
American  College  of  Surgeons. 

High  mortality  rates  from  lung 
cancer  and  from  cervical  cancer  are 
chief  areas  of  concern.  The  committee 
urges  educational  programs  for  school 
children  in  both  elementary  grades  and 
in  high  school  as  a means  of  decreasing 
the  number  of  cigarette  smokers. 

It  also  advocates  a Pap  smear  for  all 
women,  especially  those  over  age  40 


1972  Annual  Session  of  the  House  of 
Delegates  in  Appendix  D on  page  102 
and  Appendix  J on  page  113  of  this 
issue. 


and  is  urging  adoption  of  a voluntary 
hospital  rule  that  all  women  patients  re- 
ceive a Pap  smear  unless  they  have  had 
one  within  the  past  year  or  unless  con- 
traindicated. 


WILLIAM  Y.  RIAL,  M.D.,  Swarthmore, 
is  the  new  vice-speaker  of  the 
Congress  of  Delegates  of  the  Ameri- 
can Academy  of  Family  Physicians. 
He  was  speaker  of  the  House  of  Dele- 
gates of  the  Pennsylvania  Academy 
of  Family  Physicians  from  1961 
through  1969  and  is  currently  speak- 
er of  the  House  of  Delegates  of  the 
Pennsylvania  Medical  Society. 


Cancer  committee  elects  officers 
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Plan  in  advance — don’t  hire  headache! 


LEIF  C.  BECK,  LL.B. 
Bala  Cynwyd 


My  recent  series  of  articles  dealt  with  creation  of  a group 
practice  by  combining  several  previously  active  practices. 
Medical  groups  also  develop,  however,  by  direct  hiring  of 
young  physicians  finishing  their  residency,  military  service 
or  the  like.  These  new  doctors  have  no  existing  practice  to 
contribute,  no  patients,  no  equipment  and  no  past  record  of 
earnings,  efficiency  or  patient  acceptance.  Hence,  the 
! problem  is  what  will  be  a fair  financial  and  working  ar- 
jrangement  to  attract  and  satisfy  the  new  doctor  while  pro- 
jtecting  the  physician  or  group  employing  him. 

Initially,  one  must  recognize  that  the  precise  answers  will 
vary  rather  dramatically  among  different  circumstances, 
controlled  essentially  by  the  law  of  supply  and  demand.  For 
instance,  certain  specialties  tend  to  command  higher 
starting  salaries  than  do  others,  while  some  localities  tend  to 
have  higher  economic  levels  than  others.  Just  as  obviously, 
the  personal  and  professional  qualities  of  both  the  new 
doctor  and  the  hiring  doctor  will  affect  how  attractive  an 
offer  must  be  to  become  accepted. 

I have  occasionally  been  asked  to  advise  a doctor  on  ex- 
actly what  to  offer  his  potential  new  physician-employee. 
This  is  an  impossible  question  in  the  abstract,  for  even  my 
experience  with  previous  clients  cannot  dictate  what  is 
proper  for  the  next  one.  There  are,  however,  some  specific 
considerations  and  benefits  which  I normally  review  to  help 
develop  a satisfactory  result. 

Short-Teim  Economic  Effect  on  the  Employing  Doctor 

Although  the  employing  doctor  or  group  invariably  seeks 
an  additional  doctor  for  long-term  considerations  (to  handle 
the  increasing  patient  load,  to  share  responsibility,  review, 
X)verage,  etc.)  the  employer  should  be  aware  of  the  likely 
short-term  effect  on  his  own  net  income.  First  of  all,  the 
X)st  of  hiring  another  doctor  will  be  considerably  more  than 
ust  the  agreed  salary.  If,  for  example,  a “package”  of  em- 
l^aloyee  benefits  (many  of  which  are  discussed  in  later  sec- 
tions of  this  article)  is  offered  to  the  new  doctor,  the  addi- 
ional  cost  of  those  benefits  may  well  amount  to  upwards  of 
510,000. 

The  hiring  may  also  necessitate  moving  to  larger  office 
pace,  buying  more  equipment  and  employing  more  sup- 
jorting  personnel  (nurses,  secretaries,  bookkeepers,  etc.). 
To  continue  the  expanded  practice  without  enough  ex- 
imining  rooms,  equipment  and  lay  assistance  would  indeed 
)y  a false  economy,  although  a hiring  doctor  too  often  tends 
o ignore  or  resist  these  accompanying  changes.  The 
:hanges  may  add  $10,000  to  $20,000  to  the  first-year  cost 
>f  the  new  medical  help. 

While  the  first-year  expenditures  due  to  a new  physician 
■^ould  thus  add  up  to  $50,000  or  more,  one  should  question 
low  much  fee  income  will  be  received  because  of  his  pres- 
! : nee.  In  many  cases,  it  will  be  considerably  less  than  his 
:ost.  Since  the  new  doctor  will  begin  his  employment  with 
1 10  patient  load  at  all,  it  will  obviously  take  a period  of  time 


(perhaps  several  years)  for  him  to  gradually  develop  a com- 
parable volume.  Similarly,  even  if  the  existing  practice  has 
an  overflow  of  business  there  may  be  a considerable  time 
delay  in  integrating  the  new  doctor  into  that  activity.  Final- 
ly, the  normal  time  elapsed  between  performance  of  a serv- 
ice and  collection  of  the  fee  will  result  in  very  little  income 
from  the  new  doctor’s  work  during  the  first  two  or  three 
months  regardless  of  his  activity  - a factor  which  may  mean 
only  nine  or  ten  months’  income  during  his  first  full  year  of 
work. 

These  first-year  economic  factors  are  not  intended  to  dis- 
suade one  from  seeking  additional  help.  Rather,  they  should 
be  recognized  and  evaluated  so  the  hiring  doctor  will  be 
able  to  plan  his  personal  economics  to  what  may  be  a year 
of  lower  income.  This  is  particularly  true  of  an  incorporated 
physician,  for  the  income  and  expense  projection  may  in- 
dicate a need  to  reduce  the  owner’s  salary.  Such  a step  is  far 
better  taken  in  advance  than  at  a later  date  when  an  actual 
negative  cash  flow  begins  to  strike. 

Promises  of  Partnership 

There  seems  to  have  developed  a common  practice  of 
hiring  a new  doctor  as  an  employee  for  one  year  and  then 
taking  him  in  as  a partner  or  shareholder  (on  a basis 
gradually  going  towards  equality)  beginning  the  succeeding 
year.  Sometimes  the  new  doctor’s  employment  extends  two 
years  before  partnership,  but  rarely  longer.  When  the  initial 
hiring  is  going  on,  however,  one  must  consider  how  specific 
and  how  binding  to  make  the  future  partnership  arrange- 
ments. 

I feel  strongly  that  neither  party 'should  commit  himself 
to  partnership  arrangements  when  negotiating  the  initial 
year’s  employment.  A prime  purpose  of  the  first  year  is  to 
permit  both  parties  to  appraise  the  desirability  of  working 
together  indefinitely  thereafter,  and  thus  the  future  rela- 
tionship is  best  determined  after  that  appraisal  has  been 
made.  As  a result,  I suggest  language  in  any  written 
employment  offer  along  the  following  lines: 

“The  proposed  employment  will  be  with  a view 
towards  our  thereafter  entering  a partnership  status, 
although  obviously  no  assurance  as  to  the  extended 
relationship  can  be  made  by  either  of  us  at  this  time.  I 
do  not  feel  it  appropriate  to  explore  details  of  our  fu- 
ture status  at  this  time,  although  if  you  desire  I cer- 
tainly think  we  could  discuss  them  in  general,  non- 
binding terms.” 

Amount  of  Compensation 

I have  seen  starting  salaries  ranging  from  $18,000  to  over 
$40,000,  so  there  is  obviously  no  “correct”  figure.  The 
high-income  specialties  and  many  of  the  surgical  specialties 
(orthopedic  surgery,  OB-GYN,  urology,  for  instance)  seem 
particularly  to  be  offering  starting  pay  at  $30,000  and 
higher.  Both  parties  should  recognize,  however,  that  a few 
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thousand  dollars  difference  in  first-year  pay  is  insignificant 
over  the  longer  term. 

I often  encourage  my  clients  to  offer  an  additional  “in- 
centive compensation,”  perhaps  40  or  50  percent  of  the  gross 
income  above  that  necessary  to  meet  the  cost  of  the  new 
doctor.  Such  an  offer  has  the  effect  of  showing  the  new 
doctor  that  the  existing  practice  is  not  trying  to  profit  finan- 
cially on  his  work,  and  is  instead  delighted  for  him  to  benefit 
by  any  profit  he  generates  above  that  basic  earning  level. 

Fringe  Benefits 

As  a minimum,  I believe  the  employer  should  offer  the 
new  doctor  basic  health  insurance  coverage  (Blue 
Cross/Blue  Shield  or  the  equivalent).  If  the  practice  is  incor- 
porated, the  hiring  doctor  or  doctors  (the  corporation’s 
owner  or  owners)  may  well  be  having  their  medical  ex- 
penses, major  medical  insurance  and  accident  and  health 
(disability)  insurance  paid  for  by  the  corporation.  In  that 
event  I strongly  recommend  that  the  equivalent  advantages 
be  offered  the  new  doctor.  It  will  help  show  the  IRS  that  the 
corporation  offers  its  benefits  beyond  Just  the  owners,  and  it 
will  also  convey  to  the  new  doctor  an  intent  to  favor  him 
just  as  the  owners  favor  themselves. 

If  the  practice  is  incorporated,  it  will  also  have  to  consid- 
er the  cost  of  covering  the  new  doctor  in  its  pension  and/or 
profit  sharing  plans.  This  can  be  a very  substantial  addi- 
tional cost  since  the  plans  may  call  for  contribution  up  to 
25  percent  of  the  employees’  salaries.  The  hiring  doctor 
should  be  especially  mindful  of  this  cost  when  first  dis- 
cussing compensation,  and  I advise  his  speaking  in  terms 
combining  both  current  and  deferred  pay  from  the  begin- 
ning. For  instance,  if  a $25,000  salary  is  contemplated  and 
it  would  require  a $5,000  retirement  contribution,  I suggest 
that  the  discussion  clearly  be  in  terms  of  the  $30,000  figure 
from  the  start. 

For  rather  obvious  reasons,  a young  physician  will  quite 
often  prefer  cash  compensation  to  retirement  contribution. 
Hence,  the  hiring  medical  corporation  might  give  him  the 
opportunity  of  declining  coverage  in  the  retirement  plan  or 
plans  for  the  first  few  years,  receiving  the  difference  instead 
as  higher  salary.  In  the  preceding  example,  the  new  doctor 
might  be  offered  a $30,000  starting  salary  if  he  wishes  to 
elect  non-participation  in  the  plan.  This  would  clearly  ap- 
peal to  the  new  doctor  while  not  really  costing  the  corpora- 
tion. 


Payment  of  Expenses 

The  parties  should  also  have  a clear  advance  under- 
standing as  to  what  professional  expenses  the  employer  will 
pay  for  the  new  doctor.  Malpractice  insurance  premiums, 
(perhaps  including  “umbrella”  insurance),  professional  soci- 
ety dues  and  hospital  staff  fees  are  most  often  borne  by  the 
employer.  In  addition,  many  employers  offer  to  pay  the  ex- 
penses for  travel  to  and  attendance  at  professional  educa- 
tion and  society  meetings,  although  it  may  be  desirable  to 
place  a limit  on  such  expenditures  for  the  year.  All  of  these 
expenses  seem  clearly  to  benefit  the  employer  as  well  as  the 
employed  physician. 

Mr.  Beck  is  President  of  Management  Consulting  for 
Professionals,  Ine.  of  Bala  Cynwyd. 


The  hiring  doctor  should  also  consider  whether  to  pay 
the  new  doctor’s  automobile  expenses,  entertainment  ex- 
penses and  the  like.  Especially  if  a professional  corporation  ) 
is  involved  and  such  marginally  appropriate  items  are  being 
provided  for  the  present  physician-owners,  providing  them 
for  a new  doctor  who  is  not  a shareholder  would  help 
improve  the  argument  that  the  expenses  actually  deserve  the 
intended  tax  treatment. 

Whatever  expenses  and  fringe  benefits  the  employer  pays 
for  its  new  doctor  should  clearly  be  evaluated  in  dollar  fig- 
ures, for  the  doctor  should  understand  that  his  compensa- 
tion will  far  exceed  the  amount  of  his  straight  salary.  In 
fact,  the  employing  physician  or  corporation  will  often 
decide  to  reduce  the  straight  salary  offer  by  the  dollar  value 
of  several  fringe  benefits  while  still  providing  the  desired 
compensation  level.  A doctor  willing  to  receive  $30,000  of| 
salary  should,  for  example,  be  delighted  to  receive  instead  a 
$25,000  salary  plus  benefits  which  will  reduce  his  out-of- 
pocket  obligations  by  $5,000. 

Vacations  and  Illness 


The  limits  on  permissible  absence  should  also  be  set  ou 
in  advance  of  the  actual  employment.  Since  one  cannot  re 
ally  anticipate  a person’s  health  or  vacation  attitudes  unti 
actual  work  experiences  have  been  shared,  such  limits  pro 
tect  the  employer.  They  also  are  valuable  to  the  new  em 
ployee  since  he  will  know  his  absence  rights  and  thus  avoic 
embarrassments  if  and  when  the  absences  are  needed  o 
desired. 

I feel  that  a newly  hired  doctor  need  be  offered  only  tw( 
weeks’  vacation  in  his  first  year  of  employment,  but  it  is  no 
unusual  for  clients  instead  to  offer  three  or  four  weeks.  Th 
decision  should  depend  in  large  part  on  how  well  the  ex 
panded  practice  can  be  maintained  during  absence. 

As  to  extended  absence  due  to  illness  or  injury,  profes 
sional  practices  are  generally  willing  to  allow  four  weeks  o 
absence  without  loss  of  jtay  during  the  first  year.  While  th( 
allowable  sick  leave  should  become  still  longer  as  a docto 
works  his  way  into  partnership,  he  has  not  really  earned  ex 
tensive  absence  right  when  so  newly  hired.  Especially  if  th 
employer  carries  some  accident  and  health  (disability)  in 
surance  on  each  physician  or  reimburses  each  physician  fo 
his  own  disability  premiums,  four  weeks  of  paid  absent 
due  to  illness  should  be  quite  generous  at  that  stage  of  th 
employment  relation.  At  any  rate,  the  important  point  i: 
that,  whatever  shall  be  the  limits  and  rights,  they  should 
set  out  in  advance  and  be  respected  by  both  the  old  and  th 
new  doctors. 


Faster,  Harry...  The  Doc’s  Pizza  is  Getting  Cold! 
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Celsus's  empirical  use  of  iron 


Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens— the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 


Hernatinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information,) 


Description:  Each  Pulvule®  contains-^ 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg, 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg, 
(The  total  vitamin  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Irrdlcations;  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia,  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  S,2  with  Intrinsic  Factor^'flhen  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,,  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  (Diphyllo^ 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,2,  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B,2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologicailly,  i.e,,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  T rinsicon  provide  V/i  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uficompliGated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  syraptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor,  For  ex- 
ample, Fouts  et  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  Oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  6,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  /Ac/cf— Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  tack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B,2  interrelationship:  (1)  B,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  6,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  6,2. 

lron~A  very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  larte  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron,  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Iron,  Elemental  (as  Ferrous  Fumarate)  110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid  0.5  mg. 


Ascorbic  Ac/d— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the  , 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form,.  Severe  and  prolonged  vitamin  C deficiency  is  a,ssoctated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  iln  type. 

Contraindications  and  Precautionsi  Anemia  is  a manifestation  that  requires  i 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B,2-defreiency 
states,  such  as  pernicious  anemra.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  6,2  may  result  in  hematologic  re- 
mission but  neurological  progression:. 

As  with  all  prepa ratio, ns  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  Bjj.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B,,2,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  ,rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 

Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  thera,peutic  doses  produces  gastro- 
intestinal, reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  miniiroize  these  effects  in  the  iron-sensitive  patient. 

Dosage;  One  Pulvule  twicea  day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon-*’  (hematinic  concentrate  with  intrinsic  factor, 

Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose*  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 


Innsicon 

Hematinic  Concentrate  with  Intrinsic  Factor 


A Comprdiansive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Recent  Advances  in  Human  Tumor  Immunology 

Part  II 


JOHN  W.  KREIDER,  M.D. 
(ERALD  L.  BARTLETT,  M.D.,  Ph.D. 
Department  of  Pathology 
College  of  Medicine 
The  Pennsylvania  State  University 
Hershey 


The  possibility  that  immunity  may 
be  used  to  treat  neoplastic  disease  offers 
the  attractive  prospects  of  a high  degree 
of  specificity,  “search-and-destroy”  ca- 
pability, and  low  to  absent  morbidity. 
Since  naturally  occurring  tumor  immu- 
nity is  quite  weak,  there  has  been  a 
major  effort  to  develop  methods  for 
augmenting  tumor  inhibitory  Immuni- 
ty. Specific  stimulation  involves  use  of 
the  patient’s  own  tumor  cells,  usually 
after  they  have  been  treated  to  prevent 
growth  of  the  vaccine.  Immunogenicity 
of  the  cells  may  be  increased  by 
coupling  with  other  antigens  or  by 
treatment  with  certain  enzymes  (such 
as  neuraminidase).  Specific  stimulation 
probably  works  by  stimulation  of  "T” 
lymphocyte  populations  clonal ly  com- 
mitted to  respond  to  the  TSTA  in  ques- 
tion. Treatment  with  non-specific 
agents,  (such  as  Poly  I-Poly  C,  BCG,  C. 
parvum,  or  certain  bacterial  products) 
may  result  in  a generalized  increase  in 
immune  responses,  including  tumor  im- 
munity. These  substances  may  act,  in 
part,  by  stimulation  of  the  accessory  ef- 
fectors, especially  the  macrophages. 
Another  possible  form  of  im- 
munotherapy which  has  not  yet  been 
intensively  studied,  would  be  to  use 
specific  antitumor  antibodies  as  carri- 
ers of  chemotherapeutic  or  radiother- 
apeutic  materials,  thus  achieving  selec- 
tive tumor  destruction  simply  by  con- 
centrating the  otherwise  nonspecific 
toxic  materials  in  the  tumor  sites. 

Most  clinical  immunotherapy  trials, 
which  have  used  either  specific  or  non- 
specific methods,  have  been  disap- 
pointing.* In  contrast,  some  dramatic 
results  have  been  achieved  by  tech- 
niques which  seem  to  represent  a com- 
bination of  specific  and  non-specific 
modes  of  immunotherapy;  the  mecha- 
nisms responsible  are  poorly  under- 


stood. This  combination  approach  is 
illustrated  by  the  following  examples. 
Edmund  Klein  has  observed  regression 
of  cutaneous  tumors  following  local 
application  of  an  antigen  to  which  the 
patient  could  mount  a delayed  cu- 
taneous hypersensitivity  reaction. 
Morton  has  obtained  regression  of  cu- 
taneous melanoma  nodules  following 
intralesional  injection  of  living  BCG;  in 
rare  patients,  there  was  regression  of 
distant,  uninjected  lesions  as  well. 
Mathe  reports  delayed  mortality  in 
leukemic  patients  treated  with  intensive 
BCG  administration  and  autogenous 
leukemia  cell  vaccine. 

One  major  danger  of  im- 
munotherapy is  the  possibility  of 
stimulating  the  “B”  lymphocytes  to 
produce  antibodies  which,  although 
specific  for  the  TSTA  of  the  tumor  cell, 
are  not  cytolytic  and  indeed  may 
enhance  tumor  growth  by  blocking  the 
action  of  “T”  lymphocytes.  Recent 
studies  suggest  that  it  may  be  possible 
to  selectively  stimulate  "T”  lympho- 
cytes and  suppress  "B”  lymphocytes. 
Antibody  already  released  into  the 
circulation  could  theoretically  be 
removed  by  immunoadsorbents. 

It  is  a safe  assumption  that  an  im- 
munotherapeutic  approach  to  human 
cancer  is  not  only  feasible  but  practical. 
Tumor  immunology  will  make  a signifi- 
cant contribution  to  the  diagnosis  and 
assessment  of  a human  cancer,  and  will 
play  an  important  role  in  prophylaxis 
and  therapy. 

"It  should  also  be  pointed  out  that  these 
trials  have  been  conducted  almost 
exclusively  in  situations  where,  at  best, 
they  would  be  least  likely  to  succeed; 
namely  in  patients  with  terminal,  dis- 
seminated disease,  following  failure  of 
the  "standard"  modalities  of  cancer 
therapy. 


/ANGER  FORUM  — presented  cooperatively  by  the  PMS  Council  on  Education  and  Science,  the  Pennsylvania  and  Philadelphia 
livisions  of  the  American  Cancer  Society,  and  the  Cancer  Control  Section,  Pennsylvania  Department  of  Health.  The  Cancer 
■orum  is  edited  by  Roland  A.  Loeb,  M.D.,  Lancaster. 
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All  continuing  medical  education  programs  planned 
by  any  of  these  institutions  may  be  reported  on  an 
hour-for-hour  basis  for  credit  in  Category  I toward  the 
AMA  Physician’s  Recognition  Award  and  the  PMS 
membership  requirement. 


Medical  Schools 

Albany  Medical  College  of  Union  University 
Albert  Einstein  College  of  Medicine  of  Yeshiva  Univer- 
sity 

Boston  University  School  of  Medicine  (Division  of  Psy- 
chiatry) 

Chicago  Medical  School  (Department  of  Psychiatry) 
College  of  Physicians  and  Surgeons  of  Columbia  Uni- 
versity 

Columbia  University  School  of  Public  Health  and  Ad- 
ministrative Medicine 
Cook  County  Graduate  School  of  Medicine 
Duke  University  Medical  School 

French  and  Polyclinic  Medical  School  and  Health 
Center 

George  Washington  University  Medical  Center 
Hahnemann  Medical  College 
Harvard  Medical  School 
Howard  University  College  of  Medicine 
Indiana  University  School  of  Medicine 
Jefferson  Medical  College  of  Philadelphia 
Loma  Linda  University  School  of  Medicine 
Louisiana  State  University  School  of  Medicine 
Mayo  Clinic  (Mayo  Graduate  School  of  Medicine) 
Medical  College  of  Georgia 
Medical  College  of  Virginia  School  of  Medicine 
Medical  University  of  South  Carolina 
Ohio  State  University  College  of  Medicine  (Center  for 
Continuing  Medical  Education) 

Page  and  William  Black  Postgraduate  School  of  Medi- 
cine 

St.  Louis  University  School  of  Medicine  (Department  of 
Neurology  and  Psychiatry) 

Stanford  University  School  of  Medicine 
State  University  of  New  York  at  Buffalo  School  of  Medi- 
cine 

State  University  of  New  York,  Downstate  Medical 
Center 

Tufts  University  School  of  Medicine 
University  of  Alabama  School  of  Medicine 
University  of  California,  Irvine-California  College  of 
Medicine 

University  of  California,  Los  Angeles  School  of  Medi- 
cine (UCLA  Center  for  Health  Sciences) 

University  of  California,  San  Francisco  (Continuing  Ed- 
ucation in  Health  Sciences) 

University  of  Chicago 

University  of  Cincinnati  College  of  Medicine 
University  of  Colorado  School  of  Medicine 
University  of  Florida  College  of  Medicine 
University  of  Iowa  College  of  Medicine 


University  of  Kansas  School  of  Medicine 
University  of  Kentucky  College  of  Medicine 
University  of  Maryland  School  of  Medicine 
University  of  Miami  School  of  Medicine 
University  gf  Michigan  School  of  Medicine 
University  of  Minnesota  Medical  School 
University  of  Mississippi  School  of  Medicine 
University  of  Missouri-Columbia  School  of  Medicine 
University  of  Missouri-Kansas  City  School  of  Medicinf 
(Kansas  City  S.W.  Clinical  Society) 

University  of  Nebraska  Medical  Center 
University  of  New  Mexico  School  of  Medicine  and  Nev 
Mexico  Regional  Medical  Program 
University  ot  North  Carolina  School  of  Medicine 
University  of  Oklahoma  Medical  Center 
University  of  Oregon  Medical  School 
University  of  Pennsylvania  School  of  Medicine 
University  of  Pittsburgh  School  of  Medicine 
University  of  Southern  California  School  of  Medicine 
University  of  Tennessee  College  of  Medicine 
University  of  Texas  Graduate  School  of  Biomedica 
Sciences  at  Houston 
University  of  Texas  Medical  Branch 
University  of  Texas  Medical  School  at  San  Antonio 
University  of  Texas  S.W.  Medical  School  at  Dallas 
University  of  Utah  College  of  Medicine 
University  of  Washington  School  of  Medicine 
University  of  Wisconsin  Medical  School 
Vanderbilt  University  School  of  Medicine 
Yale  University  School  of  Medicine 
Specialty  Societies 
American  Academy  of  Allergy 
American  Academy  of  Dermatology 
American  Academy  of  Facial,  Plastic  and  Reconstruc 
tive  Surgery,  Inc. 

American  Academy  of  Family  Physicians 
American  Academy  of  Neurology 
American  Academy  of  Orthopaedic  Surgeons 
American  Academy  of  Pediatrics 
American  Association  for  Clinical  Immunology  an 
Allergy 

American  Association  of  Neurological  Surgeons 
American  College  Health  Association 
American  College  of  Allergists 
American  College  of  Cardiology 
American  College  of  Chest  Physicians 
American  College  of  Gastroenterology 
American  College  of  Physicians 
American  College  of  Psychiatrists 
American  College  of  Surgeons 
American  Electroencephalographic  Society 
American  Institute  for  Psychoanalysis 
American  Psychiatric  Association 
American  Psychoanalytic  Association 
American  Society  of  Anesthesiologists 
American  Society  of  Clinical  Pathologists 

(Continued  on  page  2 
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American  Society  of  Contemporary  Medicine  and  Sur- 
gery/Society for  Contemporary  Ophthalmology 
American  Urological  Association,  Inc. 

Arthritis  Foundation  and  Constituent  Societies 
Boston  Psychoanalytic  Society  and  Institute,  Inc. 

Chicago  Ophthalmological  Society 
Louisiana  Thoracic  Society 
New  Orleans  Academy  of  Ophthalmology 
Nuclear  Medicine  Institute 

Oregon  Academy  of  Ophthalmology  and  Otolaryngo- 
logy 

Research  Study  Club  of  Los  Angeles,  Inc. 

Rogers  Heart  Foundation,  Inc. 

Washington  Psychoanalytic  Society 

Voluntary  Health  Agencies 
American  Cancer  Society,  Inc. 

American  Diabetes  Association,  Inc. 

American  Heart  Association,  Inc. 

State  Medical  Associations  and  Societies 

Academy  of  Medicine  of  New  Jersey 

Medical  and  Chirurgical  Faculty — State  of  Maryland 

New  Mexico  Medical  Society 

Postgraduate  Medical  Institute,  Boston,  Mass. 

jHlospitals 

'^dolf  Gundersen  Medical  Foundation,  LaCrosse,  Wis. 

M<ron  City  Hospital,  Akron,  Ohio 

Mbert  Einstein  Medical  Center,  Philadelphia,  Pa. 

Salifornia  Hospital  Medical  Center,  Los  Angeles,  Calif. 
Sedars-Sinai  Medical  Center,  Los  Angeles,  Calif. 

Ohapman  General  Hospital,  Orange,  Calif. 

Children’s  Hospital,  Denver,  Colo. 

Children’s  Hospital,  Long  Beach,  Calif. 

[Children’s  Hospital,  San  Francisco,  Calif, 
i Children’s  Hospital  of  Los  Angeles  (Division  of  Anes- 
thesia) Los  Angeles,  Calif. 

Children’s  Hospital  of  Orange  County,  Orange,  Calif. 
Cleveland  Clinic  Educational  Foundation 
bonemaugh  Valley  Memorial  Hospital,  Johnstown,  Pa. 
Cooper  Hospital  (The),  Camden,  N.J. 

Delaware  County  Memorial  Hospital,  Drexel  Hill,  Pa. 

Itiwyn  Institute,  Elwyn,  Pa. 

■ulierton  Community  Hospital,  Fullerton,  Calif. 

Ceneral  Hospital,  County  of  Ventura,  Ventura,  Calif. 

Good  Samaritan  Hospital  and  Medical  Center,  Portland, 
Oreg. 

Hospital  of  the  Good  Samaritan,  Los  Angeles,  Calif, 
nstitute  of  the  Pennsylvania  Hospital,  Philadelphia,  Pa. 
(aiser  Foundation  Hospital,  Harbor  City,  Calif. 

Caiser  Foundation  Hospital,  Hayward,  Calif, 
vaiser  Foundation  Hospital,  Los  Angeles,  Calif. 

(aiser  Foundation  Hospital,  Oakland,  Calif. 

(aiser  Foundation  Hospital,  Redwood  City,  Calif. 

(aiser  Foundation  Hospital,  Richmond,  Calif. 

(aiser  Foundation  Hospital,  San  Francisco,  Calif. 

.aiser  Foundation  Hospital,  Santa  Clara,  Calif. 

(aiser  Foundation  Hospital,  Vallejo,  Calif. 

((aiser  Foundation  Hospital,  Walnut  Creek,  Calif, 
ahey  Clinic  Foundation,  Boston,  Mass, 
ong  Beach  Community  Hospital,  Long  Beach,  Calif. 

,ong  Island  Jewish  Hospital,  New  Hyde  Park,  N.Y. 

(Continued  on  page  29) 


Beecham  found  it, 
named  it, 

put  it  in  your  hands 


Prescribe 

the  discoverer’s  brand 

idiaciiiiir 

(ampicillin  trihydrate) 


•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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Beecham-Massengill  Pharmaceuticals 
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DESCRIPTION:  Methyltestosterone  is  17/;*HydfOxy-17-Methylandrosl- 
3one. 

ACTIONS:  Methyltestosterone  is  an  oil  soluble  androgenic  hormone. 


ALSO  AVAILABLE  FOR  THE  TREATMENT  OF 


due  to  androgenic  deficiency  in  the  American  male 


Android 

Methyltestosterone  N.F.-5  mg. 

Android  1 10 

Methyitestosterone  N.F.-10  mg. 

Android  1 25 

Methyitestosterone  N.F.  - 25  mg. 


INDICATIONS:  In  the  male:  1.  Eunuchoidism  and  eunuchism.  2.  I 
climacteric  symptoms  when  these  are  seconlary  to  androgen  deficie 
3.  Impotence  due  to  androgenic  deficiency.  4.  Postpuberal  cryi 
chidism  with  evidence  of  hypogonadism. 

Cholestatic  hepatitis  with  jaundice  and  altered  liver  function  tests, 
as  increased  BSP  retention  and  rises  in  SCOT  levels,  Lave  been  repc 
after  Methyitestosterone.  These  changes  appear  to  be  relatec 
dosage  of  the  drug.  Therefore,  in  the  presence  of  any  changes 
function  tests,  drug  should  be  discontinued. 


I' 


PRECAUTIONS:  Prolonged  dosage  of  androgen  may  result  in  sod 
fluid  retention.  This  may  present  a problem,  especially  in  pati' 
with  compromised  cardiac  reserve  or  renal  disease.  In  treating  rr 
for  symptoms  of  climacteric,  avoid  stimulation  to  the  point  of  incr 
ing  the  nervous,  mental, 'and  physical  activities  beyond  the  patm 
cardiovascular  capacity. 


I 


CONTRAINDICATIONS;  Contraindicated  in  persons  with  known  or 
pected  carcinoma  of  the  prostate  and  in  carcinoma  of  the  male  bri, 
Contraindicated  in  the  presence  of  severe  liver  damage. 


WARNINGS:  If  priapism  or  other  signs  of  excessive  sexual  stimuM 
develop,  discontinue  therapy.  In  the  male,  prolonged  administratio’ 
excessive  dosage  may  cause  inhibition  of  testicular  function, 
resultant  oligospermia  and  decrease  in  ejaculatory  volume.  Use 
iously  in  young  boys  to  avoid  premature  epiphyseal  closure  or  | 
cocious  sexual  development.  Hypersensitivity  and  gynecomastia 
occur  rarely.  P6I  may  be  decreased  in  patients  taking  androg 
Hypercalcemia  may  occur,  particularly  during  therapy  for  met. 
breast  carcinoma.  If  this  occurs,  the  drug  should  be  discontinued 


ADVERSE  REACTIONS:  Cholestatic  Jaundice  • Oligospermia  jnii 
creased  ejaculatory  volume.  • Hypercalcemia  particularly  in  pati 
with  metastic  breast  carcinoma.  This  usually  indicates  progressio 
bone  metastases.  • Sodium  and  water  retention  • Priapism  • v;k 
ration  in  female  patients  • Hypersensitivity  and  gynecomastia 


DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  stncly  individual' 
as  patients  vary  widely  in  requirements.  Daily  requirements  are  i 
administered  in  divided  doses.  The  following  chart  is  suggested  s' 
average  daily  dosage  guide. 


INDICATION 


In  the  male: 

Eunuchoidism  and  eunuchism 
Male  climacteric  symptoms  and  impotence 
due  to  androgen  deficiency 
Postpuberal  cryptorchism 


Average  Daily  Do  c 

Tablets 


i- 


JT 


HOW  SUPPLIED;  5.  10.  25  mg.  in  bottles  of  60.  250. 
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THE  BROWN  PHARMACEUTICAL  CO.,  II 

2500  West  6th  Street,  Los  Angeles,  California  900 
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Lovelace  Foundation  for  Medical  Education  and 
Research,  Albuquerque,  N.  Mex. 

Memorial  Hospital  Medical  Center,  Long  Beach,  Calif. 
'Menorah  Medical  Center,  Kansas  City,  Missouri 
Midway  Hospital,  Los  Angeles,  Calif. 

'Mills  Memorial  Hospital,  San  Mateo,  Calif. 

Mound  Park  Hospital  Foundation,  Inc.,  St.  Petersburg, 
Fla. 

(Mt.  Sinai  Hospital  Greater  Miami,  Miami  Beach,  Fla. 

IMt.  Zion  Hospital  and  Medical  Center,  San  Francisco, 
Calif. 

I O’Connor  Hospital,  San  Jose,  Calif. 

Orthopaedic  Hospital,  Los  Angeles,  Calif. 

Pacific  Hospital  of  Long  Beach,  Long  Beach,  Calif. 
Postgraduate  Institute  of  the  New  York  Eye  and  Ear  In- 
■ firmary,  New  York,  N.Y. 

Presbyterian  Hospital  of  Pacific  Medical  Center,  San 
Francisco,  Calif. 

Roseville  Community  Hospital,  Roseville,  Calif. 

3t.  Barnabas  Medical  Center,  Livingston,  N.J. 

St.  Francis  Hospital,  Trenton,  N.J. 

,3t.  Jude  Hospital,  Fullerton,  Calif. 

San  Joaquin  General  Hospital,  Stockton,  Calif. 

Santa  Monica  Hospital  Medical  Center,  Santa  Monica, 
Calif. 

Scott  and  White  Memorial  Hospital,  Temple,  Tex. 
Sequoia  Hospital  District,  Redwood  City,  Calif. 

Sonoma  Valley  District  Hospital,  Sonoma,  Calif. 

South  Coast  Community  Hospital,  South  Laguna,  Calif, 
/alley  Presbyterian  Hospital,  Van  Nuys,  Calif, 
i/ariety  Children’s  Hospital,  Miami,  Florida 
Virginia  Mason  Medical  Center,  Seattle,  Wash. 

A/atson  Clinic,  Lakeland,  Fla. 

Nest  Pennsylvania  Hospital,  Pittsburgh,  Pa. 

Nest  Valley  Community  Hospital,  Encino,  Calif. 

A/illiam  S.  Hall  Psychiatric  Institute,  Columiba,  S.C. 
A/oodland  Clinic  Medical  Group,  Woodland,  Calif. 

/ork  Hospital,  York,  Pa. 

)thers 

\merican  Medical  Association 

vrmed  Forces  Institute  of  Pathology,  Washington,  D.C. 
irigham  Young  University,  Provo,  Utah 
/enter  for  Disease  Control,  Atlanta,  Ga. 

;hicago  Medical  Society 
/Olby  College,  Waterville,  Maine 

;ommission  on  Professional  and  Hospital  Activities, 
Ann  Arbor,  Mich. 

alias  Southern  Clinical  Society,  Dallas,  Tex. 

'epartment  of  the  Air  Force,  Division  of  Medical  Edu- 
cation, Washington,  D.C. 

epartment  of  the  Army,  Office  of  the  Surgeon  General, 
Washington,  D.C. 

iternational  Academy  of  Pathology,  Washington,  D.C. 
iterstate  Postgraduate  Medical  Association  of  North 
America,  Madison,  Wis. 
lontelores  Medical  Society,  Cortez,  Colo, 
orth  West  Ohio  Institute  for  Continuing  Medical  Edu- 
cation, Toledo,  Ohio 

■ ak  Ridge  Association  University,  Oak  Ridge,  Tenn. 
maha  Mid-West  Clinical  Society,  Omaha,  Nebr. 

_hil  Thorek  Postgraduate  Courses,  Chicago,  III. 
ostgraduate  Center  for  Mental  Health,  New  York,  N.Y. 
udolph  Ellender  Medical  Foundation,  Inc.,  Houma,  La. 
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put  it  in  your  hands 


Prescribe 

the  discoverer’s  brand 

Pyopen' 

(disodium  carbenicillin) 

‘vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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UticilliriVK 

(potassium  phenoxymethyl  penicillin, US.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


> 1972  THE  UPJOHN  COMPANY  JA72-2144-6 


; I 4C  '*00  9 586.1 
' I ^ JOO  rablets 

Uticillin®  VK  =: 

_ I ^*****^'**ffpwf« 

250  mg.  : 

(400,000  unrtri^ 

whthour 


new  mennbers 


ALLEGHENY  COUNTY: 

Peter  J.  Jannetta,  M.D.,  University  of  Pittsburgh,  Pittsburgh 
15213. 

Maurice  S.  Albin,  M.D.,  1083  Scaife  Hall,  Pittsburgh  15213. 

Carolyn  H.  Anderson,  M.D.,  114  Woodshire  Dr.,  Pittsburgh 
15215. 

Dilipkumar  Das,  M.D.,  West  Penn  Hospital,  Pittsburgh  15224. 

Heywood  A.  Haser,  M.D.,  255  McKenzie  Dr.,  Pittsburgh  15235. 

Ernest  S.  Hendrickson,  M.D.,  3811  O’Hara  St.,  Pittsburgh 
15213. 

Ronald  V.  Pellegrini,  M.D.,  MD  Building,  1501  Locust  St.,  Pitts- 
burgh 15213. 

Clarita  P.  Ramos,  M.D.,  Suburban  General  Hospital,  Pittsburgh 
15202. 

Richard  S.  Ruben,  M.D.,  Magee  Woman’s  Hospital,  Pittsburgh 
15213. 

Horacio  Spina,  M.D.,  3811  O’Hara  St.,  Pittsburgh  15213. 

Yuh  Chyuang  Tsai,  M.D.,  3603  Parkview  Ave.,  Pittsburgh 
15213. 

BLAIR  COUNTY: 

Lawrence  M.  Ervin,  M.p.,  931  Main  St.,  Coalport  16627. 

CUMBERLAND  COUNTY: 

J.  Craig  Jurgensen,  M.D.,  47  W.  Pomfret  St.,  Carlisle  17013. 

ELK-CAMERON  COUNTY: 

James  R.  Black  II,  M.D.,  Medical  Arts  Bldg.,  St.  Marys  15857. 

FAYETTE  COUNTY: 

Byunghak  Jin,  M.D.,  113  Hague  Lane,  Uniontown  15401. 

Thomas  P.  Gessner,  M.D.,  Northwest  Dr.,  Morgantown,  W.  Va. 
26505. 

I FRANKLIN  COUNTY: 

Pablo  R.  Areza,  M.D.,  901  Wallace  Ave.,  Chambersburg  17201. 

Jon  Garry  Beidler,  M.D.,  156  Harvest  Lane,  Chambersburg 

: 17201. 

Quirico  R.  Magbojos,  M.D.,  901  Wallace  Ave.,  Chambersburg 
17201. 

fZenaida  V.  Magbojos,  M.D.,  901  Wallace  Ave.,  Chambersburg 

i 17201. 


MiFFERSON  COUNTY 

Gary  K.  Buffington,  M.D.,  Eglin  A.F.  Reg.  Hospital,  Valparaiso, 
^ Fla.,  32542. 

LACKAWANNA  COUNTY: 

j Robert  V.  Davis,  M.D.,  431  Wyoming  Ave.,  Scranton  18503. 

LEHIGH  COUNTY: 

James  S.  Blanc,  M.D.,  2200  Hamilton  St,  Allentown  18104. 

iMcKEAN  COUNTY: 

Nelia  T.  Aguinaldo,  M.D.,  Rm.  304,  1.0. 0.F.  Building,  Bradford 
i 16701. 

; MONROE  COUNTY: 

! William  J.  Martucci,  M.D.,  Main  St,  Brodheadsville  18322. 

: MONTGOMERY  COUNTY: 

Philip  A.  Rosenfeld,  M.D.,  1245  Highland  Ave.,  No.  502,  Ab- 

ington  19001. 

‘ MONTOUR  COUNTY: 

‘ J.  Robert  Burns,  M.D.,  Geisinger  Clinic,  Danville  17821. 

1 J.  Bruce  Ruppenthal,  M.D.,  101  Laura  Dr.,  R.D.  4,  Danville 
17821. 

► MORTHAMPTON  COUNTY: 

^ ^aul  Tsen-Hsu  Yu,  M.D.,  Easton  Hospital,  Easton  18042. 
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Prescribe 
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Bactociir 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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's  in  the  news 


CHARLES  L.  DePRIEST,  M.D., 
Mt.  Pleasant,  was  honored  at  a dinner 
on  the  occasion  of  his  retirement  after 
forty-one  years  of  medical  service. 

LEON  GANDER,  M.D.,  San  An- 
tonio, Texas,  has  been  appointed 
chairman  of  the  department  of  medi- 
cine at  the  Daroff  Division  of  Albert 
Einstein  Medical  Center  and  professor 
of  medicine  at  Jefferson  Medical 
College.  He  was  formerly  professor  and 
chairman  of  the  department  of  physiol- 
ogy and  medicine  at  the  University  of 
Texas  Medical  School. 


DR.  GANDER  DR.  LAUCKS 


STANLEY  P.  LAUCKS,  SR.,  M.D., 
former  clinical  director  of  the  Harris- 
burg State  Hospital,  has  accepted  the 
position  of  coordinator  of  psychiatric 
services  at  York  Hospital.  He  is  a 
member  of  the  American  College  of 
Physicians  and  a fellow  of  the  Ameri- 
can Psychiatric  Association  and  the 
Pennsylvania  Psychiatric  Society. 

SHELDON  G.  COHEN,  M.D., 
Wilkes-Barre,  has  been  named  as  a 
special  consultant  to  the  National  Insti- 
tute of  Allergy  and  Infectious  Diseases 
of  the  National  Institutes  of  Health.  He 
is  professor  of  experimental  biology  at 
Wilkes  College  and  1971  recipient  of 
the  American  Academy  of  Allergy’s 
distinguished  service  award. 

RICHARD  A.  CROCCO,  M.D., 
Strafford,  has  been  appointed  assistant 
chief  of  the  family  therapy  unit  of 
Thomas  Jefferson  University,  a divi- 
sion of  the  university’s  Community 
Mental  Health  Center. 

M B.  WALKOW,  M.D.,  Allentown, 
was  recently  honored  at  a dinner  given 
by  patients  and  friends  to  honor  his 
forty-seven  years  of  medical  practice.  A 
room  at  the  Allentown-Sacred  Heart 
Hospital  was  named  for  him. 

R.J.  HANGEN,  M.D.,  Ashley,  has 
retired  after  fifty  years  of  service  to  his 
community. 

MILTON  J.  FREIWALD,  M.D., 
Philadelphia,  has  been  selected  bv  the 
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Office  of  International  Health  of  the 
U.S.  Department  of  Health,  Education, 
and  Welfare  to  represent  the  United 
States  in  studies  to  be  carried  out  at  the 
Helmholtz  Eye  Institute  in  Moscow, 
U.S.S.R.,  for  the  unsolved  causes  of 
blindness.  Dr.  Freiwald  is  a diplomate 
of  the  American  Board  of  Ophthalmo- 
logy and  a fellow  of  the  International 
College  of  Surgeons.  He  serves  on  the 
staffs  at  Albert  Einstein  Medical 
Center,  St.  Luke’s  Hospital  and 
Children’s  Center,  Philadelphia. 

WILLIAM  R.  VINCENT,  M.D., 
Los  Angeles,  Cal.,  has  joined  the  facul- 
ty of  the  Milton  S.  Hershey  Medical 
Center  of  Pennsylvania  State  Universi- 
ty as  associate  professor  of  pediatrics 
and  chief  of  the  division  of  pediatric 
cardiology.  He  was  previously  assistant 
professor  of  pediatric  cardiology  and 
director  of  the  pediatric  cardiac  cathe- 
terization laboratory  and  pediatric  in- 
tensive care  unit  at  the  University  of 
California  School  of  Medicine. 


DR.  VINCENT  DR.  HUNTER 


JAMES  M.  HUNTER,  M.D.,  assist- 
ant professor  of  orthopedic  surgery  at 
Jefferson  Medical  College,  the  ortho- 
pedic surgeon  who  developed  the 
world’s  first  artificial  tendon,  has 
addressed  several  international  meet- 
ings recently.  He  detailed  his  technique 
for  tendon  grafting  at  the  International 
Congress  of  Orthopedic  Surgery  and 
Traumatology  at  Tel  Aviv  and  at  an  as- 
sembly of  the  Israel  Hand  Club  in 
Rehovot.  He  also  addressed  the  French 
Society  for  Plastic  and  Reconstructive 
Surgery  in  Paris. 

DONALD  E.  HARROP,  M.D., 
Phoenixville,  Chester  County  coroner, 
has  been  elected  president  of  the  Penn- 
sylvania State  Coroners’  Association. 
He  is  also  chairman  of  the  PMS  Com- 
mission on  Forensic  Medicine. 

JOHN  J.  DOWNES,  JR.,  M.D.,  sen- 
ior anesthesiologist  and  director  of  the 
intensive  care  unit  at  Children’s  Hospi- 


tal of  Philadelphia,  has  been  named 
director  of  the  hospital’s  anesthesiology 
department.  He  is  associate  professor  of 
anesthesia  and  pediatrics  at  the  Univer- 
sity of  Pennsylvania  School  of  Medi- 
cine. 

SAMUEL  LEVIN,  M.D.,  clinical 
director  of  Philadelphia  State  Hospi- 
tal’s North  Unit,  has  retired  after  thirty-i 
six  years  of  service  to  Byberry.  He  is  a 
diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology. 

DAVID  L.  PASKIN,  M.D.,  has 
been  named  director  of  surgical  educa 
tion  at  Pennsylvania  Hospital.  He  is 
head  of  the  hospital’s  shock  and  trauma 
unit  and  an  associate  in  surgery  at  the 
University  of  Pennsylvania  School  of 
Medicine. 
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DR.  PASKIN 

ALVIN  F.  GOLDFARB,  M.D. 
Narberth,  has  been  promoted  from  as 
sociate  professor  to  professor  of  obstet 
rics  and  gynecology  at  Jefferson  Medi 
cal  College  of  Thomas  Jefferson  Uni- 
versity. He  is  charimen  of  the  Pennsyl 
vania  Section  of  the  American  College 
of  Obstetrics  and  Gynecology  and  a 
past-president  of  the  Philadelphia  En 
docrine  Society. 

THOMAS  DETRE,  M.D.,  New 
Haven,  Conn.,  has  been  appointee 
professor  and  chairman  of  the  depart 
ment  of  psychiatry  at  the  University  o; 
Pittsburgh  School  of  Medicine  effective|j,|j 
March  1,  1973.  He  is  professor  of  psy 
chiatry  at  the  Yale  University  School  o 
Medicine  and  psychiatrist-in-chief  a' 
Yale-New  Haven  Hospital.  He  has  alsc 
been  named  director  of  the  Western 
Psychiatric  Institute  and  Clinic 
member  hospital  of  the  Universit) 
Health  Center  of  Pittsburgh. 

Two  associates  in  internal  medicint; 
have  joined  the  medical  staff  a 
Geisinger  Medical  Center.  JOHN  N 
O’ROURKE,  JR.,  M.D.,  has  joined  the,lf  „| 
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allergy  section  and  FRANCIS  J 
VIOZZI,  M.D.,  the  rheumatology  sec-' 
tion.  I 
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editorials 


Exercising 

The  House  of  Delegates  of  the  Pennsylvania  Medical  So- 
i ciety  was  a well  organized  and  smoothly  run  meeting.  Dele- 
' gates  were  informed  and  knowledgeable  on  business  to  come 
, before  the  House,  primarily  because  of  the  excellent  work 
: of  the  reference  committees  in  reviewing  the  resolutions. 

I Summary  reports  of  the  findings  of  these  committees  and 
; their  recommendations  were  distributed  to  each  of  the  dele- 
' gates  at  the  councilor  district  meetings.  There  the  delegates 
had  the  opportunity  to  familiarize  themselves  with  all  the 
•_  recommendations  and  to  decide  whether  they  should  sup- 
I port  the  reference  committee  findings. 

^ In  the  face  of  all  the  criticism  given  organized  medicine 
|j  and  its  legislative  body,  we  should  perhaps  take  a closer 
t look  at  some  of  the  accomplishments  of  the  1972  House  of 
I Delegates. 

One  of  the  major  criticisms  of  the  public  against  the  med- 
ical profession  is  the  alleged  “doctor  shortage”.  In  reality, 
this  complaint  might  be  more  a matter  of  poor  distribution 
of  physicians.  The  Pennsylvania  Medical  Society  has  made 
two  moves  toward  more  equitable  geographic  distribution 
of  physicians.  It  has  recommended  that  medical  schools  in 
Pennsylvania  accept  a higher  proportion  of  students  from 
rural  areas  and  that  educational  loans  be  forgiven  if 
students  agree  to  practice  in  rural  or  other  critical  shortage 
areas  of  the  state. 

A resolution  was  introduced  to  exempt  from  continuing 
education  any  physician  who,  having  attained  the  age  of  65, 

[ would  request  such  exemption.  The  delegates  rejected  this 


democracy 

proposal.  Rejection  was  based  on  the  reasoning  that  it  is  just 
as  necessary  for  an  older  physician  to  keep  up  with  the  ad- 
vances in  medicine  as  it  is  for  the  younger  physician.  It  was 
felt  that  failure  to  maintain  educational  requirements  would 
jeopardize  the  quality  of  patient  care. 

It  is  the  aim  of  Pennsylvania  Medical  Society  and  the 
medical  profession  to  maintain  the  highest  possible  standard 
of  patient  care.  Physicians  are  constantly  seeking  ways  to 
eliminate  the  inadequacies  in  health  care  that  do  exist.  It 
would  be  a serious  mistake  to  lower  our  professional  stand- 
ards on  education. 

Governor  Shapp,  in  his  address  to  the  House,  took  note 
of  the  medical  profession’s  performance  during  the  June 
flood.  We  feel  that  our  achievements  in  this  regard  can  be 
improved.  The  flood  disaster  in  Central  Pennsylvania 
revealed  decided  disorganization  in  medical  communication 
“relative  to  medical  supplies  and  personnel  needs”.  Dele- 
gates adopted  a resolution  for  establishment  of  an  Emer- 
gency Medical  Communications  System  to  better  deal  with 
future  disasters.  It  was  further  recommended  that  the  Penn- 
sylvania Osteopathic  Medical  Association  and  the  Pennsyl- 
vania Pharmaceutical  Association  be  asked  to  cooperate  in 
this  plan. 

Pennsylvania  physicians  can  be  proud  of  the  actions  of 
the  1972  House  of  Delegates  in  the  interest  of  both  the 
medical  profession  and  the  public  welfare. 

David  A.  Smith,  M.D. 

Medical  Editor 


Denenberg — the  fatal  flaw 


The  dust  raised  by  the  Society’s  letter  to  the  Governor 
I calling  for  the  dismissal  of  Insurance  Commissioner  Denen- 
Iberg  obscured  the  major  reason  why  the  Society  took  the 
I action.  Ironically,  the  Society  agrees  with  many  of  the 
[Commissioner’s  stated  goals.  It  is  his  methods  which  we 
I find  not  only  repugnant  but  dangerous. 

The  Society  does  not  agree  with  the  Commissioner  that 
' more  consumers  on  the  Blue  Shield  Board  will  improve 
Blue  Shield.  The  organization  has  a good  track  record 
I under  current  management  and  the  Society  sees  no  valid 
! reason  for  change. 

' The  Commissioner  is  entitled  to  his  convictions,  and  we 
1 respect  his  right  to  see  things  differently.  What  is  distressing 
' is  the  way  he  goes  about  it.  He  has  made  public  statements 
' to  the  effect  that  Blue  Shield  will  not  receive  a rate  increase 
until  it  changes  the  composition  of  its  Board  of  Trustees. 
fThe  question  of  a rate  increase  has  nothing  to  do  with  the 
i composition  of  the  Blue  Shield  Board.  The  Commissioner 
, should  decide  the  rate  increase  on  its  own  merits, 
i The  present  law  is  permissive  with  regard  to  the  composi- 
tion of  the  Board  of  Blue  Shield;  it  does  not  say  that  the 
Board  should  be  all  consumers  or  a majority  of  consumers 
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or  all  physicians.  If  Dr.  Denenberg  feels  strongly  that  the 
law  is  too  permissive,  he  Should  work  to  get  it  changed. 
That  is  his  right  and,  in  fact,  his  obligation  under  democrat- 
ic processes.  But  it  is  a frightening  and  insidious  use  of 
public  power  for  the  Commissioner  to  attempt  to  pressure 
Blue  Shield  to  change  the  composition  of  its  Board  of  Trus- 
tees when  there  is  no  legal  requirement  that  it  do  so.  We 
believe  the  fundamental  principle  of  resolving  an  issue 
within  the  context  of  the  democratic  process  is  far  more  im- 
portant than  the  composition  of  the  Blue  Shield  Board  or  a 
rate  increase. 

The  question  is  this:  Is  Commissioner  Denenberg  going 
to  undermine  our  basic  democratic  processes  or  respect  and 
protect  them  while  still  fighting  for  his  goals?  The  evidence 
to  date  suggests  that  he  believes  the  end  justifies  the  means. 
This  could  make  him  a dangerous  man.  However  good  his 
intentions,  a disregard  for  the  checks  and  balances  built  into 
our  democracy  constitutes  a fatal  flaw  in  a public  official. 

David  S.  Masland,  M.D. 

Chairman 

Board  of  Trustees  and  Councilors 
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Physicians  must  comply  with  packaging  act 

C.  Grove  McCown,  Esquire 


All  physicians,  including  dispensing  physicians,  must 
comply  with  the  Poison  Prevention  Packaging  Act  of  1970. 
This  means  that  those  physicians  who  dispense  drugs  must 
get  a supply  of  approved  safety  containers  ' and  place  any 
medications  subject  to  the  act  in  such  safety  containers 
when  dispensing  them  to  patients.  Presently  this  means 
those  medications  and  other  substances  covered  by  FDA 
Regulations  promulgated  pursuant  to  the  act. 

At  the  date  this  article  is  written,  the  FDA  has  promul- 
gated regulations  covering  the  following:  aspirin,  prescrip- 
tions containing  aspirin,  products  containing  aspirin,  liquid 
furniture  polish,  methyl  salicylate,  and  controlled  drugs. 
Also  at  this  writing,  regulations  covering  oral  prescription 
drugs  not  containing  aspirin  are  pending  and  soon  should  be 
issued  in  final  form  by  the  FDA.  As  time  goes  on,  the  FD.A 
pursuant  to  the  act  will  promulgate  additional  regulations 
covering  additional  medications  and  substances. 

The  purpose  of  the  law  is  to  prevent  the  accidental 
poisoning  of  children.  It  is  important  that  all  physicians  co- 
operate fully  in  the  implementation  of  this  law  and  the  at- 
tainment of  its  objectives. 

There  are,  of  course,  certain  occasions,  when  the  use  of  a 
child-safe  container  would  be  impractical,  and  indeed  might 
be  detrimental  to  the  patient.  The  law  has  made  provision 
for  such  occasions. 

Section  4b  of  Public  Law  91-601  makes  it  possible  for 
the  physician  to  write  a prescription  and  state  on  it  that  the 


substance  is  to  be  placed  in  a non-complying  container.  The 
physician  should,  of  course,  include  on  his  prescription 
order  a medically  documented  reason  for  invoking  the  ex- 
ception. It  is  also  possible  for  the  patient  to  request  that  the 
medication  be  placed  in  a non-complying  container.  Again 
such  a request  should  be  documented. 

Physicians  dispensing  over-the-counter  drugs  such  as 
aspirin,  are  subject  to  the  same  standards  as  pharmacists  or 
drug  manufacturers.  If  they  dispense  the  product  in  a non- 
complying container.  Section  4a  of  the  act  requires  that  it 
be  labeled  “This  package  for  households  without  young 
children." 

Because  the  law  is  so  new,  there  is  no  experience  yet  with 
litigation,  but  it  must  be  assumed  that  a failure  to  comply 
with  the  law  should  such  failure  result  in  the  accidental 
death  by  poisoning  of  a minor,  could  produce  serious  liabil- 
ity hazards  for  the  subject  physician.  There  are  also  the 
ramifications  of  penalties  associated  with  violation  of  the 
act. 

To  summarize,  physicians,  including  dispensing 
physicians,  should  cooperate  in  every  way  to  assure  compli- 
ance with  the  Poison  Prevention  Act  of  1970,  which  has  as 
its  objective  the  prevention  of  accidental  poisoning  of 
children.  (October  23,  1972) 


“ A list  of  approved  safety  containers  is  available  from  the 
State  Society. 


newly  developed 

Criteria  for  Inpatient  Medical  Care 
Pennsylvania  Medical  Society 

now  available 

Contains  criteria  for  75  common  diagnoses  and  surgical  procedures 

Designed  for  use  by 

Groups  engaged  in  inpatient  utilization  review  and  medical  audit 

This  booklet— was  produced  as  an  activity  of  the  PMS  Specialty 
Advisory  Committee 

was  based  upon,  and  is  the  successor  to  the 
Criteria  for  Effective  Utilization  Review 
developed  by  the  Hospital  Utilization  Project, 

1963,  revised  1969. 

Copies  are  available  free  to  Pennsylvania  providers 
A nominal  charge  is  made  for  out-of-state  requests 

Name 

Address  

Occupation  and/or  organization 

Hospital  Affiliation,  if  any 

Number  of  copies  requested 
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DR.  ROSEMOND 


George  P.  Rosemond,  M.D.,  Philadelphia,  who 
completed  his  term  as  president  of  the  Pennsyl- 
vania Medical  Society  at  the  recent  Annual  Ses- 
sion of  the  House  of  Delegates,  presented  the  fol- 
lowing address  to  delegates  at  the  first  meeting. 
Later  in  the  week  of  deliberations  he  received  a 
special  AMA  Award  from  AMA  President  Carl  A. 
Hoffman,  M.D.,  and  the  PMS  Past  President’s 
Medallion  from  David  S.  Masland,  M.D.,  chairman  of 
the  Board  of  Trustees. 


Dr.  Rosemond  speaks  to  House 

of  Delegates 


“As  my  term  of  offiC9>  ends,  it  seems  that  almost  every 
day  of  it  brought  deliberations,  actions  and  events  that  1 
wish  it  were  possible  to  share  with  you  in  their  entirety.  It 
isn’t,  and  I won’t  try.  I have  sorted  out  for  reasons  that  may 
reflect  great  differences  in  their  importance,  a handful  of 
impressions  and  thoughts  for  mention  here  today. 

“The  support  and  prodigious  efforts  of  the  Trustees,  of 
the  executive  councils  and  of  the  administrative  staff  has 
been  a source  of  strength  to  the  Pennsylvania  Medical  Soci- 
ety and  to  me. 

“The  tolerance  of  the  membership  toward  my  sometimes 
inadequate  efforts  on  their  behalf  has  been  stimulating. 

“The  opportunity  to  observe  closely  the  efficiency  and 
dedication  of  our  Woman’s  Auxiliary  has  been  rewarding 
and  has  stimulated  me  to  believe  more  firmly  than  ever  that 
every  physician’s  wife  should  at  the  very  least  be  a dues 
paying  member  and  preferably,  an  active,  working  member 
of  the  Auxiliary. 

“The  organization  of  our  “Girls  Friday,”  the  Pennsyl- 
vania Society  of  the  American  Association  of  Medical  As- 
sistants, has  demonstrated  time  and  again  that  it  is  very  de- 
serving of  our  support,  and  every  physician  should  encour- 
age his  medical  assistant  to  join  and  participate  in  the 
group’s  worthwhile  activities.  That  encouragement  might 
include  payment  by  the  physician-employer  of  the  very 
modest  dues  involved. 

“I  have  been  most  impressed  by  the  job  that  the  Pennsyl- 
vania Medical  Political  Action  Committee  is  doing  on  our 
behalf.  Your  PaMPAC  dollars  are  a constant  and  effective 
stimulant  to  good  government  as  we  see  it  and  they  are 
dollars  well  spent.  I remind  you  that  PaMPAC  has  an  80 
percent-plus  record  of  success  in  the  area  of  candidate  sup- 
; port.  Your  money  is  being  used  effectively, 
j:  “My  moment  of  blackest  despair  came  when  it  was  dis- 

I,  covered  that  our  President-Elect,  Park  Horton,  M.D.,  had 
»i  incurable  cancer  that  resulted  in  the  death  of  this  extraordi- 
ijnary,  fine  man  in  June  of  this  year.  We  would  do  well  to 
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recall  his  life  as  a shining  example  of  the  many  selfless 
rewards  available  to  the  dedicated  family  practitioner  of 
medicine.  His  family  and  this  Society  have  every  right  to  be 
proud  of  his  record  of  service.  May  his  soul  rest  in  deserving 
peace. 

“There  is  a temptation  to  reiterate  the  highlights  of  the  ef- 
forts of  the  Trustees,  officers,  councils,  commissions  and 
committees;  but  in  resisting  that  temptation,  I do  commend 
to  your  careful  reading  their  annual  reports  which  appear  in 
your  handbook.  I do  wish  to  give  brief  emphasis  to  several 
scattered  areas. 

“Extremely  effective  liaison  has  been  established  in  this 
state  between  medicine  and  osteopathic  medicine.  Liaison 
with  other  health  care-  groups,  such  as  dentistry,  podiatry, 
nursing  and  the  other  members  of  the  medical  care  team  is 
on  a continuing  and  growing  basis. 

“Our  Joint  Committee  on  Professional  Liability  Insur- 
ance established  in  conjunction  with  the  Pennsylvania  Bar 
Association  continues  to  meet  and  is  focusing  its  attention 
on  the  subject  of  medical-legal  screening  panels.  Results  are 
needed  in  this  very  difficult  area.  I urge  the  committee  to 
consider  the  recent  California  legislation  requiring  a plain- 
tiff to  post  a $2,500  bond  or  its  equivalent  in  any  medical  li- 
ability suit. 

“Progress  with  the  Department  of  Public  Welfare  seems 
almost  imperceptibly  slow.  Lack  of  progress  certainly  has 
not  been  due  to  lack  of  State  Society  efforts  to  achieve 
progress.  We  have  provided  physician  and  staff  input  to  the 
Department  at  every  conceivable  opportunity  and  we  have 
not  hesitated  to  create  such  opportunities  when  needed.  Our 
formal  efforts  have  involved  participation  in  a Medical  As- 
sistance Evaluation  Committee.  We  achieved  some  success 
in  revising  the  Department’s  Rules  and  Regulations  for 
General  and  Special  Hospitals.  We  now  have  representation 
on  the  Standing  Committee  on  Utilization  Review  of  the 
Hospital  Association  of  Pennsylvania. 

“On  an  informal  basis,  we  have  tried  a dozen  different 
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approaches  to  attacking  the  most  frustrating  areas  of 
physician  and  public  welfare  relationships,  but  despite  oc- 
casional glimmers  of  common  understanding,  there  have 
been  few  tangible  results. 

“The  frustrating  lack  of  real  progress  with  the  Depart- 
ment on  the  central  issues  involved  has  led  me  to  conclude 
reluctantly  that  further  diplomacy  bears  little  or  no  hope  of 
success  and  that  the  time  has  come  for  the  State  Society  to 
take  decisive  action  along  the  lines  recommended  by  the 
Council  on  Medical  Service  in  its  report  considered  by  the 
Board  of  Trustees  and  Councilors  yesterday.  A proposal  for 
your  action  is  being  presented  to  you  in  a supplemental 
report  from  the  Board  of  Trustees  and  Councilors. 

“Our  relationship  with  medical  schools  and  medical 
students  continues  to  be  close.  Although  this  may  seem  al- 
truistic, I look  forward  to  the  time  when  medical  students 
and  medical  school  faculty  members  will  participate  in  our 
society  activities  to  a degree  comparable  to  the  private  prac- 
titioners of  medicine.  This  participation  should  be  a natural 
extension  of  activities  on  behalf  of  mutual  concerns,  such  as 
our  recently  incorporated  Pennsylvania  Medical  Con- 
tinuing Education  Institute. 

“RECOMMENDATION  A - 1 propose  that  all  medical  and 
osteopathic  medical  students  in  the  commonwealth  be  of- 
fered active  membership  opportunity  in  the  State  Society. 

“The  solid  development  of  the  Pennsylvania  Medical 
Care  Foundation  has  been  encouraging  and  it  demonstrates 
our  willingness  to  accept  responsibility  for  the  evaluation  of 
all  methods  of  health  care  delivery  as  a State  Society  func- 
tion. It  also  demonstrates  our  willingness  to  work  with  other 
agencies  interested  in  exploring  health  care  delivery 
methods. 

“RECOMMENDATION  B - I propose  that  the  State  Soci- 
ety consider  formulating  a unit  fee  or  some  form  of  max- 
imum fee  limit  on  a uniform  basis  for  physicians’  services. 
This  step  seems  necessary  before  a public  offering  to  HMO 
participants  can  have  an  actuarially  sound  base. 

“The  Blue  Ribbon  Panel  formed  by  the  State  Society  to 
arrive  at  long-term  solutions  to  the  physician  shortage  and 
the  funding  of  medical  education  in  the  state  has  compiled  a 
final  report  with  the  cooperation  of  educators,  state  govern- 
ment and  the  public.  I hope  the  report  will  point  the  way 
toward  increasing  medical  service  availability  in  this  state 
and  that  it  will  serve  as  a guide  to  future  legislation  in  this 
direction. 

“My  interest  has  been  constantly  stimulated  by  the  antics 
of  our  Insurance  Commissioner  who  was  recently  selected 
as  one  of  ten  persons  to  receive  a Gerard  Lambert  Award 
for  “outstanding  contributions  to  improving  the  health  care 
delivery  system.”  This  appears  to  me  to  be  somewhat  analo- 
gous to  awarding  the  Nobel  Peace  Prize  to  Attila  the  Hun. 
However,  being  an  optimist  and  also  having  implicit  faith  in 
the  integrity  of  our  State  Society  and  its  commitment  to 
public  service,  it  is  my  hope  that  the  thinking  majority  of 
the  public  has  been  able  to  sort  out  from  the  charges  with 
which  medicine  has  been  deluged  those  that  are  patently 
false  and  those  that  have  grossly  distorted  a few  grains  of 
truth.  If  we  are  as  worthy  as  we  would  proclaim  and  if  in 
truth  justice  ultimately  triumphs,  we  have  only  to  make  sure 
our  position  continues  to  be  a just  one.  Men  or  a medical 
society  can  do  no  more. 


RECOMMENDATION  C - Incidentally,  and  with  all  due 
regard  to  our  Council  on  Public  Service  and  although  I 
have  mixed  feelings  about  it,  I believe  our  communications 
position  would  be  clarified  and  improved  with  the  establish- 
ment of  a department  of  communications  as  an  administra- 
tive function  and  I so  recommend. 

“Again,  I point  out  our  strong  dependence  on  the  Ameri- 
can Medical  Association  through  which  our  national  serv- 
ice and  political  commitment  traverse.  We  are  proud  of  our 
Pennsylvania  President-Elect  of  the  AMA,  proud  of  our 
own  Pennsylvania  President  of  the  Woman’s  Auxiliary  to 
the  AMA  and  proud  of  the  members  of  the  Pennsylvania 
Delegation  to  the  AMA  House  who  are  very  properly 
reporting  to  you  at  this  session.  I remind  you  that  the  AMA 
is  supporting  us  in  our  appeal  to  the  Philadelphia  case  in 
which  a physician  was  assessed  for  the  cost  of  a hospital- 
ization that  was  deemed  not  to  be  covered  by  insurance  and 
that  the  AMA  joined  us  in  providing  funds  for  the  interest- 
free  loan  program  for  our  flood-stricken  physicians.  I would 
like  to  enlist  increasing  AMA  support  in  our  frustrating  ex- 
pose of  the  cult  chiropractic. 

“You  have  received  various  communications  over  my 
signature  related  to  the  early  success  of  our  professional  lia- 
bility insurance  program  underwritten  by  Argonaut  and  ad- 
ministered by  Parker  and  Company  of  Pennsylvania.  The 
obvious  benefits  of  this  program  assure  continued  success. 
If  you  haven’t  already  done  so,  I urge  that  you  carefully 
evaluate  the  benefits  of  this  unique  program. 

“This  has  been  a busy  and  challenging  year  made  bear- 
able through  the  efforts  of  involved  Society  members  and 
the  administrative  staff;  by  my  associates  at  Temple  and  by 
the  understanding  administration  of  Temple  University; 
but,  most  especially,  by  my  wife  whose  support  has  been  so 
essential.  This  has  been  both  a great  honor  and  an  unforget- 
table experience.  1 assure  you  that  I have  appreciated  it.” 
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obituaries 


• Indicates  membership  in  the  Pennsylvania  Medical  Society  at  time  of  death. 


• E.  Raymond  Ambler,  Jr., 
Jenkintown;  Hahnemann  Medical  Col- 
lege, 1932;  age  65;  died  August  6. 
1972.  He  was  on  the  staff  of  Abington 
Memorial  Hospital  and  medical  ex- 
aminer for  Abington  Township.  He  is 
survived  by  his  wife,  a son,  two  daugh- 
ters, and  a sister. 

• Edward  M.  Bevilacqua,  Drexel 
Hill;  University  of  Pennsylvania 
School  of  Medicine,  1925;  age  73; 
died  September  18,  1972.  He  was  a 
member  of  the  Philadelphia  Pediatric 
Society.  He  is  survived  by  his  wife,  a 
daughter,  two  sons,  two  sisters,  and 
four  brothers. 

• Ephraim  F.  Braverman,  Coates- 
ville;  Chicago  Medical  School,  1950; 
age  47;  died  June  7,  1972.  He  was  in 
the  practice  of  obstetrics  and  gynecol- 
ogy. In  addition  to  his  wife,  he  is  sur- 
vived by  three  sons;  a sister;  a brother, 
Dr.  Leon  L.  Braverman,  Coatesville; 
and  his  mother. 

• Earl  S.  Duncan,  Natrona 
Heights;  Hahnemann  Medical  College, 
1915;  age  83;  died  August  14,  1972. 
He  had  practiced  general  medicine  in 
the  Allegheny  Valley  for  fifty  years. 
He  is  survived  by  his  wife,  a son,  and  a 
daughter. 

• Fred  S.  Hunlock,  Collingdale; 
University  of  Pennsylvania  School  of 
Medicine,  1908;  age  90;  died  August 
28,  1972.  He  had  practiced  medicine 
for  sixty-five  years.  There  is  no  infor- 
mation available  regarding  survivors. 

• Harvey  W.  Kline,  Audubon, 
N.J.;  Jefferson  Medical  College,  1912; 
age  94;  died  September  1,  1972.  Infor- 
mation regarding  survivors  is  unavaila- 
ble. 

• Michael  J.  Matzko,  Bei-wick; 
Hahnemann  Medical  College,  1941; 
age  59;  died  August  8,  1972.  Survivors 
include  his  wife,  three  daughters,  a 
son,  a sister,  and  a brother. 

• Peter  B.  Mulligan,  Ashland; 
Jefferson  Medical  College,  1916;  age 
81;  died  September  8,  1972.  He  was  a 
member  of  the  American  Radiological 
Society.  His  wife;  two  daughters;  a 
son,  Robert  L.,  M.D.,  Reading;  and  a 
brother  survive  him. 

• Henry  T.  Nichols,  Philadelphia; 
George  Washington  University  School 
of  Medicine,  1943;  age  52;  died 


August  16,  1972.  Dr.  Nichols  was 
chief  of  the  division  of  thoracic  sur- 
gery at  the  Medical  College  of  Penn- 
sylvania and  at  Hahnemann  Medical 
College.  He  was  chief  of  car- 
diovascular surgery  at  Deborah  Hospi- 
tal, Browns  Mills,  N.J.  and  an  as- 
sociate in  thoracic  surgery  at  the  Ein- 
stein Medical  Center.  He  was  a 
founding  member  of  the  National  So- 
ciety of  Thoracic  Surgeons  and  a 
member  of  the  American  Heart  Asso- 
ciation, the  American  College  of  Chest 
Physicians,  and  the  Philadelphia  Acad- 
emy of  Surgery.  He  is  survived  by  his 
wife,  three  daughters,  a son,  and  a 
brother. 

• Allen  G.  Brackbill,  Paradise; 
Hahnemann  Medical  College,  1929; 
age  69;  died  October  7,  1972.  He  was 
a past  president  of  the  Lancaster 
County  Medical  Society  and  a member 
of  the  Pennsylvania  Academy  of 
Ophthalmalogy  and  Otolaryngology. 
He  is  survived  by  his  wife,  a son,  a 
daughter,  two  sisters,  and  two 
brothers. 

• Martin  P.  Crane,  Ocean  City, 
N.J.;  University  of  Pennsylvania 
School  of  Medicine,  1927;  age  69; 
died  September  26,  1972.  He  was  for- 
merly chief  of  staff  at  Misericordia 
and  Nazareth  Hospitals  and  director  of 
clinical  laboratories  at  the  University 
of  Pennsylvania  Hospital.  His  wife  sur- 
vives him. 

• Carl  M.  High,  Reading;  Jef- 
ferson Medical  College,  1928;  age  73; 
died  September  18,  1972.  He  was  a 
fellow  of  the  American  Academy  of 
Allergists.  His  wife,  two  daughters, 
and  a sister  survive  him. 

• Sarah  M.  Hindman;  Bethlehem; 
Western  Reserve  University  School  of 
Medicine,  1935;  age  59;  died  October 
15,  1972.  She  was  a fellow  of  the 
American  Academy  of  Pediatrics.  Sur- 
vivors include  her  husband  and  two 
daughters. 

• Joseph  H.  Kniseley,  New  Paris; 
Jefferson  Medical  College,  1933;  age 
66;  died  September  19,  1972.  He  was 
formerly  chief  of  staff  at  Memorial 
Hospital,  Bedford  County.  He  is  sur- 
vived by  his  wife,  four  daughters,  and 
three  sisters. 

• Julius  J.  Kvateak,  Pittsburgh; 
Baltimore  Medical  College,  1910;  age 


84;  died  September  30,  1972.  His  wife 
survives  him. 

• Samuel  J.  Levitt,  Philadelphia; 
Temple  University  School  of  Medi- 
cine, 1934;  age  62;  died  September  28, 
1972.  He  was  affiliated  with  the  Al- 
bert Einstein  Medical  Center.  His 
wife,  a daughter,  and  two  sisters  sur- 
vive him. 

• George  A.  Petrulias,  Beth- 
lehem; University  of  Maryland  School 
of  Medicine,  1917;  age  84;  died  Octo- 
ber 7,  1972.  He  was  a member  of  the 
American  College  of  Surgeons.  A 
sister  and  a daughter  survive  him. 

• Harry  L.  Rogers,  Medford, 
N.J.;  University  of  Pennsylvania 
School  of  Medicine,  1917;  age  79; 
died  October  16,  1972.  He  was  a 
former  chief  clinical  assistant  of  the 
allergy  outpatient  department  of  Jef- 
ferson University  Hospital.  His  wife;  a 
daughter;  and  a son,  John  G.  Rogers, 
M.D.,  Moorestown,  N.J.,  survive  him. 

• Joseph  Russo,  Norristown;  Jef- 
ferson Medical  College,  1928;  age  68; 
died  October  6,  1972.  He  is  survived 
by  two  daughters,  a son,  a sister,  and 
six  brothers. 

• Gordon  E.  Snyder,  Mercer;  Jef- 
ferson Medical  College,  1938;  age  59; 
died  October  11,  1972.  Information 
regarding  survivors  is  unavailable. 

• Otto  H.  Strouse,  Richlandtown; 
Medico-Chirurgical  College,  Philadel- 
phia, 1909;  age  95;  died  October  8, 
1972.  He  had  practiced  medicine  in 
Perkasie  for  fifty-seven  years.  A son 
and  a daughter  survive  him. 

Oscar  J.  Cooper,  Philadelphia; 
Howard  University  College  of  Medi- 
cine, 1918;  age  84;  died  October  9, 
1972.  His  wife,  two  sisters,  and  a 
brother  survive  him. 

• Hugh  P.  Shellabear,  Sinking 
Spring;  Johns  Hopkins  University 
School  of  Medicine,  1920;  age  81; 
died  August  19,  1972.  He  was  a past 
president  of  the  Berks  County  Medical 
Society  and  on  the  Reading  Hospital’s 
staff  emeritus.  He  is  survived  by  a 
daughter,  a son,  and  a stepsister. 

• Charles  A.  Bone,  Jr.,  Oreland; 
Temple  University  School  of  Medi- 
cine, 1937;  age  60;  died  September  28, 
1972.  His  wife,  a daughter,  and  a son 
survive  him. 


DECEMBER  1972 


37 


PENNSYLVANIA 

MEDICINE 


continuing  education 


Hours  of  attendance  at  any^of  the  courses  included  in  this  listing  may  be  reported,  in  one  category  or  another,  for  the  AMA's 
Physician’s  Recognition  Award. 


INTERMITTENT  COURSES 

Listed  below  are  courses  of  continuing  medi- 
cal education  which  include  a series  of  two  or 
more  sessions  on  various  subjects  to  deter- 
mine the  specific  topic  on  any  given  day,  con- 
tact the  director  at  the  address  given  in  the 
course  listing. 


CARDIOVASCULAR  DISEASE 
Sayre:  September  1,  1972;  August  31,  1973 
AMA — Cardiology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  - 1 day  per  mo.;  12 
days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.  Robert  Packer  Hosp., 
Sayre  18840. 


DERMATOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Dermatology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  every  other  mo.; 
5 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Direc.  of  Med.  Educ.,  Robert  Packer  Hosp., 
Sayre  18840. 


EMERGENCY  MEDICINE 
Sayre;  September  1,  1972  - August  31,  1973 
AMA — Emergency  Medicine;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per 
week;  16  days  total;  no  fee.  Contact  Paul  C. 
Royce,  M.D.,  Ph.D.,  Dir.  of  Med.  Educ.,  Robert 
Packer  Hosp.,  Sayre  18840. 


ENDOCRINOLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA — Endocrinology;  at  Robert  Packer  Hosp.; 
by  Hahnemann;  1 hr.  per  day;  1 day  per  mo.;  11 
mos.;  no  fee.  Contact  Paul  C.  Royce,  M.D.,  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


FAMILY  MEDICINE 

Lock  Haven  Hospital;  December  6,  1972  - May  2, 
1973 

A Program  of  Continuing  Medical  Education;  by 
Clinton  County  Medical  Soc.  and  Susquehanna 
Valley  RMP;  first  and  third  Wed.  ea.  mo.  (except 
third  week  in  Jan.);  3 hrs.  ea.  day;  9 sessions;  27 
hrs.  AAFP-  credit-requested.  Contact  W.C.  Long, 
M.D.,  53  W.  Main  St.,  Lock  Haven  17745. 


Pittsburgh;  June,  1972  - May,  1973 
Family  Practice  Journal  Club  and  Mortality  Con- 
ference; at  St.  Margaret  Memorial  Hospital;  2 hrs. 
per  day;  first  Fri.  ea.  mo.;  12  mos.;  24  hrs.  AAFP 
and  ACGP  credit  requested.  Contact  Paul  W. 
Dlshart,  M.D.,  D.M.E.,  St.  Margaret  Memorial  Hos- 
pital, 265-46th  St,,  Pittsburgh  15201. 


Pittsburgh;  July  19,  1972  - June  13,  1973 
Post  Graduate  Family  Practice  Lectures;  at 
Family  Health  Center  Conf.  Rm.,  St.  Margaret 
Mem.  Hosp.;  1 hr.  per  day;  1 day  per  week;  48 
weeks;  AAFP  credit  requested.  Contact  Paul  W. 
Dishart,  M.D.,  D.M.E.,  St.  Margaret  Mem.  Hosp., 
265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  September  11,  1972  - May  8,  1973 
AMA — Family  Medical  Practice  Training 
Course;  by  Pitt;  at  Shadyside  Hosp.,  1 hr.  per  day; 
1 day  per  mo.;  10  days  total;  no  fee.  Contact 
William  Garner  Dir.,  Family  Practice  Residency, 
Shadyside  Hosp.,  5230  Center  Ave.,  Pittsburgh 
51232. 


GASTROENTEROLOGY 
Bradford;  October  24,  1972  - May  15,  1973 
AMA-Continuing  Education  for  Physicians;  at 
Penn  Hills  Club:  by  McKean  County  Med,  Soc.  and 


CODE  KEY 

S— Designed  for  full-time  specialists 

AAGP — American  Academy  of  General  Prac- 
tice 

ACGP — American  College  of  General  Practi- 
tioners in  Osteopathic  Medicine  and  Sur- 
gery 

AMA — AMA  Accredited  Educational  Institution 
(Eligible  lor  AMA  Physician’s  Recognition 
Award  Credit) 

PMS — Pennsylvania  Medical  Society 

Hahnemann — Hahnemann  Medical  College 
and  Hospital 

M S.  Hershey — Pennsylvania  State  University 
College  of  Medicine,  Milton  S.  Hershey 
Medical  Center 

Jefferson — Jefferson  Medical  College  of  Phil- 
adelphia 

Pitt-^University  of  Pittsburgh  School  of  Medi- 
cine 

Penrr  State — Pennsylvania  State  University 

Temple — Temple  University  School  of  Medi- 
cine 

U.  of  Pa. — University  of  Pennsylvania  School 
of  Medicine 

MCP — The  Medical  College  of  Pennsylvania 


Pitt;  third  Tues,  ea.  mo.  except  Dec.  and  Jan.;  3 
hrs.  ea.  day;  18  hrs.  AAFP  credit  requested; 
fee  = $2S  ($5  single  sess.).  Contact  Elizabeth 
Cleland,  M.D.,  106  S.  Fraley  St.,  Kane  16735. 


GENERAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion by  Jefferson  and  Penn  State;  2 hrs.  per  day; 
first  and  third  Thurs.  of  ea.  month;  32  hrs.  AAFP 
credit  approved;  fee  = $50  ($5  per  seminar).  Con- 
tact Philip  W.  Hoovler,  M.D.,  Dir.  of  Med.  Educ., 
Altoona  Hosp.,  Howard  Ave.  Altoona  16603. 


Beaver  County;  September  20,  1972  - May  16, 
1973. 

AMA — Continuing  Education  for  Physicians;  at 
either  Beaver  County  Hosp.  or  Aliquippa  Hosp.;  by 
Pitt;  3 hrs.  per  day;  1 day  ea.  mo;  21  hrs.  AAFP 
credit  requested;  fee  = $50  for  all,  $10  ea.  Con- 
tact Mrs.  Thalia  Frick,  Exec.  Secy.,  Beaver  Co. 
Med.  Soc.,  312-314  Federal  Title  and  Trust  Bldg., 
Beaver  Falls  15010. 


Berwick;  September  20,  1972  - May  16,  1973 
Columbia  County  Medical  Society’s  continuing 
Medical  Education  Program;  by  Greater  Delaware 
Valley  RMP;  at  Briar  Heights  Lodge;  Third  Wed. 
ea.  Mo.  except  Dec.;  7 - 10  P.M.;  Fee  = $40. 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.  G.D.V.R.M.P.,  VA  Hosp., 
1111  East  End  Blvd.  Wilkes-Barre  18703. 


Bethlehem;  September  21,  1972  - May  17,  1973 
AMA — Postgraduate  Seminars  for  Physicians;  at 
St.  Luke’s  Hosp.;  by  Jefferson  and  Penn  State;  3 
hrs.  per  day;  1 day  per  mo.  (except  December);  24 
hrs.  AAFP  credit  approved.  Contact  John  H. 
Kiliough,  Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson, 
1025  Walnut  St.,  Philadelphia  19107. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Telephone  Lecture  Network  Regional  Medical 
Program  of  Western  New  York;  1 hr.  per  day;  80 
days;  AAFP  credit  approved.  Contact  Howard  S. 
Miller,  M.D.,  Chrm.  Educ.  Cmte.,  Bradford  Hosp., 
Interstate  Parkway,  Bradford  16701. 


Bradford  Hospital;  September  1,  1972  - June  30, 
1973 

Network  for  Continuing  Medical  Education-— 
Television  Tapes;  1 hr.  per  day;  1 day  per  week; 
40  weeks.  Contact  Howard  S.  Miller,  M.D.,  Chrm., 
Educ.  Cmte.,  Bradford  Hosp.,  Interstate  Parkway, 


Bradford  16701. 


Chester;  September  12,  1972  - May  29,  1973 
AMA— Continuing  Education  Program;  by  Hah-  i 
nemann;  at  Crozer  - Chester  Medical  Center;  2 | 
hrs.  per  day;  1 day  per  week;  74  hrs.  AAFP  credit  I 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cent.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102. 


Coatesville;  September,  1972  - June  1973 
AMA — Neuropharmacology  Course;  at  V.A.  Hos- 
pital; by  Jefferson;  I’/a  hrs.  ea.  mo.;  third  Mon.  ea. 
mo.;  15  hrs.  elective  AAFP  credit  approved.  Con- 
tact J.  Clifford  Scott,  M.D.,  Dir.,  Prof.  Educ.,  V.A. 
Hosp.,  Coatesville  19320. 


DuBois:  January  - December,  1972. 

Continuing  Education  for  Physicians;  at  Maple 
Ave.  Hosp.;  by  Western  Pa.  RMP;  2 hrs.  ea.  day;  2 
days  ea.  month;  20  hrs.  AAFP  credit  approved. 
Contact  Howard  Fugate,  Jr..  M.D.,  633  Maple  Ave., 
DuBols  15801. 


Easton;  September  20,  1972  - June  20,  1973 
AMA — Continuing  Education  Program;  by  Hah- 
nemann; at  Easton  Hosp.;  IVz  hrs.  per  day;  1 day 
per  mo.;  12  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cent.  Educ.,  Hahnemahn,  230  N.  Broad  St., 
Philadelphia  19102. 


Erie,  September  21,  1972  - May  25,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  St.  Vincent  Hosp.  by  Jefferson  and  Penn 
State;  3 hrs.  per  day;  1 day  per  mo.;  36  hrs.  AAFP 
credit  approved.  Contact  John  H.  Kiliough,  Ph.D., 
M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 


Hazleton  State  Gen.  Hosp.;  September  21,  1972  - 
May  30,  1973 

AMA — Continuing  Medical  Education;  by  U.  of 
Pa.  School  of  Grad.  Med.,  Hazleton  Branch  of 
Luzerne  Co.  Med.  Soc.,  St.  Joseph  Hosp.  and 
Hazleton  State  Gen.  Hosp.;  ea  Thurs.,  36  weeks; 
54  hrs.  AAFP  credit  requested.  Contact  Robert 
Gunderson,  M.D.,  DME,  Hazleton  State  Gen. 
Hosp.,  Hazleton  18201. 


Johnstown;  September  26,  1,972  - April  24,  1973 
AMA — A Program  of  Continuing  Medical  Educa- 
tion; at  Conemaugh  Valley  Mem.  Hosp.;  by  Jef- 
ferson and  Penn  State;  2 hrs.  per  day;  1 day  per 
mo.  (except  December  and  February);  12  hrs, 
AAFP  credit  approved.  Contact  John  H.  Kiliough, 
Ph.D.,  M.D.,  Assoc.  Dean,  Jefferson,  1025  Walnut 
St.,  Philadelphia  19107. 


Lancaster  General  Hospital;  September  12,  1972  - 
May  29,  1973 

Program  in  Continuing  Medical  Education;  3 
hrs.  per  day;  1 day  per  week;  28  weeks;  84  hrs. 
AAFP  credit  requested.  Contact  John  H. 
Esbenshade,  Jr.,  M.D.  Dir.  of  Med.  Educ., 
Lancaster  General  Hosp.,  555  N.  Duke  St, 
Lancaster  17604. 


Latrobe  Area  Hosp.;  September  12,  1972  - April 
10,  1973  ' 

AMA — Continuing  Education  for  Physicians;  by 
Pitt;  2 hrs.  per  day;  1 day  ea.  mo.;  8 mos.;  16  hrs. i 
AAFP  credit  requested;  no  fee.  Contact  John  R. I 
Mazero,  M.D.,  Med.  Dir.,  Latrobe  Area  Hosp.,  La- 
trobe, Pa.  15670. 


Lebanon,  November  7,  1972  - May  1,  1973 
AMA — A continuing  Medical  Education  Pro-’ 
gram;  at  Quentin  Riding  Academy;  by  Jefferson, j 
Penn  State  and  Lebanon  Co.  Med.  Soc.;  2 hrs.  per 
day;  1 day  per  mo.;  4 months;  8 hrs.  AAFP  credit 
approved.  Contact  John  H.  Kiliough,  Ph.D.,  M.D., 
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Assoc.  Dean,  Jefferson.  1025  Walnut  St., 
Philadelphia  19107. 


Lenighton;  September  18,  1972  - May  21.  1973. 

Carbon  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Gnaden-Huetten 
Hospital:  by  Greater  Delaware  Valley  RMP;  third 
Monday,  ea.  Mo.  except  Dec.;  7 - 10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre,  Pa. 
18703. 


Meadville  City  Hospital;  October  4,  1972  - June  6, 
1973 

Practical  Pharmacology/A  Continuing  Education 
Program  for  Physicians;  by  Crawford  County  Medi- 
cal Society  and  Gannon  College  (Erie);  first  Wed. 
ea.  mo.;  2 hrs.  ea.  day;  18  hrs.  AAFP  credit 
I'  requested;  tee=$50  ($7.50  single  sess.).  Contact 
I Robert  C.  Challener,  M.D.,  Meadville  City  Hosp., 
[ Liberty  St.,  Meadville  16335. 


Philadelphia;  September  8,  1972  - June,  1973 
Continuing  Education  for  Physicians;  at  Frank- 
ford  Hosp.;  1 hr.  per  day:  1 day  per  week;  40 
weeks:  40  hrs.  AAFP  credit  requested.  Contact 
Ronald  E.  Cohn,  M.D..  Med.  Dir.,  Frankford  Hosp., 
Frankford  Avo.  Wakoling  St,  Philadelphia 
19124. 


. Pittsburgh:  July  20,  1972  - June  14.  1973 

Post  Graduate  Medical  Education  Lectures:  at 
. St.  Margaret  Memorial  Hosp.;  30  weeks:  1 hr.  per 
1 day;  1 day  per  week'^ — ■first,  second  and  third 
; Thurs.  ea.  mo.;  30  hrs.  AAFP  credit  requested. 
1 Contact  Paul  W.  Dishart,  M.D.,  D.M.E..  St  Mar- 
garet Mem.  Hosp.,  265-46th  St.  Pittsburgh  15201. 


Pittsburgh,  September  6,  1972  - May  10,  1973. 

AMA— Sominars  for  the  Practicing  Physicians; 
by  Pitt:  at  Scaife  Hail:  SVa  hrs.  per  day  1 day  per 
week;  32  hrs.  AAFP  credit  requested;  one  series 
to  bo  held  Wednesday  afternoons — the  other  on 
Thursday  evenings;  tee  = $150  ($10  per  session). 
Contact  William  M.  Cooper,  M.D.,  Dir.,  Div.  of 
Cent  Educa.,  Pitt.,  1022-H  Scaife  Hall,  Pittsburgh 
1S123. 


Pittsburgh;  September  19.  1972  - May  15,  1973 
AMA — -Continuing  Education  for  Physicians;  at 
Shadyside  Hosp.;  by  Pitt;  1 hr.  per  day;  1 day  per 
week;  9 weeks;  9 hrs.  AAFP  credit  requested;  no 
fee.  Contact  Franklin  Johnson,  M.D.,  Shadyside 
Hosp.,  5230  Centre  Ave.,  Pittsburgh  15232. 


Pittsburgh;  September  21,  1972  - April  19,  1973 
AMA — Continuing  Education  for  Physicians;  by 
Pitt;  at  West  Penn  Hospital;  third  Thurs.  ea.  mo.;  1 
hr.  ea.  mo.;  8 mos.;  8 hrs.  AAFP  credit  requested. 
Contact  Charles  R.  Wilson,  Jr..  M.D.  Chief,  Div.  of 
Med.,  West  Penn  Hosp.,  4800  Friendship  Ave., 
Pittsburgh,  Pa.  15213. 


Pittsburgh;  September  28,  1972  - May  24,  1973 
AMA — Continuing  Education  for  Physicians;  at 
North  Hills  Passavant  Hosp.;  by  Pitt.;  2 hrs.  per 
day;  1 day  per  mo.;  8 mos.;  16  hrs.  AAFP  credit 
requested:  no  fee.  Contact  H.H.  Anderson,  M.D., 
North  Hills  Passavant  Hosp.,  9100  Babcock  Blvd., 
Pittsburgh  1S219. 


Pottsville  Hospital.  September  7,  1972  - June  7, 
1973 

AMA. — -A  Program  of  Continuing  Medical  Educa- 
tion; by  Jefferson  and  Penn  State:  2 hrs.  per  day;  1 
day  per  mo.  tor  10  months;  20  hrs.  AAFP  credit 
approved.  Contact  John  H.  Kiilough,  Ph.D.,  M.D.. 
Assoc.  Dean,  Jefferson,  1025  Walnut  St., 
Philadelphia  19107. 

Pottsville:  September  20,  1972  - May  31,  1973 
' AMA — Continuing  Education  Program;  by  Hah- 
I nemann;  at  Good  Samaritan  Hosp.;  2 hrs.  per  day; 
' 1 day  par  mo.;  18  hrs.  AAFP  credit  requested. 

Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 

, . Sch.  of  Cent.  Educ.,  Hahnemann,  230  N.  Broad  St, 

■ Philadelphia  19102. 


Punxsutawney:  March  IB-December  14. 1972 
AMA — Continuing  Education  for  Physicians:  by 
'■  Pitt;  at  Adrian  Hosp.;  2 hr#,  a mo.;  2ncJ  Thurs.  ea. 
. mo.;  8 mos.;  16  course  hours:  AAFP  credit 
I requested.  Contact  Frank  J.  Trunzo,  M.D.,  Secy- 


Treas.,  Adrian  Hosp.,  Jenks  & Park  Ave.,  Punxsu- 
tawney 1 5767. 


Reading;  September  26,  1972  - May  22,  1973. 

Continuing  Medical  Education;  at  St  Joseph's 
Hosp.,  1 hr.  per  day:  1 day  per  mo.;  8 hrs.  AAFP 
credit  requested.  Contact  Kenneth  M.  Sehreck, 
M.D.,  Med.  Dir.,  St.  Joseph's  Hosp.,  215  N.  12th 
St,  Reading  19601. 


Scranton;  Fourth  Wednesday  of  each  month  (ex- 
cept November,  December  & June) 

A Program  of  Continuing  Medical  Education;  at 
Casey  Inn;  by  Lackawanna  Co.  Med.  Society  and 
Greater  Delaware  Valley  RMP;  3 hrs.  ea.  evening 
AAGP  credit  requested.  Contact  R.N.  Shoemaker, 
Ph.D.,  Coordinator  of  Med.  Educ.,  VA  Hosp.,  1111 
E.  End  Blvd..  Wilkes-Barre  18703. 

ScrantorirsiptemberioTTgTF - MayT67Ti73  ’ 

AMA- — Continuing  Education  Program;  by  Hah- 
nemann; at  Mercy  Hosp.;  ZVt  hrs.  per  day;  1 day 
ea.  Mo.;  22V2  hrs.  AAFP  credit  requested.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann.  230  N.  Broad  St, 
Philadelphia  19102. 


Scranton;  September  27,  1972  - May  25,  1973 
Lackawanna  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Casey  Inn;  by 
Greater  Delaware  Valley  RMP;  Fourth  Wed.  ea. 
mo.  except  Nov.,  Deo.  and  Feb.;  7-10  P.M.;  No 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker, Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P., 
VA  Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre 
18703. 


Sharon  General  Hospital;  September  20,  1972  - 
March  21,  1973 

AMA  - Continuing  Education  for  Physicians;  by 
Mercer  County  Med.  Society  and  Pitt.;  first  and 
third  Wed.  (except  third  week  in  December):  3 hrs. 
ea.  day;  36  hrs.  AAFP  credit  requested;  tee=$35 
($5  single  sess.).  Contact  Allen  H.  Holt,  M.D.,  32 
Jefferson  Ave.  (108  Med.  Arts  Bldg.),  Sharon 
16146. 


Tunkahannock;  September  15,  1972  - May  9,  1973. 

Wyoming  County  Medical  Society  Continuing 
Medical  Education  Program;  at  Tyler  Memorial 
Hosp.;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  Ea.  Mo.  except  Dec.;  9 a.m.  - 12  noon;  no 
fee;  AAFP  credit  approved.  Contact  R.N.  Shoe- 
maker. Ph.D.,  Coord. 


Uniontown  Hospital;  September  27,  1972  - May  23, 
1973 

AMA  - Continuing  Education  for  Physicians:  by 
Fayette  County  Medical  Soo.  and  Pitt.;  one  Wed. 
ea.  mo  (except  Dec.);  3 hrs.  ea.  day;  24  hrs.  AAFP 
credit  reque.sted:  fee=$50  ($7.50  single  sess.). 
Contact  Mr.  Walter  Lion,  Exec.  Secy.,  Fayette  Co. 
Med.  Soc.,  30  Delaware  Ave.,  Uniontown  15401. 


Upland;  September  12,  1972  - May  29,  1973 
AMA — Continuing  Medical  Education  Program; 
at  Crozer-Chester  Med.  Center;  by  Hahnamann;  2 
hrs.  per  day;  1 day  per  week;  37  weeks;  74  hrs. 
AAFP  credit  requested;  no  fee.  Contact  Frederick 
K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


Wellsboro;  October  18.  1972  - May  16.  1973 

Program  of  Continuing  Medical  Education  for 
Physicians:  at  Soldiers  & Sailors  Memorial  Hosp.; 
by  PMS  and  Susquehanna  Valley  RMP;  3 hrs.  per 
day;. third  Wed.,  ea.  mo.  except  Deo.  and  Feb.; 
AAFP  credit  requested;  fee  ~ .*5  ea.  session. 
Contact  Ralph  C.  Antrim,  Jr.,  Administrator,  Sol- 
diers & Sailors.  Mem.  Hosp.,  Wellsboro  16901. 


Wilkes-Barre:  September  13,  1972  - May  23,  1973 
AMA— Continuing  Education  Program:  by  Hah- 
nemann: at  Wyoming  Valley  Hosp.;  3 hrs.  per  day; 
1 day  every  other  week;  57  hrs.  AAFP  credit 
requested.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St..  Philadelphia  19102. 


Wilkes-Barre;  September  15,  1972  - Mays,  1973. 

Luzerne  County  Medical  Society  Contin'uing 
Medical  Education  Program;  at  130  S.  Franklin 
St.,;  by  Greater  Delaware  Valley  RMP;  second 
Wed.  ea.  mo.  except  Dec.;  7-10  p.m.;  no  fee; 
AAFP  credit  approved.  Contact  R.N.  Shoemaker, 


Ph.D.,  Coord.  Med.  Educ.,  G.D.V.R.M.P.,  V.A. 
Hosp.,  1111  East  End  Blvd.,  Wilkes-Barre  18703. 


HEMATOLOGY 

Sayre:  September  1,  1972  - August  31,  1973 
AMA — Hematology;  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  per  mo.  13  days 
total  no  fee.  Conaot  Paul  C.  Royce,  M.D..  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


INTERNAL  MEDICINE 

Altoona  Hospital;  October  5,  1972  - May  17,  1973 
AMA~Postgraduate  Seminars  tor  Physicians: 
by  Jefferson  and  Penn  State;  Thurs.  morning  every 
other  week;  16  sessions;  32  hrs.  AAFP  credit 
approved  - Category  1;  fee  = $50  complete,  $5 
each.  Contact  Philip  W.  Hoovler,  M.D.,  D.M.E.,  Al- 
toona Hosp.,  Howard  Ave.  and  7th  St.,  Altoona 
16603. 


October  4,  1972  - April  18,  1973;  Philadelphia 
AMA — Internal  Medicine  Reviews:  at  Hah- 
nemann; 3 hrs.  per  day;  1 day  per  week;  27  weeks: 
81  hrs.  total;  fee=$175.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia, 
19102. 


MALIGNANT  DISEASE 
Reading;  Fourth  Tuesday  ea.  month 
Tumor  Conference;  at  Community  General  Hos- 
pital. Contact  Harold  I.  Farber,  M.D.,  Dir.,  Tumor 
Clinic,  Community  Gen.  Hosp.,  145  N.  Sixth  St, 
Reading  19601. 


NEPHROLOGY 

Sayre;  September  1,  1972  - August  31,  1973 
AMA— Urology-Nephrology;  at  Robert  Packer 
Hosp.;  by  Hahnemann;  1 hr.  per  day;  1 day  per  mo; 
9 days  total;  no  fee.  Contact  Paul  C.  Royce,  M.D., 
Ph.D.,  Dir.  of  Med.  Educ.,'  Robert  Packer  Hosp., 
Sayre  1 8840. 


NEUROLOGY 

Norristown  State  Hospital;  September  11,  1372  - 
April  9,  1973 

S — Intensive  Review  of  Neurology:  I’A  hrs.  per 
day;  1 day  per  week;  29  weeks;  36  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.,  Stanbridge  & 
Sterigere  Sts.,  Norristown.  19401. 


Sayre:  September  1 , 1972  - August  31 , 1973 
AMA — Neurology:  at  Robert  Packer  Hosp.;  by 
Hahnemann;  1 hr.  per  day;  1 day  a mo;  7 days 
total:  no  fee.  Contact  Paul  C.  Royce,  M.D.,.  Ph.D., 
Dir.  of  Med.  Educ.,  Robert  Packer  Hosp.,  Sayre 
18840. 


OBSTETRICS  AND  GYNECOLOGY 
Pittsburgh;  July  3.  1972  - March  1973 
Ob-Gyn  Conference;  at  St.  Margaret  Memorial 
Hospital;  1 hr.  every  Wed.,  33  week-s;  33  hrs.  AAFP 
credit  requested.  Contact  Paul  W.  Dishart,  M.D., 
DME,  St.  Margaret  Mem.  Hosp.,  265  - 46th  st., 
Pittsburgh  15201 . 


OTOLARYNGOLOGY 

Pittsburgh;  September  11,  1972  - May  21, 1973 
AMA.^ — Continuing  Education  Program  in  Oto- 
laryngology; by  Pitt:  at  Eye  and  Ear  Hosp.;  2 hrs. 
per  day;  every  other  Monday;  44  hrs.  AAFP  credit 
requested.  Contact  William  M.  Cooper.  M.D.,  Dir., 
Div.  of  Cont.  Educ.,  Pitt.,  1022  Scaife  Hall.  Pitts- 
burgh 15213. 


PATHOLOGY 

Norristown:  October  11,  1072  - May  9,  1973 
S — -Surburban  Pathology  Slide  Seminars:  by 
Suburban  Pathology  Soc.  of  Phila.  and  Mont- 
gomery Co.  Med.  Soc.;  at  Montgomery  Co.  Med. 
Society;  3 hrs.  per  day,  1 day  per  mo.;  fee  = $5. 
Contact  John  J.  McGraw,  Jr.,  M.D.,  Secy., 
Suburban  Pathology  Soc.  of  Phila.,  Bryn  Mawr 
Hosp.,  Bryn  Mawr  19010. 


PHYSIOLOGY 

McKeesport  Hospital;  October  13  - December  8. 
1972 

AMA  - Continuing  Education  for  Physicians:  by 
Pitt;  2 hrs.  every  Fri.  eve.;  8 weeks;  16  hrs.  AAFP 
credit  requested.  Contact  Frank  R.  Bondi,  M.D., 
Chief  of  Surg.,  McKeesport  Hosp.,  1500-5th  Ave., 
McKeesport  15132. 
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PSYCHIATRY 

Easton  Hospital;  September  25,  1972  - June  25, 
1973 

AMA — Psychiatry  in  Medical  Practice:  by  Dept, 
of  Mental  Health  Sciences  of  Hahnemann;  IV2  hrs. 
per  day;  1 day  per  mo.;  ^3V^  hrs.  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.  Dir.  of 
Educa.  and  Training,  Hahnemann,  230  N.  Broad 
St.,  Philadelphia  19102. 


Harrisburg-  October  6,  1972  - April  20,  1973 
AMA — Psychiatric  Problems  in  Medical  Prac- 
tice; by  Hahnemann;  at  Polyclinic  Hosp.,  1 hr.  per 
day;  1 day  per  week;  20  weeks;  AAFP  and  ACGP 
credit  requested.  Contact  Paul  J.  Fink,  M.D.,  Dir. 
Educ.  and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Lancaster  General  Hospital;  September  13,  1972  - 
December  20,  1972 

AMA — Psychiatry  in  Family  Practice;  by  Dept,  of 
Med.  Education  and  the  Institute  of  Pa.  Hospital; 
IVa  hrs.  per  day;  Wed.  ea.  week;  15  weeks;  22  hrs. 
AAFP  credit  requested.  Contact  Nikitas  J.  Zer- 
vanos,  M.D.,  Dir.  Family  & Community  Med.  Prgm.. 
Lancaster  Gen.  Hosp.,  Lancaster  17604. 


Norristown  State  Hospital;  Sept.  8,  1972  - April  13, 
1973 

S — Intensive  Review  of  Psychiatry;  IVi  hrs.  per 
day;  1 day  per  week;  30  weeks;  371/2  hrs.  total;  fee 
= $100.  Contact  John  D.  Pruitt,  M.D.,  Dir.  Cont. 
Med.  Educ.,  Norristown  State  Hosp.  Stanbridge  & 
Sterigere  Sts.,  Norristown,  19401. 


Philadelphia;  November  8,  1972  - January  17,  1973 
AMA  - Psychiatry  in  Family  Practice;  by  Jef- 
ferson; 1 day  per  week;  2 hrs.  ea.  day;  10  weeks; 
20  hrs.  AAFP  credit  requested;  fee  =$50.  Contact 
Paul  J.  Poinsard,  M.D.,  Prof,  of  Psychiatry,  Jef- 
ferson, 1025  Walnut  St.,  Philadelphia  19107. 


Philadelphia;  September  i,  1972  - June  5,  1973 
AMA/S — Recent  Advances  in  Psychiatry  and  the 
Behavioral  Sciences;  by  U.  of  Pa.,  Dept,  of  Psychi- 
atry; at  the  Institute  of  Pa.  Hosp.;  1 hr.  per  day;  1 
day  per  mo.;  10  months;  fee  = $50.  Contact  Peter 
B.  Bloom,  M.D.,  Coordinator,  Institute  of  Pa. 
Hosp.,  Ill  N.  49th  St.  Philadelphia  19139. 


Philadelphia;  September  20,  1 972  - May  9,  1973 
AMA — Psychological  Pediatrics  Conterence;  by 
Hahnemann;  at  Dept,  of  Mental  Health  Sciences; 
IVa  hrs.  per  day;  1 day  per  week;  401/2  hrs.  AAFP 
and  ACGP  credit  requested;  fee  = $75.  Contact 
Paul  J.  Fink,  M.D.,  Dir.  Educ.  and  Training,  Dept, 
of  Mental  Health  Sciences,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Behavior  Therapy;  at  Hospital  of  U.  of 
Pa.;  by  Institute  of  Pa.  Hosp.  1 day  per  week;  2 
hrs.  ea.  day;  10  days;  fee  = $100.  Contact  Peter  B. 
Bloom,  M.D,,  Coordinator,  Institute,  111  N.  49th 
St.,  Philadelphia  19139. 


Philadelphia;  January  8 - March  12,  1973 
AMA/S  - Family  Therapy;  at  Philadelphia  Child 
Guidance  Clinic;  by  Institute  of  Pa.  Hosp.;  1 day 
per  week;  21/2  hrs.  per  day;  10  days;  fee  = $100. 
Contact  Peter  B.  Bloom,  M.D.,  Coordinator,  Insti- 
tute, 111  N.  49th  St,,  Philadelphia  19139. 


Philadelphia,  January  17-31,  1973  (repeat  starting 
April  4,  1973) 

AMA/S — Self-Assessment  Test  Workshop;  by 
Dept,  of  Psychiatry,  U.  of  Pa,;  at  the  Institute  of 
Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  week;  3 
weeks;  fee  = $50.  Contact  Peter  8.  Bloom,  M.D.  In- 
stitute of  the  Pa.  Hosp.,  Ill  N.  49th  St., 
Philadelphia  19139. 


Philadelphia,  October  5,  1972  - March  8,  1973 
AMA/S — Medical  Hypnosis;  by  Dept.  Psychia- 
try,— U.  of  Pa.;  at  the  Institute  of  Pa.  Hosp.;  4 hrs. 
per  day;  1 day  per  week;  20  weeks;  fee  = $175. 
Contact  Peter  B.  Bloom,  M.D.,  Institute  of  Pa, 
Hosp.  Ill  N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  11  - December  13, 

1972/January  3 - March  7,  1973/March  14  - May  16, 
1973. 

AMA — Seminars  in  Psychotherapy:  Short-Term, 
Crisis  and  Supportive  Therapies  (for  general  prac- 
tice and  part-time  specialist);  at  Hahnemann;  2 
hrs.  per  day;  1 day  per  week;  10  weeks;  20  hrs. 
AAFP  and  ACGP  credit  requested;  fee  = $75  for  10 
weeks  ($150  for  all  30).  Contact  Paul  J.  Fink,  M.D., 
Dir.,  Educ.  and  Training,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 
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Philadelphia;  October  21,  1972  - March  3,  1973 
AMA/S — Films  in  Psychiatry  and  the  Behavioral 
Sciences;  by  Dept,  of  Psychiatry  of  U.  of  Pa.  at  In- 
stitute of  Pa.  Hosp.;  4 hrs.  per  day;  1 day  per  mo.; 
fee=$20  each  session  ($100  for  all  6).  Contact 
Peter  B.  Bloom,  M.D.,  Institute  of  Pa.  Hosp.,  Ill 
N.  49th  St.,  Philadelphia  19139. 


Philadelphia;  October  25,  1972  - January  18,  1973 
AMA — Sexual  Problems  in  Medical  Practice;  at 
Hahnemann;  2 hrs.  per  day;  1 day  per  wk;  12 
weeks;  24  hrs.  AAFP  and  ACGP  credit  requested; 
fee=$75.  Contact  Paul  J.  Fink,  M.D.,  Dir.  Educ. 
and  Training,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Pittsburgh;  September  7,  1972  - June  14,  1973 
Psychiatry  Seminars  in  Family  Practice:  at  St. 
Margaret  Mem.  Hosp.;  2 hrs.  per  day;  1 day  pet 
week;  30  weeks;  60  hrs.  AAFP  credit  requested; 
fee  = $50  for  each  10-week  series.  Contact  Paul  W. 
Dishart,  M.D.,  Dir.  of  Med.  Educ.,  St.  Margaret 
Mem.  Hosp.,  265-46th  St.,  Pittsburgh  15201. 


Pittsburgh;  January  10  - April  4,  1973 
AMA  - Seminars  in  Patient  Care;  at  Staunton 
Clinic;  by  Pitt.;  1 day  per  week;  2 hrs.  per  day;  26 
hrs.  AAFP  credit  approved;  fee  = $100.  Contact 
Rex.  A.  Pittenger,  M.D.,  Chief,  Staunton  Clinic, 
3601  Fifth  Ave.,  Pittsburgh  15213. 


OTHER  COURSES 
code 

C — Continuous  (Consecutive  Days) 
O — One  Day  or  Less 
PG — Postgraduate  Traineeship 
M — Multiple  Sites  (Circuit) 


ALLERGY 

Continuous  (February  5 -March  30,  1973); 

Philadelphia 

(repeat  May  7 - June  29,  1973;  and  September  3 
-October  26,  1973) 

AMA/PG — Clinical  Immunology  Tutorial  Course; 
at  Hahnemann;  7-8  hrs.  per  day;  40  days; 
fee  = $500.  Contact  Frederick  K.  Heath,  M.D., 
Assoc.  Dean,  Sch.  01  Cont.  Educ.,  Hahnemann, 
230  N.  Broad  St.,  Philadelphia  19102 


ARTHRITIS  AND  RHEUMATISM 
Continuous  (September  1972  - June  1973); 
Philadelphia 

AMA/P  G — Rheumatology  Tutorial  Course:  at 
Hahnemann;  6-7  hrs.  per  day;  2 days  per  week;  4 
weeks  total;  fee  = $150.  Contact  Frederick  K. 
Heath,  M.D,,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


CARDIOVASCULAR  DISEASE 
Continuous  (September  1972  - June  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (10  days  in  each 
sub-specialty — Hypertension,  clinical  and  labora- 
tory; fluid  and  electrolyte  metabolism:  dialysis);  at 
Hahnemann;  8 hrs.  per  day;  fee=$300  per  course. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (15  days  in  each 
sub-speciality:  clinical  cardiology  and  car- 
diovascular surgery,  clinical  cardiology- 
physiology  and  phono-echo,  electrophysiology, 
cardio-hemodynamics,  cardiac  care  unit);  at  Hah- 
nemann; 6-9  hrs.  per  day;  15  days  each  course; 
fee  = $300  each  course.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


December  11,  1972  - Pittsburgh 
January  18-19,  1973  - Philadelphia 
February  12,  1973  - Pittsburgh 
April  9,  1973  - Pittsburgh 
April  12  - 13,  1973  - Philadelphia 

M — Instructors’  Training  Courses  in  Cardiopul- 
monary Resuscitation;  by  Pa.  Heart  Assoc.,  Emer- 
gency Care  Research  Inst.,  Milton  S.  Hershey 
Med.  Center  and  Pitt;  AAFP  Elective  Credit 
Requested;  Fee  = $40  for  two  days;  $20  for  one. 
Contact  Pa.  Heart  Assoc.  P.O.  Box  2435  - Harris- 
burg, 17105  or  your  local  Heart  Assoc. 


CHEST  DISEASES 

Continuous  (September,  1972  - December  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (20  days  in  each 


sub-specialty;  respiratory  inhalation  therapy;  res- 
piratory intensive  care;  pulmonary  physiology; 
clinical  pulmonary  disease):  at  Hahnemann;  8-9 
hrs.  per  day;  fee=$350  per  course.  Contact 
Frederick  K.  Heath,  M.D.,  Assoc.  Dean,  Sch.  of 
Cont.  Educ.,  Hahnemann,  230  N.  Broad  St.. 
Philadelphia  19102. 


February  5 - 16,  1973;  Philadelphia 
PG  - Course  in  Bronchoesophagology;  at 
Chevalier  Jackson  Clinic;  by  Temple;  planned  for 
chest  physicians,  thoracic  surgeons,  anesthesi- 
ologists and  gastroenterologists;  fee  = $350.  Con- 
tact Charles  M.  Norris,  M.D.,  Prof,  and  Chrm., 
Dept,  of  Laryngology,  Temple,  3401  N.  Broad  St., 
Philadelphia  19140 


EMERGENCY  MEDICINE 

February  5-16,  1973;  Philadelphia  (repeat  May  7- 
18.  1973.) 

AMA/PG — Emergency  Room  and  Critical  Care 
Medicine  Tutorial  Course,  at  Hahnemann;  8 hrs. 
per  day;  11  days;  fee  = $400.  Contact  Frederick 
K.  Heath,  M.D.  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


ENDOCRINOLOGY 

Continuous  (March  5-30,  1973);  Philadelphia 

(repeat  September  3-28,  1973) 

AMA/PG. — Diabetes  Tutorial  Course;  at  Hah- 
nemann; 7-8  hrs.  per  day,  20  days;  tee  = $350. 
Contact  Frederick  K.  Heath.  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


GENERAL  MEDICINE 
As  Arranged;  Philadelphia 

PG — Preceptorship  for  Practicing  Physicians;  at 
M.C.P.;  may  be  arranged  as  1 day  per  week  in  16- 
week  block  @ $200-$300,  2 weeks  @ $250,  3 
weeks  @ $375  or  1 month  @$500;  programs  avail- 
able in  Int.  Med.,  Ob.  & Gyn.,  Pediatrics,  Psychia- 
try, Radiology  and  Surgery.  Contact  Gerald  H.  Es- 
covitz,  M.D.,  Dir.  Regional  Medical  Program  Activ- 
ities, M.C.P.,  3300  Henry  Ave.,  Philadelphia  19129. 


Continuous  (September  11,  1972  - June  22,  1973), 
Philadelphia 

AMA/PG — Basic  Tutorial  Course;  at  Hah- 
nemann: 7-8  hrs.  per  day;  60  days;  fee  = $700. 
Contact  Frederick  K.  Heath,  M.D.,  Assoc.  Dean, 
Sch.  of  Cont.  Educ.,  Hahnemann,  230  N.  Broad  St., 
Philadelphia  19102. 


MALIGNANT  DISEASE 

Continuous  (October  2,  1972  - April  27.  1973); 
Philadelphia 

AMA/PG — Hematology  and  Medical  Oncology 
Tutorial  Course;  at  Hahnemann  8-9  hrs.  oer  day  20 
days  ea.  course;  tee  = $400.  Contact  Frederick  K. 
Heath,  M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


December  11,  1972;  Philadephia 
AMA  - Anticoagulation  in  the  Treatment  of 
Cancer;  at  Marriott  Motor  Hotel  by  Hahnemann;  8 
hrs.  AAFP  credit  approved;  fee  = $75.  Contact  Mr. 
Robert  J.  Schaefer,  Exec.  Dir.  Sch.  of  Cont.  Educ., 
Hahnemann,  230  N.  Broad  St.,  Philadelphia  19102. 


NEUROLOGY 

Continuous  (October  2,  1972  - June  22,  1973); 
Philadelphia 

AMA/PG — Tutorial  Courses  (60  days  in  each 
sub-specialty — adult  Neurology,  -neuropathology, 
pediatric  neurology);  at  Hahnemann;  5-6  hrs.  per 
day;  310  hrs.  total  ea.  course;  fee  = $1,000  per 
course.  Contact  Frederick  K.  Heath,  M.O.,  Assoc. 
Dean,  Sch.  of  Cont.  Educ.,  Hahnemann,  230  N. 
Broad  St.,  Philadelphia  19102. 


PSYCHIATRY 

Decembers,  1972;  Philadelphia 
AMA/S — Mental  Health  Administration;  at  the 
Institute  of  the  Pa.  Hosp.;  by  Dept,  of  Psychiatry, 
U.  of  Pa.;  6 hrs.;  fee  = $50.  Contact  Peter  B. 
Bloom,  M.D.,  Coordinator,  Institute  of  the  Pa. 
Hosp.,  Ill  N.  49th  St.,  Philadelphia  19139. 


RADIOLOGY 

Continuous  (October,  1972  - June,  1973): 

Philadelphia 

AMA/PG — Tutorial  Course/Cardiac  Radiology 
and  Angiography;  at  Hahnemann;  8 hrs.  per  day, 
15  days;  fee=$300.  Contact  Frederick  K.  Heath, 
M.D.,  Assoc.  Dean,  Sch.  of  Cont.  Educ.,  Hah- 
nemann, 230  N.  Broad  St.,  Philadelphia  19102. 

PENNSYLVANIA  MEDICINE 


ALLIN  HIS  HEAD:  ALLIN'ORNADE^ 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent  ^ — 
(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant 

( phenylpropanol- 
amine HCl— 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine 

( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HENEEDS 
MAKE  HIM  FOR  PROLONGED 
MISERABLE  REUEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with;  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  “rose  fever,”  etc.). 
Contraindications:  Hypersensitivity  to  any  component; 
concurrent  MAO  inhibitor  therapy;  severe  hypertension; 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenai  or  bladder  neck  obstruction.  Children 
under  6. 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness.  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur. 

Trademark 


Effect  on  PBI  Determination  and  Uptake:  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia.  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 


ORNADE  SPANSDLE 


® 


Each  capsule  contains  8 mg.  of  Teldrin®( brand  of 
chlorpheniramine  maleate);  50  mg.  of  phenylpropanolamine 
hydrochloride;  2.5  mg.  of  isopropamide,  as  the  iodide. 


brand  of  sustained  release  capsules 


UNCOMMON  REUEFFORCOLD  SYMPTOMS 


If  you^/e 
. seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


1 


! 

Age  22,  previously  normal  mensH 
with  occasional  menorrhagia.  Nol 
on  a sequential  O.C.  for  four  mon 
Complains  of  heavy  flow, 
occasional  intracyclic  bleeding,  \ 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess. 

1st  choice:  Switch  to  a com- 
bination 50-mcg.-estrogen  O.C.  i 
(such  as  Demulen*^).  I 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg.- 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne. 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E"  ora  sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen*). 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O.C.  (such  as  Enovid-E*). 


Unmasked,  physiologically  and  anatomically,  they’re  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 


Age  25,  tall,  slender,  athletic, 
with  flat  chest.  On  a progestogen- 
dominant  50-mcg.-estrogen  O.C. 

Has  recurrent  trichomoniasis 
and  Monilia. 

indicates  estrogen  deficiency  and 
excess  of  progestogen  in  current  O.C. 

1st  choice:  Switch  to  a com- 
bination pill  with  100  meg. 
estrogen  and  less  progestational 
activity  (such  as  Enovid-E*  or 
Ovulen’^’  or  a sequential). 


spectrum. 

Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  in  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  “Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg.- 
estrogen  pill  for  four  months. 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen*). 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/tow-dose-estrogen  O.C. 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulem’). 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice:  A 50-mcg.-estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen*). 


A \ 


ir  a brief  summary 
prescribing  information, 
ease  see  next  page. 


,,  W V I , for  most  ' 

Shite  tablet  contains  ettlfoodibl  diacetate  1 mg./mestran^O.l  png 

, _ a moderately 

cmttlcri 

Each  white  tablet  contains  ethynodiol  diacetate  1 mgV ethinyl  estradiol  50  meg.  ' 

Each  pink  tablet  inOvulen-28®  and  Demulen®-28ts  a placebo,  corrtaining  no  active  ingredients 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules:  : 

cpT  o.  p 1 Products  of  SEARLE  & CO. 

Sanjtuan,  Puerto  Rico  00936 

— • 1 a moderately 

Enovid-E 

Each  tablet  contains  norethynodrel  2.5  mg./  mestranol  0.1  mg. 

I e I Product  of  Searle  Laboratories  Division 


G.D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  PiH"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen*  Demulen* 

Each  white  tablet  contains.  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0,1  mg.  ethynodiol  diacetate  1 mg,/ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28*and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibitingthe  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH), 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  19^,  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States,  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  Increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain'^  leading  to  this  conclusion,  and  one"  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  associates''  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e.g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsandbloating), breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  RBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  12:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M.  P.,and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med,  J.  2651-657  (June  14)  1969,  4.  Sartwell, 
P.  E.;  Masi,  A.  T;  Arthes,  F.  G.,  Greene,  G R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer, 
J.  Epidem.  90.365-380  (Nov.)  1969. 
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Results  of  a questionnaire  to 
7,000  physicians : 
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Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 
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concomitant  use  of  two  or  more  drugs 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
rea.sonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

There  is  no  doubt  that 
many  “atypical"  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contracei^tives  and  the  diu- 
retic-antihypertensives, al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescrii>tion,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable"  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  c 
of  money.  I wish  we  co 
agree  on  a “grandfat 
clause"  approach  to  pre 
rations  that  have  been  in' 
for  a number  of  years  ; 
that  have  an  apparer 
satisfactory  track  recorq 
For  example,  I th 
some  of  the  antibiotic  C( 
binations  that  were  ta 
off  the  market  by  the  F 
performed  quite  well.  I 
fhinking  particularly 
penicillin  - streptomy 
combinations  that  patit 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fe\ 
opportunities  for  doS( 
errors.  To  take  sue, 
preparation  off  the  mar 
doesn’t  seem  to  be  g' 
medicine,  unless  actual, 
age  showed  a great  dea. 
harm  from  the  injecti 
(rather  than  the  pro 
use)  of  the  combination. 
The  point  that  shoulci 
emphasized  is  that  th 
are  both  rational  and  ir 
tional  combinations.  1 
real  question  is,  who  sho 
determine  which  is  whi 
Obviously,  the  FDA  m 
play  a major  role  in  m 
ing  this  determination, 
fact,  I don’t  think  it  < 
avoid  taking  the  ultim 
responsibility,  but  it  sho 
enlist  the  help  of  outs 
physicians  and  experts! 
assessing  the  evidence  r 
in  making  the  ultimate 
cision.  ; 
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1 any  physician  attempt 
itrate  an  exact  thera- 
ic  response  in  his  pa- 
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lose  being  650  mg. 
le  other  semantic  ploy 
ti  called  into  play  is  to 
ribe  a combination 
uct  as  rational  or  irra- 
il. 

ke  antibiotic  mixtures, 
iource  of  much  of  the 

i;ism  generated  against 

I 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination  therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 
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Infection  as  a Complication 
of  Therapeutic  Abortion 

ALAN  H.  DeCHERNEY,  M.D. 

RICHARD  H.  SCHWARZ,  M.D. 

HERNAN  DROBNEY 
Philadelphia 

Six  hundred  and  fifty-seven  abortions  performed  at  the  Hospital  of  the 
University  of  Pennsylvania  were  evaluated  for  complications  with  special 
emphasis  on  infection.  A total  complication  rate  of  24  percent  was  obtained 
with  49  percent  of  these  being  due  to  infection.  The  later  in  gestation,  the 
greater  the  complication  incidence,  with  infection  directly  paralleling  this 
parameter.  The  complication  rate  for  dilitation  and  evacuation  was  4.4  per- 
cent and  that  for  second  trimester  abortion  was  35  percent.  One-fourth  of 
the  complications  occurred  in  patients  who  required  a second  procedure. 
No  decrease  in  complication  rate  with  increasing  experience  was  demon- 
strated. Hysterotomy  carried  the  highest  over-all  complication  rate  as  a 
single  procedure.  Infection  was  divided  almost  equally  between  urinary  tract 
and  endometritis.  The  most  common  organism  isolated  was  E.  coli  (40  per- 
cent). Eighty-eight  percent  of  the  patients  were  treated  empirically  with  am- 
picillin  with  good  response  and  subsequent  confirmation  with  disc  sensitivi- 
ty. These  results  compared  favorably  with  other  reports.  We  feel  that 
because  of  the  high  incidence  of  complications  occurring  after  twelve  weeks 
of  gestation,  new  guidelines  should  be  considered  necessary  for  abortions 
in  the  second  trimester. 


IN  ORDER  to  evaluate  adequately 
the  role  of  infection  in  therapeutic 
'abortion,  it  is  necessary  to  evaluate  it 
,in  relation  to  other  complications  of 
■ this  procedure.  Although  larger  studies 
[have  been  done,  this  relatively  small 
i sampling  is  valid  because  of  the 
I follow-up  and  uniformity  of  care  deliv- 
ered. Tietze  also  makes  this  point. At 
the  University  of  Pennsylvania  Hospi- 
tal there  has  been  an  increase  in  two 
years  from  15  abortions  per  1,000  live 
births  to  203  abortions  per  1,000  live 
births;  and  it  is  estimated  in  the  cur- 
rent year  that  there  will  be  290  abor- 
tions per  1,000  live  births.  It  must  be 
determined  if  performing  therapeutic 
abortions  will  decrease  the  incidence 
■ and  complication  in  illegal  abortions. 
In  a study  from  California,  Stewart  and 
I Goldstein^*  showed  a decrease  in 
i septic  abortions  admitted  to  their  hos- 
^ pita!  as  the  number  of  therapeutic  abor- 
' tions  performed  increased. 


Materials  and  Methods 

Retrospectively,  657  hospital  charts 
were  reviewed- — out-patient  records, 
and  private  physician'’s  records.  This 
included  all  the  therapeutic  abortions 
performed  at  the  Hospital  of  the  Uni- 
versity of  Pennsylvania  during  the 
twenty-four  month  period  starting 
January  1,  1969,  and  ending  De- 
cember 31,  1970.  The  charts  were 
evaluated  as  to  parity,  age,  type  of 
procedure,  and  complications,  with 
special  emphasis  on  the  incidence  and 
type  of  infections  encountered.  The 
majority  of  abortions  were  done  by 
suction  curettage  using  general  anes- 
thesia, pHisoHex  vaginal  prep,  and 
Goodell  dilators.  At  the  completion  of 
each  procedure,  the  uterus  was  ad- 
judged free  of  tissue  utilizing  a sharp 
curet.  Ail  patients  received  in- 
travenous oxytocin  during  and  after 
the  procedure. 


Amniocenteses  were  done  with  local 
xylocaine  anesthesia,  the  abdomen 
being  prepped  with  iodine.  An 
eighteen-gauge  spinal  needle  was 
employed,  and  an  attempt  was  made  to 
remove  as  much  amniotic  fluid  as 
possible  not  to  exceed  200  cc.  Fifty 
cc  more  than  the  volume  of  saline 
removed  was  instilled;  23.5  per- 
cent saline  was  used  routinely. 
When  intravascular  injection  could  not 
be  excluded  as  a possibility,  50  percent 
glucose  solution  was  used  with  two 
grams  of  ampicillin  added,  barring 
penicillin  allergy.  No  prophylactic  sys- 
temic antibiotics  were  used.  No  at- 
tempt to  monitor  feta!  heart  tones  was 
made,  and  no  patient  had  more  than 
two  amniocenteses.  If  the  first  am- 
niocentesis was  unsuccessful,  the 
procedure  was  repeated  in  twenty-four 
hours  or  the  patient  was  sent  home 
until  labor  ensued,  returning  in  one 
week  for  re-instillation  if  necessary.  If 
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follow-up  dilatation  and  evacuation 
(D&E)  was  necessary,  this  was  done  in 
the  operating  room  under  general  an- 
esthesia. 

The  hysterotomies  were  done  under 
general  anesthesia  with  Betadine® 
alcohol  skin  preparation.  All  were 
fundal  incisions  without  bladder  dis- 
section. The  cervix  was  routinely 
dilated  through  the  uterine  incision  for 
post-operative  drainage.  All  patients 
had  an  indwelling  Foley  catheter 
placed  for  a minimum  of  twenty-four 
hours.  Concomittant  tubal  ligations 
were  usually  of  the  Pomeroy  type  al- 
though a few  Irving  procedures  were 
done.  Patients  were  routinely  fed  and 
ambulatory  in  twenty-four  to  forty- 
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eight  hours  postoperatively.  Patients 
undergoing  hysterectomy  had  no  ad- 
nexal surgery.  These  procedures  were 
also  done  under  general  anesthesia 
with  a Betadine®’"  and  alcohol  prep.  A 
modified  Richardson  technique  was 
used  leaving  the  vaginal  cuff  open.  The 
patients  were  routinely  ambulatory 
and  fed  on  the  first  postoperative  day. 
An  indwelling  Foley  catheter  was  used 
in  all  cases  being  placed  in  the  bladder 
preoperatively  in  the  operating  room 
and  removed  twenty-four  hours  after- 
wards. Most  catheter  tips  were  sent  for 
culture  upon  removal. 

No  prophylactic  antibiotics  were 
used  in  any  of  the  above  abdominal 
"Purdue  Frederick  Company 


procedures,  and  the  only  drains  were 
occasional  subcutaneous  Penrose 
drains.  Two  patients  having  Wertheim 
hysterectomies  were  placed  on  peni- 
cillin 600,000  every  six  hours  and 
streptomycin  0.5  grams  twice  daily, 
postoperatively. 

Of  the  657  patients,  148  service  and 
35 1 private  procedures  were  un- 
complicated, while  80  service  and  78 
private  procedures  were  complicated. 
Further  analysis  was  made  by  year. 
The  study  population  was  then 
analyzed  for  age  (see  Figure  1).  Of  the 
primagravidas,  there  were  89  service 
and  136  private  procedures  that  were 
uncomplicated.  Fifty-four  service  and  i 
35  private  were  complicated.  Forty- 
nine  percent  of  all  the  patients  were 
primagravidas.  j 

The  procedure  performed  on  each  i 
patient  was  defined  by  the  gestational 
age,  by  uterine  size,  LMP,  and  j 
whether  or  not  the  patient  requested  ! 
sterilization.  Results  of  the  procedures' 
are  summarized  in  Figure  2.  Of  all 
procedures,  66  percent  were  D&F, 
17  percent  saline,  16  percent  hys- 1 
terotomy,  1 percent  hysterectomy. 
Seven  percent  of  the  D&Fs  were 
greater  than  twelve  weeks,  none 
greater  than  sixteen  weeks.  These  late  i 
D&Fs  showed  only  increased  hemor- 1 
rhage  as  a complication.  Five  percent  I 
of  the  amniocenteses  were  done  with  i 
hypertonic  glucose,  with  a 53  percent 
complication  rate  divided  equally  be-] 
tween  infection  and  failure  to  abort 
within  thirty-six  hours  of  initial  in- 
stillation. Ninety  percent  of  the  hys- 
terotomies were  associated  with  tubal 
ligation,  30  percent  being  done  in  pa- 
tients less  than  twelve  weeks  gestation.! 
There  was  no  significant  difference  in 
the  complication  rate  in  these  early  i 
hysterotomies.  The  high  complication 
rate,  75  percent,  for  service  hystero-!i 
tomies  is  unexplained.  The  two  ‘ 
Wertheim  hysterectomies  were  done’' 
for  stage  IB  carcinoma  of  the  cervix. 

Results  I 

The  complications  are  summarized  ^ 
in  TABLE  I.  The  incidence  of  post-  * 
abortal  dysfunctional  bleeding  is  not  P 
evaluated  because  of  the  difficulty  in 
defining  this  entity.  Repeat  amniocen-  ! 
tesis  is  not  considered  under  complica- 
tions. Uterine  perforations  included^ 
only  those  diagnosed  on  exploratory  * 
laparotomy  at  the  time  of  the  initial 
procedure.  There  is  no  evidence  fori 
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occult  perforations  in  this  study  other 
than  the  one  broad  ligament  hema- 
toma. 

The  infectious  complications  are 
summarized  in  TABLE  II.  Morbidity 
is  defined  as  temperature  greater  than 
100.4°  F in  the  postoperative  period, 
occurring  at  least  twice  in  any  twenty- 
four  hour  period.  Twenty-five  percent 
of  the  infections  were  the  reusit  of 
repeat  procedures.  Fifteen  percent  of 
these  patients  required  readmission. 
The  organisms  isolated  and  the  sensi- 
tivities reported  are  about  as  expected 
except  for  the  large  number  of  am- 
picillin-resistant  Klebsiella  urinary 
tract  infections.  The  remainder  of  the 
infections  were  treated  either  em- 


hemolysis  or  renal  disease.  Eighty-five 
percent  of  the  abortions  were  done  for 
socioeconomic  reasons,  while  the 
remainder  were  for  specific  medical  or 
psychiatric  indications.  The  average 
patient  hospital  stay  was  3.6  days  and 
no  outpatient  procedures  were  per- 
formed. One  patient  had  two  abortions 
three  weeks  apart  for  twins.  There  was 
a total  over  the  two-years  period  of 
5,227  births  (3,661  service  and  1,563 
private)  for  a rate  of  121  therapeutic 
abortions  per  1,000  live  births.  The 
above  figures  are  based  on  a 75  per- 
cent follow-up  defined  as  at  least  one 
postabortive  visit. 


pirically  or  by  sensitivity  disc  results. 
Ampicillin,  the  predominant  drug,  was 
used  in  88  percent  of  cases  regardless 
of  the  site  of  infection.  There  were  no 
drug  reactions.  The  statistics  are  based 
on  urine,  blood,  sputum,  and  cervical 
culture. 

No  serious  complications  from 
saline  amniocentesis  were  noted  such 
as  disseminated  intravascular  clotting. 

In  order  to  evaluate  the  statistics  at 
the  University  of  Pennsylvania  Hospi- 
tal, the  population  studied  should  be 
compared  to  other  samples  reported. 
Forty-nine  percent  of  the  patients  were 
primagravidas,  and  60  percent  of  the 
total  are  private  patients.  There  was  24 
percent  complication  rate  with  one- 
half  of  these  occurring  in  service  pa- 

TABLE  1 

COMPLICATIONS 

Service 

Private 

Infection 

34 

33 

Blood  Loss  500  cc 

9 

22 

Repeat  D&E 

4 

8 

D&E  Following  Amniocentesis 

11 

2 

Hysterotomy  for  Failed  Amniocentesis 

5 

3 

1 Ileus 

5 

0 

Uterine  Perforation 

3 

2 

Asherman’s  Syndrome 

3 

0 

1 Cervical  Laceration 

4 

5 

Hydatidiform  Mole 

1 

0 

Broad  Ligament  Hematoma 

1 

0 

Severe  Depression 

0 

2 

TAH  for  Failed  Amniocentesis 

0 

1 

“80“ 

78 

TABLE  II 

INFECTIONS 

Type 

Procedure  of  the  Infection 

Organism 

1 D&E  20  Endometritis 

31 

E.  Coli 

33 

Amniocentesis  13  UTi 

28 

Proteus  Mirabilis 

13 

Hysterotomy  32  Wound 

6 

Klebsiella 

9 

Hysterectomy  2 Respiratory 

4 

Anarobic  Strep 

5 

, Not  Diagnosed 

3 

Staph  A. 

5 

Viral 

1 

No  Culture 

5 

Bacteroides 

3 

B-Hemo.  Strep 

1 

Candida  A. 

1 

Pneumococci 

1 
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tients.  No  decrease  in  the  complication 
rate  is  noted  when  comparing  1969 
with  1970.  The  majority  of  patients 
fall  into  the  20-30  age  group.  The 
complication  rate  in  the  young  age 
group  did  not  differ,  but  in  the  35-1- 
age  group  there  was  an  increased 
complication  rate  because  of  the  type 
of  abortion  procedure;  more  likely  an 
abdominal  procedure.  D&E  accounted 
for  66  percent  of  the  cases,  amniocen- 
tesis 17  percent,  hysterotomy  16  per- 
cent, and  hysterectomy  1 percent.  In- 
fection was  the  etiology  of  50  percent 
of  the  complications. 

In  comparing  this  population  to  that 
in  other  studies:  Ingram  and  Longood^ 
in  a study  from  New  York  reported  on 
34,175  abortions.  Forty-seven  percent 
of  these  were  in  primagravidas  with 
17.1  percent  D&E,  and  15.5  am- 
niocentesis. Their  complication  rates 
were  33  percent  in  the  amniocentesis 
patients,  and  30  percent  in  hystero- 
tomy. They  also  demonstrated,  as 
previously  accepted,  that  the  earlier  in 
gestation  the  abortion  is  done,  the 
lower  the  complication  rate;  hence,  the 
4.4  percent  complication  rate  with  a 
D&C  done  at  less  than  6 weeks. 
Droegemueller,  et  al^,  in  a study  from 
Colorado  reported  637  therapeutic 
abortions  in  a population  similar  to 
ours  with  like  findings.  In  two  studies 
from  Albert  Einstein, both  on  out- 
patient procedure,  there  were  500 
D&Es  and  323  amniocenteses  uti- 
lizing saline.  These  matched  our  popu- 
lation for  age,  parity,  and  length  of 
gestation.  The  overall  complication 
rate  was  considerably  less  than  ours; 
for  the  D&Es  1.4  percent  and  the 
saline  instillations  were  only  reported 
on  re-hospitalization. 

Schaefer^®  reports  an  almost  iden- 
tical complication  rate  as  those 
reported  here  in  a review  of 
266  D&Es.  The  paucity  of  information 
to  review  on  complication  and  infec- 
tion rates  is  obvious;  therefore,  all 
comparisons  are  estimates  since  there 
is  no  uniform  method  of  reporting  and 
the  number  of  variables  is  immense. 
As  more  abortions  are  done  in  this 
country,  accuracy  in  diagnosing  and 
reporting  complications  will  improve. 

The  only  means  available  to  com- 
pare complication  statistics  at  present 
is  by  specific  procedure;  D&E  and  am- 
niocentesis have  been  described  and 
discussed. Briefly,  in  therapeu- 
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tic  abortion  hysterectomy,  Lewis®  did 
fifty-six  hysterectomy  abortions; 
twenty-seven  of  these  were  greater 
than  twelve  weeks  gestation.  The 
complications  included  thirteen  pa- 
tients with  temperatures  greater  than 

100.4.  Two  patients  had  a post  opera- 
tive pulmonary  embolism.  The  average 
hospital  stay  was  eleven  days  with  an 
over-all  complication  rate  of  20  per- 
cent which  is  less  than  that  reported 
for  hysterotomy  or  amniocentesis. 
Laufe  and  Kreutner,®  in  an  interesting 
study,  evaluated  seventy-seven  vaginal 
hysterectomies  for  therapeutic  abor- 
tion. They  reported  no  major  compli- 
cations with  an  over-all  rate  of  35.5 
percent,  mostly  urinary  tract  infec- 
tions. 

In  discussing  the  specific  complica- 
tion of  infection,  Droegemueller  and 
Greer'  showed  a greater  incidence  of 
infection  in  amniocentesis  with  glu- 
cose instillation,  even  with  prophy- 
lactic antibiotics.  In  none  of  the 
studies  reporting  infection  as  a 
complication  of  abortions  was  the 
organism  or  the  type  of  treatment 
employed  discussed.  There  are  no 
reports  of  septic  shock.  All  used  the 
same  criteria,  temperature  greater  than 

100.4,  but  did  not  specify  the  duration. 
It  appears  that  the  major  discrepancy 
in  the  reported  infection  rate  is  in  the 
number  of  urinary  tract  infections. 
Shulman^ 'reported  an  overall  infection 
rate  of  6.7  percent,  MacKenzie^  7.8 
percent.  The  urinary  tract  infections 
were  all  diagnosed  by  culture.  The  cri- 
teria for  endometritis  were  uterine  or 
parametrial  tenderness,  foul  discharge, 
leukocytosis  or  elevated  temperature 
for  greater  than  twenty  four  hours. 
Schaefer,'"  the  only  author  reporting  a 
similar  infection  rate  (20  percent), 
showed  equal  proportion  of  endome- 
tritis but  fewer  urinary  tract  infections. 

In  a recent  article,  Rovinsky" 
evaluated  the  New  York  abortion  ex- 
perience with  360  abortions  to  every 
1,000  live.  The  maternal  mortality  was 
eight  per  100,000  abortions,  and  this  is 
four  times  greater  in  late  hospital  abor- 
tion. He  shows  a 5 percent  morbidity 
rate  for  early  abortion  with  one-half 
attributed  to  infection.  In  late  abor- 
tion, he  had  a 15.6  percent  complica- 
tion rate. 

A low  incidence  of  anerobic  organ- 
isms such  as  bacteroides  or  Clostridia® 
is  noted.  This  is  probably  due  to 
nonanerobic  collection  of  culture  ma- 


terial other  than  blood  culture.  Perfo- 
rations are  three  times  more  common 
when  a suction  curettage  is  performed 
after  thirteen  weeks  of  gestation. 

Teitze’s'4  figures  for  overall  compli- 
cations are  5.9  percent  for  D&E,  26.3 
percent  for  amniocentesis,  39.5  per- 
cent with  hysterotomy,  and  a much 
larger  percentage  for  hysterectomy.  He 
categorizes  his  complications  into 
major  and  minor.  His  overall  compli- 
cation rate  was  1 1 percent,  and  the  in- 
fection rate  was  34  percent.  Break- 
down as  to  location  of  infection  dem- 
onstrated one-third  being  endometritis. 
Teitze’s  total  number  of  hysterotomies 
is  small  because  all  cases  associated 
with  tubal  ligation  are  excluded.  He 
reports  a lower  complication  rate  with 
outpatient  D&E  than  inpatient,  which 
substantiates  Shulman’s  conclusions. 
Hysterotomy  carries  the  highest  infec- 
tious morbidity.  The  organisms  iso- 
lated most  frequently  were  E.  coli  40 
percent  with  Proteus  mirabilis  being 
second. 

A 17.5  infection  rate  is  noted,  ac- 
counting for  50  percent  of  the  reported 
complications. 

Nathanson  reported  on  26,000  first- 
trimester  abortions  done  as  an  outpa- 
tient with  local  anesthesia.  An  infec- 
tion rate  of  1 5 per  thousand  with  forty- 
nine  out  of  391  patients  requiring  hos- 
pitalization is  reported.  The  other 
responded  to  conservative  antibiotic 
therapy.  These  figures  are  based  on 
61.8  percent  follow-up. 

Conclusion 

The  frequency  and  severity  of 
complications,  particularly  infections, 
increases  with  the  duration  of  gesta- 
tion and  the  type  of  procedure  per- 
formed. One-fourth  of  the  infections 
were  in  patients  requiring  repeat 
procedures.  Since  abortion  is  definitely 
a therapeutic  modality  that  the  obste- 
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trician-gynecologist  will  frequently  be 
called  upon  to  use,  how  can  he 
decrease  the  high  complication  rate? 

In  order  to  decrease  the  problems  as- 
sociated with  saline  abortions,  he  must 
consider  the  frequency  of  vaginal  ex- 
aminations, the  time  for  which  the 
placenta  is  retained,  the  role  of 
prophylactic  curettage,  and  the  de- 
crease in  instillation-delivery  time  if 
oxytocin  is  started  immediately.  More 
outpatient  procedures  will  certainly  be 
done  because  of  patient  demand  and 
hospital  logistics.  With  the  high  infec- 
tion rate  in  New  York  where  the  expe- 
rience is  largest,  patients  are  being 
discharged  on  prophylactic  antibiotics 
(250  mg  of  ampicillin  four  times  daily 
for  four  days).  The  value  of  this  must 
be  critically  studied.  Is  there  a place 
for  vaginal  hysterectomy?  Based  on 
this  study:  hysterotomy-tubal  ligation 
may  cause  too  high  a complication  risk 
to  be  indicated.  Ultimately  what  will 
be  the  role  of  these  frequent  post- 
abortal infections  in  producing  in- 
fertility, chronic  pelvic  inflammatory 
disease,  and  chronic  pyonephritis.  It  is  ^ 
only  because  of  rapid  and  accurate 
diagnosis  and  treatment  that  no  real  li 
tragedy  has  occurred.  The  complica-  a 
tion  rate  for  infection  parallels  the  tl 
overall  rate,  increasing  with  gestation,  b 
Perhaps  new  guidelines  should  be  es-  E 
tablished  for  pregnancy  termination 
after  twelve  weeks,  since  the  complica-  b 
tion  rate  (specifically  infection)  in-  p 
creases  morbidity.  □ n 
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Skin  Mottling  and  Intractable  Pain 


MICHAEL  SCOTT,  M.D. 
Philadelphia 


That  the  prolonged  use  of  local 
heat  by  hot  water  bottle  or  elec- 
tric heating  pad  produces  an  obvious 
and  at  times  irreversible  mottling  of 
the  skin  in  the  applied  area  has  long 
been  recognized  by  dermatologists: 
Erythema  ab  Igne.^-^ 

When  such  use  of  heat  is  prompted 
by  search  for  relief  from  intractable 
pain  during  many  weeks,  it  should 
raise  in  the  mind  of  the  physician  a 
suspicion  of  underlying  organic  disease 
in  the  area  suggested  by  the  locale  of 
the  mottling  or  pain  referred  to  the 
area  from  intraspinal  or  extraspinal  in- 
volvement of  the  corresponding 
lumbar  or  sacral  sensory  nerve  roots. 
Indeed,  in  such  cases  the  mottling  is  an 
objective  sign  of  intractable  pain. 

The  purpose  of  this  paper  is  to 
report  three  such  cases. 

Case  Reports 

M.  C.,  Case  One,  was  admitted  Sep- 
tember 3,  1968.  This  45-year-old 

female  had  a history  of  low  back  and 
left  lower  extremity  pain  which  began 
five  years  before  admission  when  she 
fell  from  a stool  while  at  work.  Since 
then  she  had  been  treated  by  her  fami- 
ly physician,  by  a chiropractor,  by  a 
-psychiatrist,  and  with  various  medica- 
itions  including  narcotics.  For  the  past 
year  she  had  applied  an  electric 


Fig.  1(A):  ‘‘Skin  mottling  sign”  due  to 
prolonged  local  application  of  heat 
for  intractable  thigh  and  leg  pain  in  a 
patient  with  metastatic  tumor  to  the 
femur. 


heating  pad  daily  to  the  painful  area 
with  some  relief. 

An  undiagnosed  lesion  was  removed 
from  her  breast  in  1958.  She  attempted 
suicide  in  1963. 

The  neurological  examination  was 
negative  except  for  decreased  Achilles 
reflexes.  The  physical  examination 
showed  no  abnormalities  except  for  a 
peculiar  mottling  and  pigmentation  of 
the  skin  over  the  lateral  and  posterior 
left  thigh  (Fig.  lA).  X-rays  of  the 
lumbar  spine  and  pelvis  and  a 
myelogram  were  negative.  An  x-ray  of 
the  entire  femur  revealed  a lytic  3 cm 
lesion  in  the  upper  femur  (Fig.  IB). 
Biopsy  of  the  lesion  by  an  orthopedic 
surgeon  indicated  carcinoma  of  a 
squamoid  type.  A Kuntscher  nail  was 
inserted  to  avoid  spontaneous  fracture. 
A complete  medical  survey  including 
blood  chemistries,  chest  x-ray,  skeletal 
survey,  mammography,  intravenous 
pyelography,  barium  enema,  and 
upper  G.I.  series  revealed  no  primary 
tumor.  Irradiation  therapy  gave 
marked  relief  of  her  thigh  pain. 

Case  Two,  R.  B.,  age  54,  was  ad- 
mitted January  20,  1970,  complaining 
of  intractable  low  back  and  right 
sciatic  pain  for  ten  years  unrelieved  by 
the  removal  of  a herniated  disc  of  the 
fourth  lumbar  interspace  three  years 
before  the  present  admission.  The  pa- 
tient had  a mastectomy  of  the  right 
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Fig.  1(B):  Note  skin  incision  for 
biopsy  of  the  bone  tumor. 


breast  for  carcinoma  shortly  before  the 
disc  operation. 

Her  pain  was  not  relieved  by  trac- 
tion, large  doses  of  anodynes,  or  mod- 
erate use  of  narcotics.  Her  only  relief 
was  from  the  constant  application  for 
months  of  an  electric  heating  pad  over 
the  painful  area  of  the  right  buttock. 
She  had  no  weight  loss  or  other 
symptoms  suggesting  metastatic  malig- 
nancy. The  neurological  examination 
revealed  an  absent  right  Achilles 
reflex,  positive  Lasegue  sign,  and  pain 
on  pressure  over  the  right  sciatic 
notch.  A mottling  of  the  skin  mainly 
over  the  right  posterior  buttock  and 


lateral  upper  thigh  was  present  caused 
by  the  constant  application  of  an  elec- 
tric heating  pad  (Fig.  2).  A chest  x-ray, 
skeletal  survey,  and  medical  evaluation 
showed  no  evidence  of  metastatic 
malignancy.  A lumbar  myelogram 
showed  a defect  at  the  level  of  the 
previous  operation  at  the  fourth 
lumbar  interspace  and  an  additional 
defect  at  the  L5,  SI  interspace.  At  re- 
exploration, adhesions  were  found  in- 
volving the  fifth  lumbar  root  and  an 
extruded  portion  of  disc  material  was 
found  compressing  the  right  first  sacral 
root  at  the  fifth  lumbar  interspace.  The 
patient  was  last  examined  six  months 


following  the  surgery.  She  had 
complete  relief  of  the  severe  pain  in 
the  right  buttock  but  still  complained 
of  some  pain  in  the  lower  extremity. 

Case  Three,  E.  M.,  a woman  age 
33,  was  admitted  November  15,  1971, 
complaining  of  low  back  and  left 
sciatic  pain  radiating  to  the  small  toe. 
The  patient  had  episodes  of  low  back 
and  sciatic  pain  after  childbirth.  Her 
complaints  persisted  after  her  third 
pregnancy,  three  years  before  this  ad- 
mission. A lumbar  laminectomy  and 
fusion  at  another  institution  eight 
months  ago  had  given  no  relief;  and 
her  pain  was  severe,  intractable,  and 
worse  at  night.  The  pain  was  not 
relieved  by  bedrest  or  frequent  use  of 
Percodan®  (Endo  Laboratories,  Inc.) 
and  Talwin®  (Winthrop  Laboratories). 
A brace  did  not  help.  The  constant 
application  of  an  electric  heating  pad 
to  the  painful  area  over  her  buttock 
and  thigh  for  the  past  six  months  gave 
her  most  relief.  The  pain  was  not 
aggravated  by  coughing,  straining  or 
sneezing,  and  there  were  no  motor  or 
sphincter  complaints.  The  pain  was 
not  related  to  her  menstrual  cycle.  The 
patient  denied  any  emotional  or  envi- 
ronmental problems  which  might 
aggravate  her  pain. 

The  neurological  examination  re- 
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Fig.  2:  “Skin  mottiing  sign”  in  patient 
with  intractabie  back  and  lower  ex- 
tremity pain  caused  by  a disc  frag- 
ment found  at  a second  operation. 


Fig.  3:  "Skin  mottling  sign"  in  patient 
with  intractable  low  back  and  sciatic 
pain  unrelieved  by  disc  removal  and 
fusion  elsewhere.  Re-exploration  re- 
vealed compression  of  the  fifth 
lumbar  and  first  sacral  nerve  roots  by 
a layer  of  extradural  fibrous  tissue. 

vealed  normal  reflexes,  sensation,  and 
motor  function.  The  Lasegue  sign 
was  negative.  There  was  good  pulsa- 
tion of  the  arteries  of  both  feet.  Palpa- 
tion of  the  sciatic  nerve  was  negative. 
She  could  flex  her  back  approximately 
45°  before  the  pain  occurred  in  her 
leg.  The  patient  resisted  external  rota- 
tion of  her  left  thigh  when  it  was 
placed  in  the  flexed  position.  Palpation 
of  the  inguinal  area  was  negative. 

An  extensive  mottling  of  the  skin 
over  her  left  buttock  and  hip  area  was 
present  due  to  the  constant  application 
for  months  of  an  electric  heating  pad 
(Fig.  3). 

A medical  evaluation  was  negative. 
The  low  back  x-rays  showed  the 
previous  laminectomy  but  no  unusual 
pathology.  X-rays  of  her  left  femur 
showed  changes  in  the  left  femoral 
head  from  an  old  healed  fracture. 

Her  myelogram  appeared  normal  on 
the  AP  projection,  but  the  lateral  and 
oblique  projections  showed  an  unusual 
linear  filling  defect  in  the  contrast  col- 
umn which  extended  over  a 6 cm  area 
at  L4  and  L5  levels.  The  etiology  of 
the  defect  was  obscure.  The  following 
possibilities  were  considered:  (1)  an 
edematous  nerve  root;  (2)  multiple 
adherent  nerve  roots;  (3)  adhesions  or 
extradural  pathology  of  unknown 
I etiology. 

i The  patient  had  multiple  novacaine 
I injections  in  the  hip  and  epidural 


blocks.  Since  these  were  ineffectual,  an 
orthopedic  surgeon  explored  the  hip 
joint.  No  abnormality  was  found.  Bi- 
lateral re-exploration  of  the  fourth  and 
fifth  lumbar  disc  spaces  was  done  on 
March  20,  1972.  There  was  no  addi- 
tional disc  problem  or  tumor.  The  first 
sacral  and  fifth  lumbar  nerve  roots 
were  compressed  by  a layer  of  ex- 
tradural fibrous  tissue  which  was 
removed.  The  etiology  of  the  patient's 
pain  is  still  debatable  and  the  post- 
operative period  too  short  to  evaluate 
the  result  from  the  surgery. 

Discussion 

Pain  is  subjective  and  is  frequently 
associated  with  other  symptoms  and 
signs  corroborating  a specific  etiology. 
Occasionally  the  cause  of  the  pain  is 
baffling  and  the  clinical  picture  dis- 
torted by  emotion  (anxiety  or  fear),  lit- 
igation, and.  rarely,  malingering.  A de- 
pendable. objective  sign  of  real 
prolonged  pain  would  be  most  helpful 
in  arriving  at  a solution  for  the  cause 
of  the  pain.  A mottled  skin  area  was 
such  an  objective  sign  in  these  three 
patients.  In  all  the  three  patients  the 
mottling  and  the  pain  were  unilateral, 
persistent,  and  located  in  the  buttock 
and  the  thigh.  In  all  three  the  pain  was 
not  relieved  by  anodynes,  moderate 
doses  of  narcotics,  bed  rest,  traction, 
or,  in  two,  by  the  initial  exploration 
for  a disc  herniation. 

The  mottling  resulted  from  ex- 


Dr.  Scott  is  professor  in  the  depart- 
ment of  neurological  surgery  at 
Temple  University  Health  Sciences 
Center  and  consultant  at  Philadel- 
phia General  Hospital  and  at  Albert 
Einstein  Medical  Center. 


posures  as  short  as  six  weeks  and  was 
irreversible.  ■■■ 

The  mottling  should  be  considered 
as  a 'stamp  of  authenticity”  as  to  the 
location,  persistence,  severity,  and  reli- 
ability of  the  patient's  complaint.  It 
helps  to  rule  out  such  psychologic  con- 
ditions as  conversion  hysteria,  malin- 
gering, or  compensation  gain  as  a 
primary  cause  of  the  pain;  and  alerts 
the  examiner  to  an  organic  etiology. 
The  cafe  au  lait  spots  seen  in  Von 
Recklinghausen's  disease  and  the 
brownish  stain  frequently  seen  in  a 
skin  dermatomere  involved  by  herpes 
zoster  are  well  localized  lesions  as- 
sociated with  a specific  clinical 
syndrome  and  should  not  be  confused 
with  the  characteristic  mottling  due  to 
heat  application. 

Summary 

Three  patients  are  reported  in  whom 
mottling  of  the  skin  after  weeks  or 
months  of  local  use  of  heat  suggested 
an  organic  cause  of  the  pain  rather 
than  a psychologic  reason. 

Localized  mottling  as  described  in 
the  above  cases  deserves  to  be  called 
an  objective  sign  of  intractable  pain 
and  should,  therefore,  be  helpful  in  the 
evaluation  of  the  cause  of  such  pain.  □ 

'^"Erythema  ah  ligne  is  an  inflamma- 
tory erythematous  and  hyperpig- 
mented  skin  change  resulting  from 
prolonged  exposure  of  the  skin  to 
moderately  intense  heat  developing  in 
the  absence  of  overt  evidence  of  an 
acute  burn.  It  begins  with  a mottled 
appearance  of  the  skin  areas  exposed 
to  heat  and  eventually  becomes  an 
annular,  gyrated,  or  reticulated  persist- 
ent erythema  associated  with  check- 
ered hyperpigmentation  and  the  devel- 
opment of  vascular  telangiectasis.  It  is 
seen  predominantly  in  women 
warming  their  legs  in  front  of  an  open 
fireplace  particularly  in  areas  without 
central  heating  and  where  turf  or  soft 
coal  is  burned  as  a fuel.  Similar 
changes  may  be  produced  by  an  elec- 
tric heating  pad  or  hot  water  bottle. 
The  changes  once  marked  are  usually 
irreversible."^ 
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A Case  of  Suspected  Stokes-Adams  Attacks 

with 

Trifluoperazine  Therapy 


ROY  STEINHOUSE,  M.D. 
Fort  Lee,  Virginia 


Among  the  rarer  side  effects  of 
phenothiazine  therapy  is  the  ini- 
tiation of  convulsive  seizures  in  known 
epileptics.  To  date,  chlorpromazine 
(Thorazine,  ® Smith,  Kline  & French), 
promazine  (Sparine,  ® Wyeth),  and 
flupromazine  (Vesprin,®  Bristol)  have 
been  more  often  implicated,  whereas 
perphenazine  (Trilafon,®  Schering) 
and  trifluoperazine  (Stelazine,®  Smith, 
Kline  & French)  has  been  less  so.* 
However,  Logothetis  in  1967  de- 
scribed spontaneous  epileptic  seizures 
in  persons  with  no  previous  convulsant 
history  while  being  treated  with 
phenothiazines.2 

Sudden  death®  and  cardiac  ar- 
rhythmias'* have  also  been  attributed  to 
phenothiazine  usage  with  chlorproma- 
zine and  thioridazine  being  more 
frequently  involved.  Arrhythmias  may 
result  in  asystole  with  the  Stokes- 
Adams  syndrome  characterized  by 
syncope,  confusional  states,  and  abor- 
tive, focal  incomplete  or  grand-mal 
seizures  following.®-® 

A case  is  described  wherein  a pa- 
tient with  no  previous  convulsive  his- 
tory, but  with  congenital  heart  disease 
consisting  of  a patent  ductus  arteriosus 
and  a ventricular  septal  defect,  devel- 
oped a confusional  state  and  focal  and 
myoclonic  seizures  when  ingesting 
small  amounts  of  trifluoperazine. 

Case  History 

On  November  17,  1969,  a twenty- 
nine-year-old  single,  protestant,  white 
female  was  admitted  for  the  first  time 
to  the  inpatient  unit  of  the  Temple 
University  Health  Sciences  Center, 
department  of  psychiatry.  She  had  ex- 
hibited psychotic  behavior  for  the 


previous  four  days  with  "mixed  up” 
talking,  over-seclusiveness,  and  ex- 
treme anxiety. 

The  mental  status  exam  disclosed  an 
alert  but  seclusive  and  frightened 
woman  who  showed  evidence  of  an  in- 
ability to  carry  on  logical  thought, 
delusional  and  paranoid  ideation,  and 
ideas  of  self-reference.  Though  de- 
nying visual,  olfactory  or  tactile 
hallucinations,  she  did  admit  to 
hearing  occasional  "voices”  that  told 
her  "frightening  things.”  She  expressed 
resentment  and  frustration  about  her 
congenital  heart  disease  and  re- 
stricted life  she  had  been  leading.  In 
spite  of  her  anatomical  cardiac  lesions, 
however,  she  had  been  symptom-free, 
and  the  Temple  cardiologists  believed 
that  she  could  have  been  more  active. 

The  patient’s  previous  psychiatric 
and  medical  histories  were  within 
normal  limits  except  for  congenital 
heart  disease  which  had  been  eval- 
uated clinically  at  birth,  by  cathe- 
terization at  age  thirteen  and  again 
clinically  during  her  present  admission 
to  Temple. 

Physical  examination,  including  a 
neurological  consultation  and  ves- 
tibular studies  for  past  vertigo,  was 
within  normal  limits  except  for  varied 
cardiac  murmurs  consistent  with  her 
anatomical  defects. 

The  EKG  revealed  left  axis  devia- 
tion but  an  apparent  regular  rhythm; 
the  waking  EEG  was  normal  as  were 
the  complete  blood  count,  fasting 
blood  sugar,  urinalysis,  and  electro- 
lytes. The  chest  x-ray  disclosed  some 
enlargement  of  the  left  heart  border. 

After  a two-day  evaluation  period, 
the  patient  was  begun  on  trifluopera- 
zine (Stelazine,®  Smith,  Kline  & 
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French)  2 mg  t.i.d.,  later  increased  to  5 
mg  t.i.d.  Benztropine  mesylate  (Co- 
gentin,®  Merck,  Sharpe  & Dohme)  1 
mg  b.i.d.  was  added  two  days  later.  In 
the  following  three  days  the  trifluo- 
perazine was  further  increased  to  10 
mg  b.i.d.  and  the  benztropine  mesylate 
to  2 mg  b.i.d.  Over  the  next  two  weeks, 
the  patient  steadily  improved.  Because 
of  the  marked  change  in  her  thought 
processes,  trifluoperazine  was  reduced 
to  5 mg  b.i.d.  on  December  5,  1969, 
and  on  December  8,  1969,  the  patient 
was  discharged  on  that  dose  along  with 
benztropine  mesylate,  2 mg  b.i.d. 

Over  the  next  three  months  this 
young  woman  experienced  several 
■’collapses”  during  which  she  would 
plunge  to  the  floor  unconscious  often 
suffering  multiple  bruises  and  con- 
tusions. As  a precautionary  measure, 
after  the  first  episode,  trifluoperazine 
was  reduced  to  2 mg  b.i.d.  and  the 
benztropine  mesylate  discontinued. 
However,  her  difficulty  continued.  In 
March  of  1970,  the  patient’s  sister-in- 
law  described  one  of  the  attacks  she 
had  witnessed. 

The  patient  was  experiencing  what 
appeared  to  be  myoclonic  jerks  of  the 
left  arm  and  twitches  of  her  face  for 
several  days  prior  to  the  actual  attack. 
The  "collapse”  consisted  of  the  patient 
crashing  to  the  floor  unconscious,  with 
her  eyes  rolled  upwards  and  both  her 
arms  and  legs  stiff  and  extended.  There 
was  no  clonic  phase  or  loss  of  bowel 
and  bladder  control.  The  patient 
regained  consciousness  in  several 
minutes  and  except  for  complaints  of 
sleepiness  seemed  fully  recovered. 
Both  a repeat  EEG  and  neurological 
examination  done  during  the  month  of 
Eebruary  1970  had  disclosed  no  ab- 
normalities. 

All  medication  was  discontinued  in 
March  of  1970,  and  the  patient  was 
prophylactically  started  on  Dilantin,®^ 
(Parke,  Davis)  100  mgs  t.i.d.  Though 
she  used  the  drug  for  only  three 
months,  at  the  time  of  this  paper,  some 
nine  months  after  the  cessation  of 
trifluoperazine  therapy,  the  patient  has 
remained  seizure  free,  though  still 
somewhat  thought  disordered. 

Discussion 

Extrapyramidal,  parasympa- 
thomimetic, and  hypotensive  side  ef- 
fects have  long  been  recognized  as  ac- 
companying phenothiazine  usage. 


More  recently,  episodes  of  sudden 
death  and  varied  cardiac  arrhythmias 
have  been  observed. Among  the 
postulated  causes  of  patient  deaths  are 
(a)  arrhythmias  leading  to  cardiac  ar- 
rest, (b)  massive  hypotensive  episodes 
with  resultant  cerebral  anoxia,  and  (c) 
aspiration  followed  by  asphyxia. 

Where  arrhythmias  have  been 
suspected,  those  documented  have 
been  first  degree  A-V  block  with  in- 
traventricular conduction  delay,  non- 
conducted  premature  atrial  beats  and 
atrial  flutter  with  variable  block.  There 
have  also  been  suspected  cases  of 
complete  heart  block  with  thioridazine 
(Mellaril,®  Sandoz)  when  used  in  dos- 
ages of  1,500  mg/24  hour  and  greater.^ 

It  has  previously  been  documented 
that  with  prolonged  periods  of  asys- 
tole, convulsions  usually  ensue.®  Dr. 
John  Aita,  in  his  textbook  Neurologic 
Manifestations  of  Cardiovascular  Dis- 
easesf  has  stated  that  asystole  of  four 
to  eight  seconds  in  a healthy,  standing 
individual  results  in  syncope.  Dr.  Ai- 
ta further  points  out,  as  mentioned 
above,  that  the  clinical  manisfestations 
of  such  an  attack,  the  Stokes-Adams 
syndrome,  include  feelings  of  being 
faint,  confusional  states,  and  convul- 


Dr.  Steinhouse  is  a psychiatrist  with 
the  U.S.  Army  at  Kenner  Army 
Hospital,  Fort  Lee,  Va.  He  is  also 
medical  director  of  Cambrian 
House,  the  drug  rehabilitation  half- 
way house  at  Fort  Lee.  Dr. 
Steinhouse  would  like  to  express  his 
sincere  appreciation  to  Max  C. 
Pepernik,  M.D.,  director  of  resi- 
dency training  in  the  department  of 
psychiatry  at  Temple  University  for 
his  assistance  in  writing  this  paper. 


sions  of  an  abortive,  focal,  incomplete 
or  complete  grand  mal  variety.  Abor- 
tive seizures  include  clonic  jerking 
movements  of  the  upper  extremities 
and  head,  extensor  jerks  of  the  legs, 
and  decerebrate  rigidity  phenomena 
including  tonic  spasms. 

Although  it  cannot  be  ruled  out 
completely,  in  the  patient  discussed 
above  several  facts  seem  to  question 
the  probability  of  her  seizures  being 
initiated  by  a central  phenothiazine  ef- 
fect. She  had  no  previous  history  of 
seizure  disorder;  both  of  her  EEGs,  in- 
patient and  outpatient,  were  normal. 
As  mentioned  earlier,  Stelazine®  does 
not  significantly  lower  seizure  thresh- 
old. Moreover,  she  was  receiving  a low 
dosage.  She  also  had  no  aura,  a rapid 
post-ictal  recovery  and  atypical  tonic 
spasms. 

Because  of  this  patient’s  congenital 
heart  disease,  the  occurrence  of 
Stokes-Adams  attacks  precipitated  by 
Stelazine®  must  also  be  considered.  In- 
tracardiac conduction  abnormalities 
may  be  initiated  by  the  phenothiazines 
and  result  in  asystole,  syncope,  clonic 
twitches,  and  convulsions.  It  must  be 
mentioned  that  no  abnormal  EKGs  or 
clinical  evidence  of  cardiac  arrythmia 
were  noticed  in  this  patient. 

However,  such  a possiblity  should 
be  considered  and  caution  should  be 
exercised  in  the  administration  of 
phenothiazines  to  patients  with  con- 
genital heart  defects,  especially  those 
involving  the  interventricular  septum.D 
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Some  Medico-Legal  Aspects  of  Heart  Disease 

Part  III 


William  G.  Leaman,  Jr.,  M.D.,  Fellow, 
Council  on  Clinical  Cardiology  of  the 
American  Heart  Association,  questions 
Lawrence  A.  Goldberg,  J.D.,  Member, 
American  and  Pennsylvania  Bar  Asso- 
ciations, West  Chester,  Pennsylvania. 
Research  assistance  by  George  R.  Par- 
tridge, Jr. 

In  earlier  discussions,  you  indicated 
that  our  patients  could  look  for  flnan- 
cial  compensation  for  certain  ailments 
and  injuries  through  negligence  claims, 
private  insurance  contracts,  and 
workmen’s  compensation  programs. 
Just  what  is  the  latter  concept? 

In  Pennsylvania  we  have  had  a 
Workmen’s  Compensation  and  Oc- 
cupational Disease  Act  since  1915. 
These  acts  were  established  to  allow 
employees  to  be  compensated  for  indus- 
trial accidents  and  diseases  without 
regard  to  fault.  It  should  be  noted  that 
unless  the  employer  and  employee  have 
waived  the  effectiveness  of  the  act  (and 
such  waiver  is  most  unusual  in  Pennsyl- 
vania), the  injured  employee’s  rights  are 
determined  exclusively  under  the  stat- 
ute: meaning  that  he  cannot  sue  his  em- 
ployer or  fellow  employee  for  acts  of 
negligence. 

Is  every  injury  sustained  while  at  work 
compensable  under  the  Pennsylvania 
Act? 

Our  statute  provides  for  compensa- 
tion only  for  personal  injuries  resulting 
from  an  accident  which  results  in  dis- 
ability, permanent  or  temporary,  or 
death,  The  disability  must  be  one  in 
which  there  is  either  a total  or  partial 
loss  of  earning  power. 

The  terms  injury,  disability,  and 
earning  power  were  also  mentioned  in 


our  discussion  of  private  insurance  con- 
tracts. Are  there  differences  in  the  in- 
terpretations given  these  terms? 

Injury  in  the  workmen’s  compensa- 
tion field  has  been  interpreted  to  cover 
only  those  situations  where  the  disabili- 
ty was  the  result  of  an  accident  or  an 
unusual  exertion.  Where  a situation 
requires  the  employee  to  apply  greater 
exertion  than  is  needed  in  his  usual 
work  activities  and  that  exertion 
produces  a disability,  there  will  be  a 
compensable  injury.  Natural  exertion 
by  an  employee  with  a weak  heart 
which  causes  a disability  is  not  compen- 
sable. 

To  what  degree  of  certainty  must  the 
medical  testimony  be  before  there  can 
be  a recovery? 

There  must  be  unequivocal  testimo- 
ny to  establish  the  causal  connection 
between  the  injury  and  the  accident.  An 
interesting  reported  case  which  will 
allow  you  to  appreciate  the  importance 
of  good  medical  testimony  concerns  a 
steelworker  who,  on  October  24,  1 960, 
received  multiple  hand  injuries  from  an 
accident  at  his  place  of  employment. 
He  never  returned  to  work  because  a 
cardiac  vascular  problem  was  diag- 
nosed on  December  20,  1960,  which 
caused  his  death  on  January  7,  1961. 
The  cause  of  death  was  given  as  hyper- 
tensive arteriosclerotic  heart  disease. 
At  the  hearing  on  his  widow’s  claim  for 
compensation,  her  medical  witness  tes- 
tified that  the  decedent’s  heart 
problem  was  first  diagnosed  in  1957 
when  a stroke  was  recognized.  The 
decedent  was  out  of  work  for  two 
weeks,  then  returned  and  continued  his 
employment  until  the  date  of  the  ac- 
cident. The  physician  stated  that  at  the 


time  of  the  accident  the  employee  was 
between  the  dilatation  and  hyper- 
trophy stage  of  heart  failure.  However, 
after  the  accident  the  stress  threw  the 
employee  into  the  two  final  stages  of 
heart  failure.  The  physician  expressed 
his  opinion  that  the  accident  had  ac- 
celerated his  patient’s  death.  Such  was 
sufficient  testimony  to  support  a re- 
covery for  the  widow. 

What  are  the  current  beneflts  a patient 
is  likely  to  recover  under  the  present 
Workmen’s  Compensation  Act  in 
Pennsylvania? 

Before  I answer  that  question,  I wish 
to  emphasize  that,  generally  speaking, 
all  claims  under  the  Pennsylvania  Act 
must  be  made  within  sixteen  months  of 
the  date  of  the  accident.  At  the  present 
time  compensation  for  total  disabilities 
is  66%  percent  of  wages  with  a max- 
imum benefit  of  $60  per  week.  Partial 
disabilities  are  compensated  at  the  max- 
imum of  $45  per  week.  Reasonable 
medical  and  hospital  services  are  cov- 
ered for  a period  not  to  exceed  twelve 
months.  Where  death  has  occurred, 
widows  with  three  or  more  children  re- 
ceive a maximum  benefit  of  $60  per 
week  for  a maximum  of  500  weeks.  Al- 
though the  schedule  of  benefits  may  be 
modest  compared  to  the  present-day 
cost  of  living,  it  should  be  recognized 
that  the  payments  under  the  Pennsyl- 
vania Act  are  made  to  the  employee 
regardless  of  the  lack  of  fault  or  the 
presence  of  contributory  negligence. 

This  Brief  is  edited  by  William  G. 
Leaman,  Jr.,  M.D.,  for  the  CouncU  on  | 
Education  and  Science,  in  cooperation  ; 
with  the  Pennsylvania  Heart  Associa- 
tion. i 
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PHYSICIANS  WANTED 

Wanted — Interns  and  residents  with 
health  professions  loans  to  investigate 
the  many  attractive  practice  opportu- 
nities in  the  twenty-one  Pennsylvania 
counties  declared  shortage  areas,  per- 
mitting cancellation  of  50  percent  of 
loan.  For  further  details  contact  The 
Educational  and  Scientific  Trust,  20 
Erford  Road,  Lemoyne,  Pa.  17043. 

Excellent  opportunity  for  a general  sur- 
geon. Rapidly  developing  resort  area, 
with  hunting,  fishing,  and  winter 
sports.  Fully  accredited,  60-bed  hospi- 
tal, just  completing  a million  dollar 
modernization  program.  Contact  E.  L. 
Pritt,  Administrator,  Meyersdale  Com- 
munity Hospital,  Meyersdale,  Pa. 
15552. 

Physicians  needed  for  medical  and/or 
psychiatric  care  of  the  mentally  ill.  Ad- 
equate salary,  37V^  hour  week  and 
fringe  benefits.  Director,  Mayview 
State  Hospital,  Bridgeville,  Pa.  15017. 
Telephone:  (412)  343-2700. 

Wanted — Pathologist.  Part  time,  on 
contract,  schedule  flexible.  Contact 
F.C.  Wagenseller,  M.D.,  Mayview 
State  Hospital,  Bridgeville,  Pennsyl- 
vania. Telephone:  (412)  343-2700. 

' Psychiatric  Staff — Requirements  of 
three  year  residency  training  to  Board 

j Certified.  $26,000  to  $36,300  de- 

I pending  upon  qualifications.  Dramati- 
cally beautiful,  leisurely  paced,  cultur- 
al, summer-winter  vacationland.  Su- 
perb sailing,  skiing,  fishing.  Resident 
theater.  Near  Interlochen  National 
Music  Camp.  College.  JCAH  approved 
1,400-bed  psychiatric  hospital.  Three 
year  psychiatric  residency  program. 
Excellent  fringe  benefits.  Contact 
Philip  B.  Smith,  M.D.,  Room  330, 
Traverse  City  State  Hospital,  Traverse 
City,  Michigan  49684.  An  equal  oppor- 
tunity employer. 

' General  Practitioners.  Tamaqua. 
Northeast  Pennsylvania.  Population 

I 18,000.  Replace  two  retiring  M.D.’s. 

I 


Many  small-town  advantages.  Commu- 
nity assistance.  Telephone  collect: 
(717)  668-1880  or  write:  Tamaqua 
Area  Chamber  of  Commerce,  Ta- 
maqua, Pennsylvania  18252. 

Coatesville,  Pa.  Internist  or  general 
practitioner  to  work  on  medical  service 
in  accredited  Veterans  Administration 
Hospital,  38  miles  west  of  Philadelphia. 
Affiliated  with  Jefferson  Medical 
College,  Thomas  Jefferson  University, 
Philadelphia,  Pa.  License  any  state.  Sal- 
ary range,  $22,000  to  $29,000.  Com- 
mensurate with  training  and  experi- 
ence. Excellent  fringe  benefits.  Contact 
Chief  of  Staff,  VA  Hospital,  Coates- 
ville, Pa.  19320.  Nondiscrimination  in 
employment. 

G.P.’s,  Internists,  Orthopod,  Gener- 
al Surgeon,  Pediatrician — Growing 
HMD  adding  to  staff  for  two  new  med- 
ical centers  to  be  opened  in  1973. 
Competitive  salary,  bonus,  and  tax 
sheltered  fringe  benefits  such  as  retire- 
ment, sabbaticals,  etc.  Send  curricu- 
lum vitae  to  Henry  C.  Cosand,  M.D., 
Family  Health  Program,  Room  11213, 
2925  North  Palo  Verde  Avenue,  Long 
Beach,  Cal.  90815. 

Internist,  orthopedic  surgeon,  derma- 
tologist, psychiatrist — Board  Certified 
or  Board  Eligible.  To  join  small  group 
with  modern  offices  in  beautiful,  rapid- 
ly growing  community  with  full  hospi- 
tal privileges  available.  Write:  Ralph  J. 


Miller,  M.D.,  Heatherbrae  Square,  In- 
diana, Pennsylvania  15701. 

Clinical  Director — Five  years  adminis- 
trative experience  in  program  planning 
and  direction  of  multi-disciplinary 
staff  for  established  1 100  bed  modern 
extended  care  facility.  Comprehensive 
diagnostic  and  treatment  services. 
Board  certified  consultants  in  all  rele- 
vant specialties  and  affiliation  with 
five  excellent  hospitals.  Salary  compet- 
itive. Fringe  benefits  include  low  cost 
life  insurance,  liberal  vacation  and  sick 
leave  program  plus  13  paid  holidays, 
excellent  retirement  program.  Civil 
Service  coverage  with  no  written  ex- 
amination. Limited  living  accommo- 
dations available  at  nominal  cost. 
Write  or  call  D.  L.  Kirk,  M.D.,  South 
Mountain  Restoration  Center.  South 
Mountain,  Franklin  County,  Pennsyl- 
vania 17261.  Telephone:  (717)  749- 
3121. 

Two  staff  physicians  with  some  gener- 
al practice  background,  for  established 
1 100  bed  modern  extended  care  facili- 
ty. Comprehensive  diagnostic  and 
treatment  services.  Board  certified 
consultants  in  all  relevant  specialties 
and  affiliation  with  five  excellent  hos- 
pitals. Salary  competitive.  Fringe 
benefits  include  low  cost  life  insur- 
ance, liberal  vacation  and  sick  leave 
program  plus  13  paid  holidays,  ex- 
cellent retirement  program,  Civil  Serv- 
ice coverage  with  no  written  examina- 


CLASSIFIED  ADVERTISING  INFORMATION 

Rates — $10.00  per  insertion  up  to  30  words;  40  cents  each  additional 
word;  $1.00  per  insertion  for  answers  sent  in  care  of  Pennsylvania  Medi- 
cal Society.  Payable  in  advance. 

COPY  DEADLINE — Copy  due  by  the  first  day  of  month  preceding 
month  of  publication.  Send  to  Pennsylvania  Medical  Society,  20  Erford 
Rd.,  Lemoyne.  Pennsylvania  17043.  The  right  is  reserved  to  reject  or 
modify  copy  to  conform  with  publication  rules. 
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DECEMBER  1972 


59 


tion.  Limited  living  accommodations 
available  at  nominal  cost.  Write  or  call 
D.  L.  Kirk,  M.D.,  South  Mountain 
Restoration  Center,  South  Mountain, 
Franklin  County,  Pennsylvania  17261, 
Telephone;  (717)  749-3121. 


Board  certified  pediatrician  finishing 
military  July  1 973  wishes  to  join  other 
pediatrician  or  group  practice.  Flarris 
Lilienfeld,  M.D.,  432  College 

Parkway,  Rockville,  Md.  20850. 


Emergency  Room  Physician  required 
to  Join  four-man  hospital  based  doctor 
group.  Presently  treats  17,000  patients 
a year  and  assists  in  a primary  health 
care  system.  Salary  and  fringe  benefits 
commensurate  with  experience.  Con- 
tact: Administrator,  Lock  Haven  Hos- 
pital, Fourth  and  Nelson  Streets,  Lock 
Haven  17721.  Telephone;  (717)  748- 
7721. 


Orthopedic  Surgeon  wanted — As- 
sociate for  well  established  clinic  in 
Eastern  Pennsylvania.  Under  36  years. 
Partnership  after  IV2  years.  No  invest- 
ment needed.  Board  eligibility 
required.  Write  Department  612,  Penn- 
sylvania Medicine,  20  Erford  Rd., 
Lemoyne,  Pa.  17043. 


Psychiatrists  and  Physicians — 

Accredited  Hospital:  Affiliated  with 
approved  general  hospital  for  all  medi- 
cal and  surgical  treatments  as  required. 
$20,629  to  $30,540;  Limited  housing 
possible.  Pennsylvania  license  required. 
Robert  L.  Gatski,  M.D.,  Director,  State 
Hospital,  Danville,  Pa.  17821. 


FOR  SALE 

Physician’s  office — fully  equipped. 
Furnished  or  unfurnished.  Six  rooms, 
suitable  for  family  practice  or  other 
specialty.  Very  close  to  hospital. 
Located  in  beautiful  central  Pennsyl- 
vania. Write  Box  606,  Pennsylvania 
Medicine,  20  Erford  Rd.,  Lemoyne, 
Pa.  17043.  Present  owner  plans  to  re- 
tire. 
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A.  ALEXANDER  COMPANY 


Christmas  creations  a la  Black  Forest,  handmade 
in  Hawaii  from  original,  three-dimensional  designs 
to  delight  the  collector. 


ror  treasured  gifts,  choose  from  over  200  items, 
each  handpainted  in  gay  Christmas  colors. 


Our  catalog  sent  on  request  for  $1.00  deposit,  re- 
fundable. Orders  airmailed  within  48  hours  of 
receipt. 


A.  Alexander  Company 
98  Riverside  Drive  New  York,  N.Y 
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Tax-sheltered  investments: 

Are  they  suitable  to 
your  investment  needs? 

Tax-sheltered  investments  are  designed  to; 
—create  deductions  from  other  taxable  income; 
—generate  dollars  that  may  be  totally  or  partially 
free  or  deferred  from  current  federal  income 
taxation. 


Not  all  tax-sheltered  investments  are  the  same.  ! 
They  come  in  different  forms  in  a variety  of  in- 
dustrial and  commercial  fields.  Each  has  its  advan-  | 
tages,  risks  and  costs.  j 

To  determine  if  one  or  more  of  the  many  forms  of  ' 
tax-sheltered  investments  may  be  appropriate  for 
you,  please  write  or  call: 


■ II 

boob 


Investments,  Inc 

Babb  Building 
850  Ridge  Avenue 
Pittsburgh,  Pa.  15212 
(412)  323-0300 
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123rd  Annual  Session  of  the  House  of  Delegates 
Lancaster,  October  24 — 26, 1972 

Pr  oceedings 


(Secretary's  Note:  In  those  cases  where  the  House  of  Dele- 
gates voted  against  a recommendation  of  the  reference  com- 
mittee report,  that  action  is  specifically  stated.  Favorable  ac- 
tion by  the  House  of  Delegates  on  the  recommendations  of 
the  Reference  Committees  was  taken  unless  specifically 
reported  otherwise.) 

The  Opening  Session  of  the  House,  October  24,  1972 

The  Speaker  called  the  opening  session  of  the  1972 
House  to  order  at  1:00  p.m.,  Tuesday,  October  24,  1972  in 
the  Cabaret  Room  of  the  Host  Farm,  Lancaster.  After 
hearing  a report  from  the  Chairman  of  the  Committee  on 
Credentials,  Douglas  T.  Corwin,  M.D.,  Washington 
County,  that  a quorum  was  present,  William  Y.  Rial,  M.D., 
Speaker  of  the  House,  called  upon  Robert  S.  Sanford,  M.D., 
to  deliver  the  invocation. 

Committee  on  Rules 

William  H.  Frank,  M.D.,  Cambria  County,  Chairman  of 
the  Committee  on  Rules,  presented  the  following  report: 

Mr.  Speaker,  we  have  reviewed  the  six  standing  rules  of 
the  House  of  Delegates  as  found  on  pages  III  and  IV  of  the 
Official  Reports  Book  and  wish  to  make  the  following  rec- 
ommendations. 

It  will  be  recalled  that  last  year’s  House  of  Delegates 
agreed  with  the  Speaker  and  the  Committee  on  Rules  that 
the  order  of  events,  particularly  for  the  opening  meeting  of 
the  House,  should  be  rearranged  at  the  discretion  of  the 
Speaker  so  as  to  provide  for  a better  paced  program. 

The  Speaker  has  revised  the  agenda,  based  on  last  year’s 
experience,  and  recommends  revised  Standing  Rule  No.  1, 
as  published  on  page  III  of  the  Official  Reports  Book. 

STANDING  RULE  NO.  1 
Order  of  Business,  Annual  Session 
(Revised  O.ctober  24, 1972) 

First  Meeting 

1 . Call  to  Order 

2.  Report  of  Committee  on  Credentials 

3.  Invocation 

4.  Report  of  Committee  on  Rules 

5.  Necrology  Report 

6.  Report  of  PaMPAC 

7.  Announcements  by  the  Speaker 

8.  Approval  of  the  Proceedings  of  the  last  meeting  of 
the  House 

9.  Report  of  the  President 

10.  Report  of  the  AMA  Delegation 

11.  Presentation  of  Guests  of  the  Pennsylvania  Medical 
Society 

12.  Address  of  the  President-Elect 

13.  Introduction  of  Offical  Reports  and  Resolutions 

a.  Published  reports 


b.  Supplemental  Reports 

c.  Resolutions 

14.  Address  of  the  President  of  the  Woman’s  Auxiliary 

15.  Communications 

16.  Announcements 

17.  Recess 
Second  Meeting 

1 . Call  to  Order  j 

2.  Report  of  Committee  on  Credentials 

3.  Reference  Committee  on  Constitution  and  Bylaws 

4.  Report  of  the  Committee  to  Nominate  Delegates  and  jx 
Alternates  to  the  American  Medical  Association  ;; 

5.  Nomination  and/or  election  of  officers 

6. Introduction  of  additional  supplemental  reports  or 
resolutions 

7.  Reports  of  Reference  Committees 

8.  Announcements 

9.  Recess 
Third  Meeting 

1.  Call  to  Order 

2.  Report  of  Committee  on  Credentials 

3.  Closing  of  the  Polls 

4.  Reference  Committee  Reports 

5.  Results  of  Elections 

6.  Fixing  of  Annual  Assessment  ' 

7.  Announcements 

8.  Adjournment 

So  as  to  afford  the  Speaker  maximum  flexibility  in  ad- 
ministering the  work  of  the  House,  the  Committee  recom- 
mends that  Standing  Rule  No.  1 provide  that  the  first  meet- 
ing of  the  House  shall  contain  the  seventeen  items  listed  in 
Standing  Rule  No.  1,  with  the  understanding  that  the 
Speaker  may  determine  their  order. 

Mr.  Speaker,  we  recommend  that  the  second  and  third 
meetings  of  the  House,  contain  the  items  listed  in  Standing 
Rule  No.  1,  but  that  the  Speaker  be  permitted  to  determine 
the  flnal  order. 

STANDING  RULE  NO.  2 
Procedure  for  Submitting  Resolutions 
(Revised  Oct.  10,  1962) 

Resolutions  may  be  submitted  at  any  time  prior  to  thirty 
days  before  a session  of  the  House  of  Delegates  and  shall  be 
printed,  circulated,  and  become  the  business  of  the  House. 
Those  resolutions  submitted  later  than  thirty  days  prior  to  a 
session  shall  be  printed  or  duplicated  and  distributed,  but 
shall  require  a two-thirds  favorable  vote  of  the  members  of  • 
the  House  of  Delegates  present  and  voting  at  the  first  meet- 
ing of  the  House  to  become  the  business  of  the  House.  Any  : 
resolution  submitted  after  the  House  of  Delegates  has  con- ' 
vened  will  require  a three-fourths  favorable  vote  of  the  I 
members  of  the  House  present  and  voting  to  become  the 
business  of  the  House.  The  foregoing  rule  shall  not  apply  to . 
substitute  resolutions. 
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All  resolutions  must  be  introduced  by  a member  of  the 
House  of  Delegates  acting  in  his  own  behalf  or  for  the  com- 
ponent county  medical  society  he  represents. 

Resolutions  emanating  from,  and  approved  by,  the  Board 
of  Trustees  may  be  submitted  directly  to  the  House  of  Dele- 
gates at  any  time  prior  to  or  during  the  session,  at  the 
discretion  of  the  Speaker. 

All  resolutions  are  to  be  submitted  to  the  Secretary  of 
this  Society  in  eight  copies. 

The  Speaker  of  the  House  of  Delegates  during  the  session 
of  the  House  shall  have  the  right  to  declare  any  resolution 
out  of  order  in  accordance  with  the  principles  of  Sturgis 
Standard  Code  of  Parliamentary  Procedure. 

Mr.  Speaker,  we  have  reviewed  Standing  Rule  No.  2 and 
recommend  that  it  be  reaffirmed. 

STANDING  RULE  NO.  3 
Procedure  for  Review  of 
Reference  Committee  Reports 
(Adopted  Oct.  2,  1960) 

The  legal  counsel  and  the  executive  director  of  this  Soci- 
ety, or  their  designated  representatives,  shall  review  without 
the  right  of  censorship  each  reference  committee  report 
[before  it  is  duplicated]  and  inform  the  chairman  of  the 
reference  committee  and  the  speaker  of  any  possible 
implicating  statements  or  recommendations.  This  rule  shall 
not  prevent  a reference  committee  from  submitting  any 
reports  that  it  deems  proper. 

We  reviewed  Standing  Rule  No.  3,  “Procedure  for 
Review  of  Reference  Committee  Reports”  and  agree  that 
Legal  Counsel  and  the  Executive  Director  should  have  the 
opportunity  to  advise  the  chairman  of  a reference  com- 
mittee and  the  Speaker  of  any  possible  implicating  state- 
ments or  recommendations  in  the  committee’s  report.  Expe- 
rience has  revealed,  however,  that  the  rule  as  presently 
I worded  considerably  delays  duplication  of  reports. 

Mr.  Speaker,  we  therefore  recommend  that  the  words 
“before  it  is  duplicated,”  in  Rule  No.  3,  which  appear  in 
brackets  in  the  Offfcial  Reports  Book  on  page  III,  be 
deleted. 

STANDING  RULE  NO.  4 
Actions  of  House  ip  Effect  until  altered  by  House 
(Adopted  Oct.  15,  1961) 

Any  resolution  or  other  action  of  this  House  of  Delegates 
shall  remain  in  effect  until  countermanded  or  altered  by  the 
House  of  Delegates  unless  otherwise  specified  in  the  body 
of  the  original  action  taken  by  the  House  of  Delegates. 

We  have  examined  Standing  Rule  No.  4,  “Actions  of 
House  in  Effect  Until  Altered  by  House”  and  see  no  reason 
that  it  should  be  changed. 

Mr.  Speaker,  we  recommend  that  Standing  Rule  No.  4 be 
^ reaffirmed. 

STANDING  RULE  NO.  5 

We  have  reviewed  Standing  Rule  No.  5,  "Voting 
Procedure  of  the  House,”  found  on  page  IV  of  the  Official 
I Reports  Book.  To  allow  for  scheduling  changes  from  year 
to  year,  we  are  recommending  minor  changes  to  make  the 
Rule  more  generic. 
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Material  in  brackets  is  to  be  deleted  and  material  un- 
derlined is  to  be  added. 

"To  expedite  the  work  of  the  House,  balloting  will 
be  held  during  [the  noon]  recess  [of  the  second  ses- 
sion] of  the  House  at  a time  or  times  designated  by  the 
Rules  Committee.  Each  delegate  seated,  as  of,  and 
including,  the  second  session  of  the  House,  will,  during 
the  [noon]  recess,  identify  himself  to  a member  of  the 
Credentials  Committee  at  a location  which  will  be  an- 
nounced by  the  Speaker.  At  that  time,  he  will  receive 
his  ballot.  After  marking  his  ballot,  he  will  deposit  it  in 
the  ballot  box  manned  by  the  tellers.  The  opening  and 
closing  times  of  the  polls  will  be  announced  by  the 
Speaker.” 

Mr.  Speaker,  we  recommend  that  Standing  Rule  No. 

5 be  revised  as  specified  above. 

STANDING  RULE  NO.  6 
(Adopted  Oct.  7,  1970  and  amended  October  4,  1971) 

We  have  reviewed  Standing  Rule  No.  6,  “Procedure 
Regarding  the  Report  of  the  Committee  to  Nominate  Dele- 
gates and  Alternates  to  the  AM  A and  Election  of  Delegates 
and  Alternates  thereof.”  We  note  that  recently  the  House  of 
Delegates  has  required  a number  of  changes  in  procedures 
related  to  the  Pennsylvania  Delegation.  For  example,  this 
year,  the  Committee  to  Nominate,  published  its  list  of 
nominees  in  the  Official  Call  which  appeared  in  the  July 
issue  of  Pennsylvania  Medicine.  As  a result  of  the  adoption 
last  year  of  Resolution  71-1  “AM A Delegation  Report  and 
Plans,”  the  Chairman  of  the  Delegation  will  present  a brief 
verbal  report  on  the  delegation’s  activities  to  this  opening 
session  of  the  House,  along  with  the  delegation’s  plans  for 
the  year  ahead.  This  item  appears  as  Number  10  under  the 
first  meeting  of  the  House,  of  Standing  Rule  No.  1 . 

While  some  parts  of  Standing  Rule  No.  6,  procedural  in 
nature,  are  designed  for  orderly  nomination  and  election  of 
delegates  to  the  AMA  House,  the  first  two  sentences  of 
Standing  Rule  No.  6 are  rather  discriminatory.  The  delega- 
tion is  the  only  body  of  State  Society  which  requires  its 
members  to  be  subjected  to  a public  evaluation  of  their  per- 
formance on  the  job.  This  seems  particularly  unnecessary  in 
view  of  the  careful  work  of  the  newly-augmented 
Nominating  Committee. 

Mr.  Speaker,  we  recommend  that  Standing  Rule  No.  6 be 
amended  as  follows: 

(Brackets  mean  material  is  to  be  deleted;  material  un- 
derlined is  being  added) 

"[The  Report  of  the  Committee  to  Nominate  Dele- 
gates and  Alternates  to  the  AMA  shall  give  a summary 
of  the  activities  of  each  member  of  the  delegation 
whose  term  has  expired.  This  summary  is  to  include 
his  age,  tenure,  and  his  activities  on  the  delegation  in 
the  past  year.  A similar  report  is  to  be  made  on  alter- 
nates whose  terms  have  expired.]  The  report  of  the 
Committee  to  Nominate  Delegates  and  Alternates  to 
the  AMA  is  to  be  presented  at  the  time  of  the  elec- 
tion so  as  to  have  full  impact,  or,  if  there  is  objection 
to  this,  the  report  may  be  supplied  to  the  delegates  in 
their  packets  in  the  opening  session.  If  the  election  is 
contested,  all  nominees  of  the  Committee  shall  have 
the  right  to  seconding  speeches,  the  number  and  dura- 
tion of  which  are  to  be  decided  by  the  Speaker.  Ballots 
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shall  be  prepared  so  as  to  clearly  indicate  which  can- 
didates are  nominees  of  the  Committee.  All  names  on 
the  ballot  shall  be  listed  alphabetically  with  an  asterisk 
denoting  those  being  nominated  by  the  Nominating 
Committee.” 

Reference  Committee  on 
Constitution  and  Bylaws 

We  note  that  the  Bylaws  require  that  the  Standing  Com- 
mittee on  Constitution  and  Bylaws  shall  also  serve  as  the 
Reference  Committee  of  the  House  of  Delegates.  The 
primary  responsibility  of  the  Standing  Committee  is  to 
propose  amendments  to  the  Constitution  and  Bylaws.  Later, 
at  the  time  of  the  Annual  Session,  when  it  sits  as  a reference 
committee,  the  Committee  members  have  the  unique  re- 
sponsibility of  evaluating  their  own  proposals.  We  find  this 
inconsistent.  For  example,  the  Council  on  Public  Service 
does  not  sit  as  a reference  committee  to  review  its  own  an- 
nual report,  nor,  does  the  Board  of  Trustees  sit  as  a refer- 
ence committee  to  review  its  annual  report. 

Mr.  Speaker,  we  recommend  that  the  problem  reported 
above  be  referred  to  the  Reference  Committee  on  Consitu- 
tion  and  Bylaws  so  that  the  delegates  attending  this  meeting 
may  have  an  opportunity  to  make  their  views  heard.” 

Necrology  Report 

The  House  stood  in  tribute  following  the  Necrology 
Report,  presented  by  David  S.  Masland,  M.D.,  Cumberland 
County,  Chairman  of  the  Board  of  Trustees. 

“At  this  time  it  is  customary  to  ask  you  to  give  a 
moment’s  thought  to  our  members  who  may  have  been  with 
us  here  a year  ago,  but,  in  the  past  months,  have  responded 
to  their  last  roll  call.  Their  names  have  been  memorialized 
in  county  medical  society  bulletins  and  in  Pennsylvania 
Medicine,  the  journal  of  the  Pennsylvania  Medical  Society. 

Among  those  who  passed  away  this  year  was  a member 
who  was  known  to  all  of  the  members  of  this  House  of  Del- 
egates and,  indeed,  who  was  a personal  friend  of  many  of 
the  members  present  today — Dr.  Park  M.  Horton — who 
would  have  become  president  of  the  Pennsylvania  Medical 
Society  at  this  meeting  of  the  House  of  Delegates. 

From  September  1,  1971  to  August  31,  1972,  we  have 
lost  by  death  248  members:  18  not  over  50  years  of  age; 
112  between  51  and  70;  and  118  in  the  group  aged  71  to 
over  90.  Of  these  248 'members,  133  were  associates,  most 
of  whom  were  65  years  of  age  or  over.  The  necrology  report 
at  the  last  annual  session  reported  the  loss  of  226  members. 

May  we  rise  for  this  moment  in  silence  and  respect  to 
those  members  who  have  passed  to  their  eternal  reward 
during  the  past  year.” 

PaMPAC  Presentation 

William  B.  West,  M.D.,  Chairman  of  the  PaMPAC 
Board  of  Directors,  presented  an  informational  report  to  the 
House.  Dr.  West’s  remarks  are  attached  as  Appendix  A. 

Announcements 

John  B.  Lovette,  M.D.,  Cambria  County,  Vice-Speaker, 
introduced  officers  of  the  Society,  members  of  the  Judicial 


Council  and  members  of  the  Board  of  Trustees  and  Coun- 
cilors. 

Approval  of  Proceedings 

The  Proceedings  of  the  122nd  Annual  Meeting  of  the  So- 
ciety in  Pittsburgh,  October  4-6,  1971,  were  approved  as  ^ 
published  in  the  December  1971  issue  of  Pennsylvania 
M EDiciNE,  pages  71-112. 

Address  of  the  President 

George  P.  Rosemond,  M.D.,  Philadelphia,  President,  ; 
presented  a report  on  his  year  as  president.  Dr.  Rosemond’s  ' 
address  was  referred  to  the  reference  committee  on  reports 
of  officers,  except  for  the  specific  recommendations  which 
were  referred  as  indicated  in  the  speech  index.  The  text  of  ; 
Dr.  Rosemond’s  address  appears  on  page  35  of  this  issue.  | 

Report  of  the  AMA  Delegation  | 

As  required  by  the  resolved  portion  of  Resolution  71-1,  * 
"AMA  Delegation  Report  and  Plans”  the  House  received  j 
an  oral  report  from  the  Chairman  of  the  PMS  Delegation.  I 
Malcolm  W.  Miller,  M.D.,  Philadelphia,  Chairman  of  the  j 
Pennsylvania  Delegation,  highlighted  the  report  of  the  Del- < 
egation  found  on  page  96  of  the  Official  Reports  Book.  The] 
open  hearing  by  the  Delegation  planned  for  Wednesday,  l 
October  25,  1972,  was  noted  by  Dr.  Miller  with  the  indica-s 
tion  that  information  gained  in  this  hearing  would  be  for- 
mally submitted  to  the  AMA  Committee  on  Long-Range' 
Planning  at  the  Clinical  Meeting  in  Cincinnati  in 
November  1972. 

Distinguished  Guests 

The  following  distinguished  guests  were  presented  to  the, 
House:  DeWitt  E.  DeLawter,  M.D.,  President,  Medical  and 
Chirurgical  Faculty  of  Maryland;  William  J.  D’Elia,  M.D.,, 
President,  Medical  Society  of  New  Jersey;  Worthy  W. ; 
McKinney,  M.D.,  President,  The  West  Virginia  Medical^ 
Association;  Thomas  F.  McCarthy,  M.D.,  President-Elect,! 
Medical  Society  of  New  York;  Joseph  J.  Namey,  D.O.,i| 
President,  Pennsylvania  Osteopathic  Medical  Association;! 
William  R.  Schultz,  M.D.,  President,  Ohio  State  Medicalfli 
Association;  and  Mrs.  Carol  Dolack,  President,  American 
Association  of  Medical  Assistants,  Pennsylvania  Society.  ij 

Address  of  the  President  of  the  AMA  I 

David  S.  Masland,  M.D.,  Chairman  of  the  Board,  in-r 
troduced  Carl  A.  Hoffman,  M.D.,  West  Virginia,  President,® 
American  Medical  Association.  A copy  of  Dr.  Hoffman’s* 
address  is  available  on  request.  I 

Malpractice  Seminar 

i. 

It  was  noted  by  the  Chair  that  a Malpractice  Loss|i 
Prevention  Seminar  was  scheduled  for  Tuesday  evening  at  j 
8:30  p.m.  in  the  Monte  Carlo  Room,  sponsored  by  Ar-I*! 
gonaut  Insurance  Company,  underwriters  of  the  Profes-.* 
sional  Liability  Insurance  Program  sponsored  by  the  State: 
Society.  Dolores  Spina,  attorney  with  Pepper,  Hamilton  & 
Scheetz  was  scheduled  to  explain  the  Pennsylvania  In- 
formed Consent  Law  and  recent  court  developments.; 
Maury  Maede,  Argonaut  representative,  was  scheduled  to* 
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discuss  rates,  particulary  with  regard  to  solo  corporations. 
John  Helwig,  Jr.,  M.D.,  Philadelphia,  and  John  J.  Danyo, 
M.D.,  York,  members  of  the  PMS  Commission  on  Profes- 
sional Liability  Insurance,  were  to  present  ways  physicians 
can  provide  the  best  patient  care,  safeguard  themselves  and 
their  hospitals  against  suits,  and  still  avoid  unnecessary 
procedures. 

Acceptance  of  Reports  and  Resolutions 

All  material  contained  in  the  1972  Official  Reports  Book 
was  accepted. 

R.  Robert  Tyson,  M.D.,  Philadelphia,  Chairman, 
Standing  Committee  on  Constitution  and  Bylaws,  called  at- 
tention to  several  of  the  items  contained  in  the  Committee’s 
annual  report,  as  well  as  matters  being  referred  to  the  Refer- 
ence Committee  on  Constitution  and  Bylaws,  urging  the 
delegates  to  become  familiar  with  the  material  and  to  attend 
the  reference  committee  hearing. 

The  following  supplemental  reports  were  contained  in  the 
Official  Reports  Book  and  became  the  official  business  of 
:he  House: 

(1)  Supplemental  Report  A of  the  Board  of  Trustees  and 
Councilors  (referred  to  Reference  Committee  on  Reports  of 
Officers);  Appendix  H 

(2)  Supplemental  Report  B of  the  Board  of  Trustees  and 
Councilors  (Referred  to  Reference  Committee  on  Reports 
)f  Officers);  Appendix  I 

(3)  Supplemental  Report  C of  Board  of  Trustees  and 
Councilors  (Referred  to  Reference  Committee  on  Constitu- 
ion  and  Bylaws);  Appendix  J 

(4)  Supplemental  Report  of  the  Committee  on  Constitu- 
ion  and  Bylaws  (Referred  to  Reference  Committee  on  Con- 
.titution  and  Bylaws);  Appendix  L 

(5)  Supplemental  Report  of  the  Committee  on  Medical 
knevolence  (Referred  to  Reference  Committee  on  Public 
Service);  Appendix  M 

(6)  Supplemental  Report  A,  Council  on  Medical  Service 
Referred  to  Reference  Committee  on  Medical  Service).  Ap- 
lendix  K 

The  following  supplemental  reports  in  the  Delegates’ 
’ackets  were  received  as  the  business  of  the  House: 

(1)  Supplemental  Report  of  the  Council  on  Govern- 
nental  Relations  (referred  to  the  Reference  Committee  on 
jovernmental  Relations);  Appendix  B 
I (2)  Annual  Report  of  the  Educational  & Scientific  Trust 
j Referred  to  the  Reference  Committee  on  Education  and 
■cience);  Available  on  request. 

(3)  Addendum  to  Supplemental  Report  A,  Council  on 
dedical  Service  (Referred  to  Reference  Committee  on 
dedical  Service);  Appendix  C 

(4)  Supplemental  Report  D,  Board  of  Trustees  and  Coun- 
ilors  (Referred  to  Reference  Committee  on  Constitution 
nd  Bylaws);  Appendix  D 

Additional  supplemental  materials  which  were  received 
s the  business  of  the  House: 

Supplemental  Report  from  the 
y Board  of  Trustees  and  Councilors 

David  S.  Masland,  M.D.,  Cumberland  County, 
Chairman,  Board  of  Trustees  and  Councilors,  submitted 
supplemental  Report  E of  the  Board  of  Trustees  and  Coun- 


cilors containing  actions  taken  by  the  Board  at  its  meeting 
Monday,  October  23,  1972.  A copy  of  Supplemental  Report 
E is  attached  to  the  Proceedings  as  Appendix  E.  The  report 
was  referred  to  the  Committee  on  Reports  of  Officers,  with 
the  exception  of  actions  9,  10  and  1 1,  which  were  referred 
to  the  Reference  Committee  on  Medical  Service. 

Attached  to  the  Report  as  Appendices  A and  B were  two 
resolutions,  the  first  a resolution  in  memory  of  Park  M. 
Horton,  M.D.,  President-Elect  of  the  Pennsylvania  Medical 
Society,  and  Resolution  72-34,  dealing  with  the  subject  of 
names  for  medical  corporations. 

It  was  determined  that  the  House  wished  to  act  immedi- 
ately on  the  memorial  resolution  for  Park  M.  Horton,  M.D. 
The  Chair  called  upon  William  A.  Limberger,  M.D.,  Imme- 
diate Past  President,  to  read  the  following  memorial  resolu- 
tion, which  was  adopted  by  the  delegates  unanimously  in  a 
standing  vote  of  silent  tribute: 

Memorial  Resolution 

"WHEREAS,  Death  has  taken  an  uncommon  man.  Park 
M.  Horton,  M.D.,  the  President-Elect  of  the  Pennsylvania 
Medical  Society;  and 

WHEREAS,  Our  sense  of  emptiness  is  shared  by  all  who 
knew  him;  and 

WHEREAS,  His  quiet  dedication  and  human  warmth 
were  a source  of  comfort  and  inspiration  for  his  family,  his 
community  and  his  colleagues;  and 

WHEREAS,  This  wonderful  man  was  the  friend  of  all 
men;  therefore  be  it 

RESOLVED,  That  the  members  of  the  House  of  Dele- 
gates of  the  Pennsylvania  Medical  Society  pledge  to 
rededicate  themselves  to  the  service  of  mankind  in  memory 
of  Dr.  Horton,  for  only  deeds,  not  words,  are  worthy  of  his 
memory;  and  be  it  further 

RESOLVED,  That  our  action  be  recorded  in  the  Pro- 
ceedings of  the  House  of  Delegates  and  that  a copy  of  this 
resolution  be  presented  to  his  family.” 

Finance  Committee  Report 

A.  Reynolds  Crane,  M.D.,  Philadelphia,  Chairman,  Fi- 
nance Committee,  presented  the  following  report  from  the 
Finance  Committee  of  the  Board  of  Trustees  and  Council- 
ors, which  was  referred  to  the  reference  committee  on 
reports  of  officers. 

“A  copy  of  the  proposed  budget  for  1973  as  approved  by 
the  Board  of  Trustees  has  been  distributed  for  your  infor- 
mation. In  addition  to  the  1973  figures,  it  contains  the  com- 
parative figures  of  the  approved  budget  for  1972,  as  well  as 
the  actual  expenditures  incurred  for  the  first  six  months  of 
1972.  The  1973  budget  is  based  on  current  annual  assess- 
ment of  $100  per  full  dues-paying  member.  You  will  note 
that  the  budget  anticipates  a surplus  of  $77,834.  This,  in 
large  part,  is  attributable  to  the  Susquehanna  Valley 
Regional  Medical  Program  reimbursement. 

Since  the  rate  of  reimbursement  from  the  federal  govern- 
ment is  subject  to  fluctuation  and  is  dependent  upon  federal 
audit  and  review,  we  cannot  totally  rely  on  receiving  the 
amount  noted  in  our  budget. 

Should  the  Society  realize  a surplus,  the  Board  of  Trus- 
tees, if  it  follows  the  pattern  of  the  past,  will  likely  transfer 
such  monies  to  the  contingency  reserve  fund. 
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As  all  of  you  know,  when  Hurricane  Agnes  devastated 
the  East,  it  was  from  the  contingency  reserve  fund  that  the 
Board  of  Trustees  allocated  $300,000  in  interest-free  five- 
year  loans  for  disaster-stricken  physicians.  At  this  time  I 
would  like  to  pay  special  tribute  to  your  Executive 
Director,  John  Rineman,  and  his  very  capable  staff,  whose 
idea  it  was  to  offer  these  loans,  who  immediately  called  a 
special  conference  of  the  Executive  Committee,  and  who, 
within  twenty-four  hours,  succeeded  in  implementing  the 
very  effective  loan  program.  With  your  permission  I should 
like  to  read  two  letters  that  were  received  by  the  State  Soci- 
ety from  physicians  who  were  served  by  the  loan  fund.  The 
first  states; 

‘On  behalf  of  the  members  of  our  group  I want  to 
thank  you  and  the  officials  of  our  medical  society  for 
your  prompt  and  remarkably  uncomplicated  proc- 
essing of  our  Flood  Damage  Loan.  It  has  been  most 
gratifying  for  our  physicians  to  feel  the  true  strength  of 
our  society  manifested  in  such  a quiet  and  unpreten- 
tious manner.  It  is  not  possible  for  me  to  tell  you  what 
a boost  this  early  cash  has  meant  to  our  group,  giving 
us  hope  and  a firm  means  for  rehabilitating  our  offices 
to  a simple  but  functional  state.  We  are  now  reopened 
in  our  former  site  even  though  our  facility  is  just  a 
shadow  of  its  previous  tidy  efficiency. 

Again,  many  thanks  for  such  prompt  help  - it  meant 
so  much  more  to  me  because  it  represented  doctors 
helping  doctors!’ 

The  second  letter,  just  received,  states: 

‘This  note  is  to  express  my  appreciation  to  the  Penn- 
sylvania Medical  Society  for  its  kindness  and  consider- 
ation in  offering  the  doctors  in  our  Society  who  suf- 
fered severe  damage  in  the  recent  flood  financial  assist- 
ance in  the  form  of  a loan.  I filled  out  my  application 
on  Tuesday,  you  received  it  the  next  day,  and  on  Sat- 
urday of  that  week  Mr.  Stewart  came  to  my  office  with 
a check.  There  was  no  red  tape  and  no  strings  at- 
tached. 

I must  say  that  1 have  never  seen  such  generous  help 
given  so  promptly  and  so  willingly,  and  as  a member  of 
the  Society  I commend  the  leadership  for  this  generous 
action.’ 

This  marks  the  second  time  in  six  years  that  this  fund  has 
served  the  Society  well.  The  first  occasion  was  when  the  So- 
ciety built  its  headquarters  building  in  Lemoyne.  The  con- 
tingency reserve  fund  was  invaded  to  underwrite  a large 
portion  of  the  cost,  obviating  the  need  for  a large  mortgage 
or  a special  membership  assessment.  From  time  to  time, 
some  members  of  the  House  of  Delegates  have  questioned 
the  usefulness  of  such  a fund;  I believe  its  usefulness  has 
now  been  proved  to  everyone’s  satisfaction. 

Recommendations  which  may  arise  from  the  reference 
committees  could  change  quickly  the  complexion  of  the 
hoped-for  surplus.  Please  bear  in  mind  that  nearly  every 
recommendation  for  a new  or  expanded  project  which  you 
adopt  can  be  expected  to  cost  money  to  implement. 

The  Finance  Committee  plans  to  note  and  evaluate  for 
budgetary  purposes  any  new  programs  which  you  approve 
and  to  present  its  recommendations  for  dues  for  1973  at  the 
final  session  of  the  House. 

If  there  are  any  questions  regarding  the  budget  or  the  fi- 


nancial condition  of  the  Pennsylvania  Medical  Society 
please  attend  the  hearing  of  the  reference  committee  oi 
reports  of  officers.  Members  of  the  Finance  Committee  wil  , 
be  available  to  hear  opinions  and  will  attempt  to  answer  an  ] 
questions  which  you  may  have.  Thank  you.” 

The  proposed  budget  for  1973  is  available  upon  request. 

Resolutions 

The  following  resolution  was  received  more  than  thirt 
days  before  the  business  meeting,  but  was  inadvertent! 
omitted  from  the  Official  Reports  Book. 

Resolution  No.  72-27 

Subject;  Appreciation  from  the  Luzerne  County  Medic: 

Society  for  the  Flood  Loan  Program 
Introduced  by:  Henry  F.  Smith,  M.D.,  in  behalf  of  tf 
Luzerne  County  Medical  Society 
Author;  Robert  M.  Kerr,  M.D. 

(Referred  to  Reference  Committee  on  Reports  of  Officers) 
The  following  eight  resolutions  received  after  Septembt 
24,  were  accepted  as  business  of  the  House  of  Delegates: 

Resolution  No.  72-28 

Subject:  Professional  Relations 

Introduced  by:  W.  C.  Long,  M.D.,  in  behalf  of  the  Clinto 
County  Medical  Society 
Author:  Robert  F.  Beckley,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  72-29 

Subject:  Physicians  on  Governing  Boards  of  Accredite 
Hospitals 

Introduced  by:  E.  L.  Abernathy,  M.D.  in  behalf  of  th 
Washington  County  Medical  Society 
Author:  Malcolm  E.  Ruben,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  72-30 

Subject;  Immediate  Resignation  from  Blue  Shield 
Introduced  by:  John  T.  McGeehan,  M.D.,  Elk-Camero 
County 

Author:  Paul  R.  Myers,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  72-31 

Subject:  Financial  Support  for  Preventive  Medicine  Res 
dents 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.  in  behalf  of  th 
Philadelphia  County  Medical  Society 
Author:  Norman  Williams,  M.D. 

(Referred  to  Reference  Committee  on  Education  an 
Science) 

Resolution  No.  72-32 

Subject;  Modification  of  PMS  Accreditation  Forms  fc 
Community  Hospitals 

Introduced  by:  Donald  E.  Harrop,  M.D.,  Secretary,  ij 
behalf  of  the  Chester  County  Medical  Soc^j 
ety  ' 

Author:  Peter  N.  Hillyer,  M.D. 

(Referred  to  Reference  Committee  on  Education  an 
Science)  *'• 
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Resolution  No.  72-33 

Subject:  Pennsylvania  Medical  Care  Foundation 
Introduced  by:  Hunter  S.  Neal,  M.D.,  in  behalf  of  the  Dela- 
ware County  Medical  Society 
Author:  Otto  F.  Muller,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Resolution  No.  72-34 

Subject:  Approval  of  Professional  Corporation  Names 
Utilizing  the  Names  of  Subject  Physicians 
Introduced  by:  Board  of  Trustees  and  Councilors 
(Referred  to  Reference  Committee  on  Reports  of  Officers) 

Resolution  No.  72-35 

Subject:  Medicaid 

Introduced  by:  David  W.  Clare,  M.D.,  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  David  W.  Clare,  M.D. 

(Referred  to  Reference  Committee  on  Medical  Service) 

Remarks  of  President  of  Woman’s  Auxiliary 

! Mrs.  Ralph  S.  Blasiole,  President.  Woman’s  Auxiliary  to 
the  Pennsylvania  Medical  Society,  addressed  the  House  and 
her  remarks  (Appendix  F)  were  referred  to  the  Reference 
I Committee  on  Public  Service.  Mrs.  Blasiole  introduced 
Mrs.  Robert  F.  Beckley,  President,  Woman’s  Auxiliary  to 
. the  AMA. 

I 

I Announcements 

The  Speaker  noted  that  appointments  to  1972  reference 
committees  were  as  listed  on  page  viii  of  the  Official  Reports 
Book: 

Committee  on  Credentials 

Douglas  T.  Corwin,  M.D.,  Washington  County, 

' Chairman 

i William  A.  Shaver,  M.D.,  Lebanon  County 
Richard  F.  Tignor,  M.D.,  Lycoming  County 
Vincent  J.  Tully,  M.D.,  Wayne-Pike  County 
Sidney  O.  Krasnoff,  M.D.,  Philadelphia  County 
Robert  F.  Pacek,  M.D.,  Armstrong  County,  Alternate 

Committee  on  Rules 

*William  H.  Frank,  M.D.,  Cambria  County,  Chairman 
*F.  Barrie  Moberg,  M.D.,  Lancaster  County 
. *Robert  N.  Moyers,  M.D.,  Crawford  County 
*W.  North  Sterrett,  M.D.,  Adams  County 
William  D.  Stewart,  M.D.,  Allegheny  County 
John  E.  Steele,  M.D.,  Carbon  County,  Alternate 

Tellers 

R.  M.  Kerr,  M.D.,  Luzerne  County,  Chairman 
Harvey  W.  Austin,  M.D.,  Allegheny  County 
David  Gillum,  M.D.,  Tioga  County 
John  F.  Kennard,  M.D.,  Clearfield  County 
Andrew  J.  Lotz,  M.D.,  Chester  County 
John  Hobart,  M.D.,  Northampton  County 
Ralph  Wymer,  M.D.,  Butler  County 
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Committee  on  Constitution  and  Bylaws 
Tuesday,  October  24,  3:00  p.m. — La  Fonda  Lounge 

*R.  Robert  Tyson,  M.D.,  Philadelphia  County,  Chairman 
*William  M.  Shue,  M.D.,  York  County 
*Virginia  E.  Washburn,  M.D.,  Allegheny  County 
*R.  L.  Taylor,  M.D.,  Venango  County 
John  C.  Cavender,  M.D.,  Susquehanna  County 
*James  A.  Raub,  M.D.,  Blair  County,  Alternate 

Committee  on  Medical  Service 

Tuesday,  October  24,  3:00  p.m. — Monte  Carlo  Room 

*Theodore  H.  Mendell,  M.D.,  Philadelphia  County, 
Chairman 

*Franklin  S.  Bizousky,  M.D.,  Jefferson  County 
*Benjamin  J.  Cottone,  M.D.,  Lackawanna  County 
*Fred  Duffy,  M.D.,  Allegheny  County 
*William  P.  Rumsey,  M.D.,  Delaware  County 
James  L.  Killius,  M.D.,  Somerset  County,  Alternate 

Committee  on  Governmental  Relations 

Tuesday,  October  24,  7:00  p.m. — Rear  Baroque  Room 

*George  H.  Fetterman,  M.D.,  Allegheny  County, 
Chairman 

*George  A.  Hahn,  M.D.,  Philadelphia  County 
*FrancisS.  Kleckner,  M.D.,  Lehigh  County 
*R.  William  Alexander,  M.D.,  Berks  County 
*John  E.  Hartle,  M.D.,  Bedford  County 
Morgan  F.  Taylor,  M.D.,  Beaver  County,  Alternate 

Committee  on  Education  and  Science 
Tuesday,  October  24,  7:00  p.m. — Duffers  Room 

*Matthew  Marshall,  Jr.,  M.D.,  Allegheny  County, 
Chairman 

*John  P.  Mraz,  M.D.,  Erie  County 
Axel  K.  Olsen,  M.D.,  Philadelphia  County 
William  H.  Walters,  M.D.,  Schuylkill  County 
*Mr.  Roland  D.  Eavey,  SAMA,  University  of 
Pennsylvania  School  of  Medicine 
*Harriet  M.  Harry,  M.D.,  Centre  County,  Alternate 

Committee  on  Public  Service 

Wednesday,  October  25,  8:00  a.m. — La  Fonda  Lounge 

*David  P.  Morrison,  M.D.,  Bucks  County,  Chairman 
Donald  M.  Blatchley,  M.D.,  Westmoreland  County 
*Robert  F.  Beckley,  M.D.,  Clinton  County 
*George  L.  Gleeson,  M.D.,  Dauphin  County 
*Mr.  Thomas  Myers,  SAMA,  Temple  University  School 
of  Medicine 

Peter  Haynicz,  M.D.,  Monroe  County,  Alternate 

Committee  on  Reports  of  Officers 

Wednesday,  October  25,  8:00  a.m. — ^Monterey  Room 

*Samuel  Cohen,  M.D.,  Montgomery  County,  Chairman 
*Elizabeth  M.  Cleland,  M.D.,  McKean  County 
*Jerome  Chamovitz,  M.D.,  Allegheny  County 
*Henry  P.  Royster,  M.D.,  Philadelphia  County 
*Charles  R.  Sloan,  M.D.,  Fayette  County 
Benjamin  Schneider,  M.D.,  Northumberland  County, 
Alternate 

* Indicates  those  committee  members  who  signed  the 
report 
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The  Speaker  noted  that  this  year,  along  with  the  regular 
five  members  of  each  reference  committee,  one  alternate  had 
been  appointed.  These  alternates  were  notified  and  received 
all  pertinent  materials  relating  to  their  reference  committees. 
The  purpose  was  to  make  available  to  the  committee  a substi- 
tute familiar  with  the  material.  In  those  cases  where  all  five 
members  of  the  committee  were  present,  it  was  recommend- 
ed that  the  alternate  be  permitted  to  sit  with  the  committee 
and  participate  in  the  deliberations.  It  was  stated,  however, 
that  the  alternate,  as  long  as  he  continued  to  be  an  alternate, 
would  not  have  a vote,  nor  would  he  sign  the  reference  com- 
mittee report.  It  was  observed  that,  depending  on  the  success 
of  this  “experiment/’  the  speaker  would  seek  to  formalize 
such  alternate  arrangement  next  year. 

Pennsylvania  Delegation  Open  Hearing 

The  Speaker  announced  that  the  Pennsylvania  Delegation 
to  the  AMA  would  hold  an  open  hearing  Wednesday  morn- 
ing in  the  Cabaret  at  1 1 a.m.  It  was  indicated  that  the  Penn- 
sylvania Delegation  to  the  AMA  would  be  sitting  as  a special 
committee  with  the  Chairman  of  the  Delegation,  Dr.  Miller, 
presiding.  Such  hearing  was  to  afford  members  an  opportuni- 
ty to  ask  questions  of  the  Delegation  and  for  members  to 
make  their  views  on  the  AMA  known  to  the  PMS  delegates. 
It  was  reported  that  testimony  received  at  the  hearing  would 
be  incorporated  in  the  report  from  the  Pennsylvania  Delega- 
tion to  the  Committee  on  Long-Range  Planning  of  the  AMA 
at  the  1972  Clinical  Meeting  in  Cincinnati,  Ohio. 

Councilor  District  Meetings 

It  was  announced  that  Councilor  District  Meetings  would 
be  held  at  1 p.m.  Wednesday,  thus  affording  delegates  an  op- 
portunity to  review  reference  committee  reports  prior  to  the 
opening  of  the  House  at  2:30  p.m.  It  was  further  noted  that  a 
second  round  of  councilor  district  meetings  would  be  held 
Thursday  morning  at  8 a.m.,  one  hour  prior  to  the  scheduled 
convening  of  the  House. 

Adjournment 

The  opening  session  of  the  House  adjourned  at  3:00  p.m. 
The  reference  committees  on  Constitution  and  Bylaws  and 
Medical  Service  began  at  3:00  p.m.  followed  by  reference 
committees  on  Education  and  Science  and  Governmental 
Relations  at  7:00  p.m. 

Second  Session  of  the  House,  October  25,  1972 

The  Second  Session  of  the  House  was  called  to  order  at 
2:35  p.m.  in  the  Cabaret  Room  of  the  Host  Farm,  Lancaster. 
Douglas  T.  Corwin,  M.D.,  Washington  County,  Chairman, 
Committee  on  Credentials,  reported  a quorum  present. 

Report  of  the  Reference  Committee 
on  Constitution  and  Bylaws 

R.  Robert  Tyson,  M.D.,  Chairman,  presented  the  follow- 
ing report  of  the  Committee: 

“Mr.  Speaker,  and  members  of  the  House  of  Delegates,  the 
Reference  Committee  on  Constitution  and  Bylaws  has  con- 
sidered the  material  listed  in  the  index  and  presents  the  fol- 
lowing report. 


CHANGE  OF  TITLE  OF  THE  EXECUTIVE 
DIRECTOR  TO  EXECUTIVE  VICE-PRESIDENT 
(Page  15  of  the  Official  Reports  Book) 

We  heard  no  testimony  against  changing  the  title  from 
Executive  Director  to  Executive  Vice-President  of  the 
Pennsylvania  Medical  Society.  We  agree  that  with  his  in- 
creasing responsibilities  and  relationships  to  other  bodies  of 
the  Pennsylvania  Medical  Society  that  his  title  should  be 
changed  as  recommended. 

Mr.  Speaker,  we  recommend  approval  of  the  changes  in 
the  Bylaws  as  listed  on  page  15  of  the  Official  Reports 
Book. 

AFFILIATE  MEMBERSHIP  (Pages  13  and  64  of  the  Of- 
ficial Reports  Book). 

This  recommendation  came  to  the  Standing  Committee 
as  the  result  of  a resolution  referred  favorably  to  the 
Standing  Committee  by  the  1971  House  of  Delegates.  Al- 
though elimination  of  ability  to  participate  in  insurance 
programs  may  render  this  suggestion  less  desirable  than  an- 
ticipated we  only  heard  testimony  in  favor  of  this  proposal. 

Mr.  Speaker,  we  recommend  the  changes  in  the  Bylaws  , 
as  listed  on  page  13  of  the  Official  Reports  Book. 

ACTIVE  MEMBERSHIP  FOR  CIVILIAN  PHYSICIANS 
EMPLOYED  BY  FEDERAL  GOVERNMENT  (Pages 
14  and  64  of  the  Official  Reports  Book) 

This  recommendation  comes  from  the  American  Medical 
Association.  It  creates  a new  class  of  active  membership  in 
the  Pennsylvania  Medical  Society  for  full-time  physicians 
employed  by  federal  agencies.  It  permits  military.  Veterans 
Administration  physicians  and  public  health  service  officers 
to  be  members  of  the  Pennsylvania  Medical  Society  without 
the  requirement  of  a license  to  practice  medicine  and  sur- 
gery in  the  Commonwealth  of  Pennsylvania.  There  is  no 
recommendation  for  an  alteration  of  our  dues  structure  for 
these  members.  We  heard  no  testimony  against  this  propos- 
al. 

Mr.  Speaker,  we  recommend  the  changes  in  our  Constitu- 
tion as  indicated  on  page  14  of  the  Official  Reports  Book. 

RESOLUTION  72-10 

Subject:  Reduced  Assessment  for  Physicians  Employed, 
Full  Time  by  State  and  Federal  Government 
Introduced  by:  H.  Robert  Davis,  M.D.  in  behalf  of  thei 
Cumberland  County  Medical  Society 
Author:  John  H.  Harris,  Jr.,  M.D.  j 

WHEREAS,  Relatively  few  physicians  employed  full! 
time  by  the  Commonwealth  of  Pennsylvania  are  members, 
of  the  Pennsylvania  Medical  Society;  and 

WHEREAS,  Relatively  few  physicians  employed  by  the 
Federal  Government,  including  the  Veterans’  Administra-j 
tion  and  career  military,  are  members  of  the  Pennsylvania'f 
Medical  Society;  and 

WHEREAS,  National  specialty  societies  are  known  tO'  r 
provide  reduced  assessments  for  full-time  government  . 
employed  physicians;  therefore  be  it  [ 
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RESOLV ED,  That  the  proposed  amendment  to  Section  5 
of  Article  IV  of  the  Constitution  be  amended  to  read: 

"Eull-time  federally  and  state  employed  physicians. 
Eull-time  civilian  physicians  employed  by  all  federal  and 
state  agencies,  including  but  not  limited  to  the  Veterans’ 
Administration,  [who  do  not  have]  whether  or  not  hold- 
ing an  unrestricted  license  to  practice  medicine  and  sur- 
gery in  the  Commonwealth  of  Pennsylvania,  and  regular 
commissioned  medical  officers  and  commissioned  medi- 
cal officers  of  the  reserve  components,  who  hold  the 
degree  of  doctor  of  medicine  or  bachelor  of  medicine  or 
doctor  of  osteopathy,  on  extended  active  duty  (more  than 
two  years)  with  the  United  States  Army,  the  United 
States  Navy,  the  United  States  Air  Eorce  and  the  United 
States  Public  Health  Service,  who  upon  application  have 
been  nominated  by  the  Surgeon  General  of  their  respec- 
tive services  may  become  active  members  of  this  Society 
enjoying  all  the  rights  and  privileges  thereof  provided 
they  pay  50%  of  the  annual  assessment." 

(Brackets  mean  delete;  underlining  means  add) 

The  desirability  of  attracting  as  many  physicians  to  our 
Society  as  possible  has  been  considered  many  times  in  the 
past  and  is  questioned  by  none.  Using  a reduced  annual  as- 
sessment as  a means  of  attracting  these  physicians  has  also 
been  discussed  and  presented  to  the  House  of  Delegates  in 
the  past  and  defeated.  All  the  testimony  that  we  heard  was 
against  the  implementation  of  a reduced  annual  assessment 
for  physicians  employed  full  time  by  the  federal  and  state 
governments. 

Mr.  Speaker,  we  recommend  this  resolution  be  rejected. 

SPECIALTY  REPRESENTATION  IN  THE  HOUSE  OF 
DELEGATES  (Pages  14  and  64  of  the  Official  Reports 
Book) 

We  heard  only  testimony  in  favor  of  this  proposal  to  give 
I recognized  specialty  societies  direct  representation  in  the 
House  of  Delegates  of  the  Pennsylvania  Medical  Society. 

I Representation  of  this  type  has  been  functioning  success- 
fully in  the  American  Medical  Association  and  has  the  sup- 
port of  our  Interspecialty  Committee. 

Mr.  Speaker,  we  recommend  the  adoption  of  the  changes 
I in  the  Constitution  as  contained  on  page  14  of  the  Official 
! Reports  Book. 

STUDENT  MEMBERSHIP  IN  THE  PENNSYLVANIA 
MEDICAL  SOCIETY  (Pages  10  and  62  of  the  Official 
Reports  Book);  RESOLUTION  72-9:  STUDENT  MEM- 
BERSHIP (Page  17  of  the  Official  Reports  Book);  REC- 
OMMENDATION A OF  THE  ADDRESS  OF  THE 
PRESIDENT 

Subject:  Student  Membership 

Introduced  by:  H.  Robert  Davis,  M.D.  in  behalf  of  the 
Cumberland  County  Medical  Society 
Author;  H.  Robert  Davis,  M.D. 

WHEREAS,  The  effectiveness  of  the  Pennsylvania  Medi- 
cal Society  is  related  directly  to  the  informed  involvement 


of  its  members  and  the  number  of  such  members;  and 

WHEREAS,  The  earlier  such  participation  is  allowed 
and  encouraged,  the  greater  are  the  chances  for  meaningful 
involvement  throughout  the  physician’s  career  because 
physicians  in  the  early  years  of  practice  tend  to  postpone 
medical  society  involvement  and  thus  deprive  themselves 
and  the  organizations  of  medicine  of  the  benefits  of  their  in- 
volvement; and 

WHEREAS,  Those  actively  committed  to  being 
physicians  by  virtue  of  admission  to  medical  and  os- 
teopathic medical  schools  deserve  opportunities  to  influence 
to  the  degree  to  which  their  concepts  are  valid,  the  condi- 
tions under  which  they  will  practice  medicine;  and 

WHEREAS,  The  time  of  admission  to  medical  and  os- 
teopathic medical  school  presents  the  greatest  opportunity 
for  a beginning  involvement  that  would  enhance  the  proba- 
bility of  its  continuation;  and 

WHEREAS,  The  benefits  of  such  involvement  accrue  to 
the  organization  as  well  as  to  the  individual  and  carry  the 
potential  of  sorely-needed  concept  and  activity  stimulation; 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society  offer  direct  membership  in  the 
State  Society  to  students  in  all  four  years  of  Pennsylvania 
medical  and  osteopathic  medical  schools  and  actively  en- 
courage students  to  become  such  members. 

Address  of  the  President 

RECOMMENDATION  A;  I propose  that  all  medical  and 
osteopathic  medical  students  in  the  Commonwealth  be  of- 
fered active  membership  opportunity  in  the  State  Society. 

We  heard  extensive  testimony  concerning  the  idea  of 
student  membership  in  organized  medicine.  The  concept  of 
involving  medical  students  in  organized  medicine  was  the 
consensus  of  the  hearing.  There  was  considerable  difference 
of  opinion  in  both  large  and  small  counties  concerning  the 
mechanisms  of  implementation.  We  unanimously  agree  with 
the  principle  and  desirability  of  attracting  medical  students 
as  members  of  our  Society;  however,  we  feel  that  the  idea 
needs  exploration  and  trial.  We,  therefore,  believe  that  the 
first  step  is  the  creation  of  a class  of  membership  in  the  Penn- 
sylvania Medical  Society  for  medical  and  osteopathic 
students  similar  to  the  specialty  representation  in  the  House 
of  Delegates. 

Mr.  Speaker,  we  recommend  approval  of  the  changes  in 
the  Constitution  as  outlined  on  page  10  of  the  Official 
Reports  Book  with  the  following  exception:  Article  IV,  Sec- 
tion 7,  delete  the  sentence,  “A  person  may  be  a student 
member  of  this  Society  without  the  necessity  of  being  a 
member  of  a county  medical  society.” 

(Secretary’s  Note:  Eollowing  discussion  of  the  recommen- 
dation of  the  reference  committee  with  regard  to  student 
membership,  the  House  defeated  the  amendments  to  the 
Constitution  and  Bylaws  providing  for  student  membership 
in  the  Pennsylvania  Medical  Society.) 

Your  Committee  notes  that  the  other  suggested  Constitu- 
tion and  Bylaws’  changes  found  on  page  1 1 have  technical 
language  dealing  with  student  members,  which  technical 
language  will  be  put  in  concert  with  the  recommendation 
above  inasmuch  as  it  is  not  in  conformity  with  the  substan- 
tive nature  of  the  Committee’s  recommendation  of  mem- 
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bership  only  in  the  Pennsylvania  Medical  Society. 

Mr.  Speaker,  we  recommend  implementation  of  this  last 
paragraph. 

(Secretary’s  Note:  The  above  recommendation  of  the  refer- 
ence committee  is  moot  because  the  student  membership 
amendments  failed.) 

SEATING  OF  ALTERNATE  DELEGATES  (Pages  13,  14 
and  64  of  the  Official  Reports  Book) 

These  changes  promote  flexibility  in  the  use  of  alternate 
delegates  during  the  meeting  of  the  House  of  Delegates.  We 
heard  only  favorable  testimony. 

Mr.  Speaker,  we  recommend  the  adoption  of  the  changes 
in  the  Constitution  set  forth  on  pages  13  and  14  of  the  Of- 
ficial Reports  Book  with  the  deletion  of  the  words  “or 
student”  in  Article  VI,  Section  3. 

ESTABLISHMENT  OF  A COMMUNICATIONS  DIVI- 
SION TO  REPLACE  THE  COUNCIL  ON  PUBLIC 
SERVICE  (Page  98  of  the  Official  Reports  Book;  Sup- 
plemental Report  D of  the  Board  of  Trustees  (Appendix 
D)  and  Recommendation  C of  the  Address  of  the  Presi- 
dent) 

Address  of  the  President 

RECOMMENDATION  C:  Incidentally,  and  with  all  due 
regard  to  our  Council  on  Public  Service  and  although  I 
have  mixed  feelings  about  it,  I believe  our  communications 
position  would  be  clarified  and  improved  with  the  establish- 
ment of  a department  of  communications  as  an  administra- 
tive function  and  I so  recommend. 

We  heard  extensive,  conflicting  and  inconclusive  testimo- 
ny concerning  this  recommendation.  We  recognize  the  need 
and  importance  for  rapid  communication  with  our  mem- 
bership as  well  as  with  the  public.  However,  we  are  doubtful 
that  the  recommendation  in  its  present  form  will  necessarily 
meet  the  need. 

Mr.  Speaker,  we  recommend  this  proposal  be  referred  to 
an  Ad  Hoc  Committee  of  this  House,  appointed  by  the 
Speaker,  such  committee  to  be  composed  of  seven 
members,  with  one  member  representing  the  Board  of  Trus- 
tees, one  member  representing  the  Council  on  Public  Serv- 
ice, one  member  representing  the  Committee  on  Objectives, 
and  four  members  of  the  House  of  Delegates.  We  further 
recommend  that  this  Ad  Hoc  Committee  report  back  at  the 
next  annual  meeting  of  the  House  of  Delegates. 

CREATION  OF  THE  OFFICE  OF  VICE-PRESIDENT 
TO  AUTOMATICALLY  SUCCEED  TO  PRESIDENT- 
ELECT (Pages  12,  13  and  63  of  the  Official  Reports 
Book) 

We  reviewed  the  report  and  research  of  the  Standing 
Committee  on  Constitution  and  By-laws  concerning  the 
succession  to  President-Elect  and  the  activities  of  the  Vice- 
Presidents.  We  heard  extensive  testimony  concerning  both 
of  these  items.  There  was  testimony  indicating  that  the  of- 
fices of  first,  second,  third  and  fourth  Vice-Presidents  have 
outlived  their  usefulness.  We  heard  concern  expressed  about 
the  necessity  of  participation  in  the  activities  of  the  Society 
as  President-Elect  so  that  the  new  President  might  function 
more  efficiently.  There  also  was  concern  expressed  about 
the  desirability  of  designating  a President  two  years  in  ad- 
vance. The  experience  of  other  organizations  which  have 
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utilized  this  method  successfully  was  noted  by  our  Com- 
mittee. We  believe  the  performance  of  the  President  will  be 
enhanced  by  two  previous  years  of  experience  and  in  addi- 
tion the  President  will  be  able  to  share  the  responsibilities  of 
his  office  with  the  President-Elect  and  the  Vice-President. 

Mr.  Speaker,  we  recommend  the  adoption  of  the 
proposed  changes  to  the  Constitution  and  Bylaws  that  are 
attached  to  this  report.  These  changes  provide  for  the  elec- 
tion of  a Vice-President  who  will  automatically  accede  to 
the  office  of  President-Elect  and,  in  turn,  will  automatically 
accede  to  the  office  of  President.  In  addition,  these  changes  ( 
eliminate  the  offices  of  First  Vice-President,  Second  Vice-  i 
President,  Third  Vice-President,  and  Fourth  Vice-  ; 
President.  i 

RESOLUTION  72-3:  AFFILIATE  MEMBERSHIP  (Page* 
1 1 6 of  the  Official  Reports  Book)  * 

Subject:  Affiliate  Membership 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Robert  S.  Pressman,  M.D. 

RESOLV ED,  That  provided  a member  has  a full  mem- 
bership or  proper  membership  in  one  county  medical  soci- 
ety in  Pennsylvania,  he  may  be  eligible  to  hold  affiliate 
membership  in  any  other  county  medical  society  in  the 
state. 

We  heard  no  testimony  in  opposition  to  this  resolution.  ' 
We  believe  this  resolution  adds  to  the  flexibility  of  mem- 
bership in  this  Society. 

It  is  noted  that  this  is  a new  and  novel  concept  and  does  i 
not  require  any  amendment  to  the  Constitution  or  Bylaws. 

Mr.  Speaker,  we  recommend  approval  of  Resolution  72- 
3. 

RESOLUTION  72-21:  LIAISON  WITH  THE  STATE' 
BOARD  OF  MEDICAL  EDUCATION  AND  LICEN- ' 
SURE  REGARDING  LOCAL  STANDARD  OF  i 
PRACTICE  (Page  121  of  the  Official  Reports  Book) 
CENSOR  ACTIVITY  (Page  63  of  the  Official  Reports 
Book);  GRIEVANCE  COMMITTEES  (Page  63  of  thei 
Official  Reports  Book). 

Subject:  Liaison  with  the  State  Board  of  Medical  Education 
and  Licensure  Regarding  Local  Standard  of 
Practice 

Introduced  by:  John  P.  Mraz,  M.D.,  in  behalf  of  the  Erie 
County  Medical  Society 
Author:  John  P.  Mraz,  M.D. 

WHEREAS,  From  time  to  time,  physicians  may  for  one 
reason  or  another,  become  incapable  of  practicing  medi- 
cine in  the  usual  and  customary  manner;  and 
WHEREAS,  Present  capabilities  of  the  medical  society 
to  censor  these  individuals  is  considered  to  be  impotent; 
and  3 

WHEREAS,  A profession  must  be  capable  of  policing  itsE 
members  for  infractions  or  inability  to  practice  in  thelJ 
usual  and  customary  manner, and  that  the  lay  community,liy 
at  present,  expects  that  the  physicians  should  be  per-ij 
forming  this  function;  and  '!'• 
WHEREAS,  It  is  recognized  that  at  the  present  time,  nei-« 
ther  the  State  medical  society  nor  the  State  legislators™ 
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have  provided  medical  societies  with  a realistic  means  of 
enforcing  compliance  to  good  medical  standards  and 
ethics;  therefore  be  it 

RESOLVED,  That  the  wish  of  the  Erie  County  Medical 
Society  is  that  the  Pennsylvania  Medical  Society  pursue 
appropriate  discussion  and  recommendation  to  the 
various  State  agencies  such  as  the  Board  of  Licensure  and 
the  State  Legislature  to  enable  local  medical  societies  to 
adequately  control  the  standard  of  practice  in  their  area. 
The  substance  of  these  three  items  is  similar  and  involves 
he  ability  of  the  Pennsylvania  Medical  Society  and  compo- 
lent  societies  to  effectively  discipline  its  members.  We  are 
ognizant  of  the  general  feeling  of  our  members  of  this 
>sue.  We  are  also  aware  of  the  ineffectiveness  of  the  State 
loard  of  Medical  Education  and  Licensure  to  this  point  in 
he  past.  We  also  call  attention  to  the  strong  support  given 
ly  the  Pennsylvania  Medical  Society  to  the  proposed 
hanges  in  the  Medical  Practice  Act  which  was  introduced 
ito  the  1972  Legislature  and  not  acted  upon,  but  which  we 
nticipate  will  be  reintroduced  in  1973.  In  addition,  we 
lave  reviewed  the  method  of  discipline  practiced  by  the 
tate  of  Washington  as  well  as  the  method  used  in  the  State 
'f  Maryland,  and  believe  that  they  offer  a possible  alterna- 
ive  or  addition.  We  heard  no  testimony  against  these  pro- 
losals. 

Mr.  Speaker,  we  recommend  these  proposals  be  referred 
0 the  Board  of  Trustees. 

.ECOMMENDATION  OF  THE  COMMITTEE  ON 
^RULES  CONCERNING  THE  REFERENCE  COM- 
MITTEE ON  CONSITUTION  AND  BYLAWS  (Page 
vii  of  the  Official  Reports  Book) 

We  reviewed  the  section  of  the  report  of  the  Rules  Com- 
littee  concerning  the  Reference  Committee  on  Constitu- 
on  and  Bylaws  which  point  out  that  the  Reference  Com- 
littee  on  Constitution  and  Bylaws  becomes  the  Standing 
ommittee  on  Constitution  and  Bylaws.  By  custom,  in  the 
ast  four  years,  there  has  been  a new  reference  committee 
ppointed  at  each  annual  meeting  of  the  House  of  Dele- 
ates.  The  same  committee  does  not  review  the  work  of  the 
tanding  Committee,  as  suggested  by  the  report.  The 
hairman  of  the  Committee  has  held  office  over  several 
ears.  We  would  point  out  that  the  Reference  Committee 
nd  the  Standing  Committee  on  Constitution  and  Bylaws  is 
ppointed  by  and  is  responsible  to  the  House  of  Delegates 
fthe  Pennsylvania  Medical  Society.  The  testimony  favored 
le  present  method  of  operation  but  also  pointed  out  that 
lis  method  of  operation  is  not  spelled  out  in  our  Bylaws, 
he  need  for  some  continuity  of  office  was  also  heard  in 
:stimony.  We  believe  that  the  current  method  of  operation 
lould  be  maintained,  however,  we  believe  the  method  of 
peration  should  be  specified. 

We  believe  the  tenure  of  the  Chairman  of  this  Committee 
lould  be  limited  to  six  years  in  accordance  with  other 
ammittees  and  councils  of  the  Pennsylvania  Medical  Soci- 
ty.  We  believe  there  should  be  a rotation  of  membership  in 
le  Committee  so  that  no  one  member  other  than  the 
hairman  serves  more  than  two  consecutive  years. 

Mr.  Speaker,  we  recommend  this  proposal  be  referred  to 
ie  Standing  Committee  on  Constitution  and  Bylaws  for 


implementation  and  presentation  to  the  next  annual  meet- 
ing for  action  by  the  House  of  Delegates  at  its  first  session. 

ATTACHMENT  A 

11.  Subject:  Creation  of  the  office  of  Vice-President  who 
automatically  accedes  to  President-Elect 

Article  V.  - Separation  of  Powers,  “(a)  As  a voting 
member  of  the  House  of  Delegates  and  as  (i)  a member  of 
the  Judicial  Council,  or  (ii)  a member  of  the  Board  of  Trus- 
tees and  Councilors,  or  (iii)  President,  President-Elect, 
Vice-President,  Treasurer,  or  Secretary;  or....” 

Article  VIII.  - Board  of  Trustees  and  Councilors,  Section 
2.  Composition.  “The  Board  of  Trustees  and  Councilors 
shall  consist  of  the  President,  the  President-Elect,  the  Vice- 
President  and  the  Imediate  Past  President,  ex-officio  with 
the  right  to  vote....” 

Article  X.  - Officers.  Section  1.  Designations.  “The  of- 
ficers of  this  Society  shall  be  a President,  a President-Elect, 
a Vice-President,  a Treasurer,  a Secretary,  a Speaker  and  a 
Vice-Speaker  of  the  House  of  Delegates,  as  many  District 
Censors  as  there  are  Component  Societies  and  such  Assist- 
ant Treasurers  and  Assistant  Secretaries  as  the  Board  of 
Trustees  and  Councilors  may  from  time  to  time  designate 
by  resolution.” 

Section  2.  Qualifications.  “All  officers  of  this  Society 
must  be  Active,  Senior  Active,  Intern,  or  Resident, 
Members,  except  that  the  Treasurer  may  be  a corporation 
or  an  employee  of  this  Society.  The  Speaker  and  Vice- 
Speaker  must  be  members  of  the  House  of  Delegates  at  the 
time  of  their  election.” 

Section  3.  Term  of  Vice-President,  President-Elect, 
and  President.  The  Vice-President  shall  be  elected  annually 
by  the  House  of  Delegates.  He  shall  serve  as  Vice-President 
until  the  first  general  meeting  of  the  Annual  Session  of  the 
Society  next  ensuing  after  his  election  at  which  time  he  au- 
tomatically shall  accede  to  the  office  of  President-Elect.  He 
shall  serve  as  President-Elect  until  the  succeeding  Annual 
Session,  at  which  time  he  automatically  shall  accede  to  the 
office  of  President  and  shall  serve  as  President  until  the  in- 
stallation of  his  successor.  In  the  event  that  circumstances 
beyond  the  control  of  the  Society  prevent  the  holding  of  the 
Annual  Session,  the  Vice-President  shall  automatically  ac- 
cede to  the  office  of  President-Elect  and  the  President-Elect 
shall  automatically  accede  to  the  office  of  President  at  the 
previously  announced  time  for  the  Annual  Session. 

(This  amendment  shall  become  effective  immediately.) 

Section  4.  Terms  of  Other  Officers.  “A  Secretary,  a 
Speaker  and  Vice-Speaker  of  the  House  of  Delegates,  and 
the  District  Censors  shall  be  elected  annually  by  the  House 
of  Delegates,  each  to  serve  until  the  end  of  the  next  Annual 
Session  of  the  House  of  Delegates  of  this  Society  or  until  his 
successor  is  elected  and  installed.  The  Treasurer  shall  be  ap- 
pointed annually  by  the  Board  of  Trustees  and  Councilors.” 

Section  5.  Successor  to  the  President,  President-Elect 
and  Vice-President.  If  the  office  of  President  should 
become  vacant,  the  President-Elect  shall  immediately 
become  President  and  shall  serve  for  the  remainder  of  the 
term  of  his  immediate  predecessor.  If  a President-Elect 
succeeds  to  the  presidency,  he  shall  serve  as  President  until 
the  second  Annual  Session  of  this  Society  following  his  ac- 
cession as  President-Elect.  If  the  office  of  President-Elect 
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becomes  vacant,  the  Vice-President  shall  immediately 
become  President-Elect  and  shall  serve  for  the  remainder  of 
the  term  of  his  immediate  predecessor.  If  the  office  of  Vice- 
President  becomes  vacant,  such  shall  remain  vacant  until 
the  next  Annual  Session  of  this  Society  at  which  time  the 
House  of  Delegates  shall  elect  an  eligible  person  as 
President-Elect  and  an  eligible  person  as  Vice-President.  If 
the  offices  of  both  President  and  President-Elect  become 
vacant,  the  Vice-President  shall  immediately  become  Presi- 
dent and  shall  serve  as  President  until  the  second  Annual 
Session  of  this  Society  following  his  election  as  Vice- 
President.  If  the  offices  of  both  President-Elect  and  Vice- 
President  become  vacant,  the  Board  of  Trustees  shall  desig- 
nate from  the  Board  of  Trustees  one  who  shall  act  as 
President-Elect  and  one  who  shall  act  as  Vice-President, 
each  of  whom  shall  so  act  until  the  next  Annual  Session  of 
this  Society,  at  which  time  the  House  of  Delegates  shall 
elect  an  eligible  person  as  President-Elect  and  an  eligible 
person  as  Vice-President.  If  the  offices  of  President, 
President-Elect  and  Vice-President  should  become  vacant, 
the  Board  of  Trustees  shall  designate  from  among  the  Board 
of  Trustees  one  who  shall  act  as  President,  one  who  shall  act 
as  President-Elect,  and  one  who  shall  act  as  Vice-President, 
each  of  whom  shall  so  act  until  the  next  Annual  Session  of 
the  House  of  Delegates,  at  which  time  the  House  of  Dele- 
gates shall  elect  an  eligible  person  as  President,  an  eligible 
person  as  President-Elect,  and  an  eligible  person  as  Vice- 
President. 

Should  the  President,  as  determined  by  the  Board  of 
Trustees,  be  incapacitated  or  unable  to  perform  the  duties 
of  his  office,  the  President-Elect  shall  act  in  his  stead. 
Should  the  President-Elect,  as  determined  by  the  Board  of 
Trustees,  be  incapacitated  or  unable  to  perform  the  duties 
of  his  office,  the  Vice-President  shall  act  in  his  stead. 
Should  both  the  President  and  the  President-Elect,  as  deter- 
mined by  the  Board  of  Trustees,  be  incapacitated  or  unable 
to  perform  the  duties  of  their  offices,  the  Vice-President 
shall  act  in  their  stead. 

By-laws.  Chapter  IV.  - Elections.  Section  1.  - Ballot. 
“Elections  shall  be  by  ballot  of  the  House  of  Delegates  and 
a majority  of  votes  cast  shall  be  necessary  to  elect,  except 
that  delegates  and  alternates  to  the  American  Medical  Asso- 
ciation shall  be  elected  by  a plurality  vote.. 

Chapter  VI.  - Officers.  Section  3.  - Vice-President.  “The 
Vice-President  shall  assist  the  President  and  the  President- 
Elect  in  the  performance  of  their  duties,  and  perform  such 
other  duties  as  may,  from  time  to  time,  be  assigned  to  him 
by  the  President.” 

By-laws.  Chapter  VI.  Officers.  “Section  9.  - Execution  of 
Documents.  The  Chairman  of  the  Board  of  Trustees,  the 
President,  the  President-Elect,  the  Vice-President,  or  the 
Treasurer....” 

By-laws.  Chapter  XIV.  - Committees,  Administrative 
Councils,  and  Commissions.  Section  1.  - Appointment  of 
Members,  Vacancies,  and  Qualifications,  “(a)  Appointment 
of  Chairmen,  Vice-Chairmen,  and  members  of  Standing 
Committees,  Administrative  Councils,  and  Commissions. 
All  such  appointments  shall  be  made  by  the  President-Elect 
at  least  ninety  days  prior  to  the  next  Annual  Session,  or  by 
the  President  if  the  President-Elect  shall  be  incapacitated  or 
unable  to  perform  the  duties  of  his  office  or  if  a vacancy 
occurs  in  the  office  of  President-Elect  before  all  appoint- 
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ments  are  made,  or  by  the  Vice-President  if  both  the  H 
President-Elect  and  the  President  be  incapacitated  or  un- 
able  to  perform  the  duties  of  their  offices  or  if  a vacancy  ; 
occurs  in  both  of  the  offices  of  President  and  President-  )'< 
Elect  before  all  appointments  are  made.  In  making  appoint- 
ments....” A 

By-laws.  Chapter  XIV.  - Committees,  Administrative  fc 
Councils  and  Commissions.  Section  1.  - Appointment  of 
Members,  Vacancies  and  Qualifications,  “(d)  Qualifications  Si 
for  Membership  on  Committees,  Administrative  Councils  " 
and  Commissions,  (ii)  The  President,  the  President-Elect,  k 
the  Vice-President  and  the  members  of  the  Board  of  Trus-  Ii 


tees  and  Councilors....”  D 

D 

Elections 

Nominations  and/or  elections  were  held  Wednesday,  Oc-  C 
tober  25,  1972.  The  following  officers  were  elected:  Fi 


President-Elect;  A special  election  was  held  for  the  office  G 
of  President-Elect  to  fill  the  vacancy  created  by  the  death  of  'I 
Park  M.  Horton,  M.D.  Elected  by  acclamation  was  Robert:  M 
S.  Sanford,  M.D.,  Tioga  County.  Dr.  Sanford  was  installed  " 
as  President  at  the  State  Dinner  held  Wednesday  evening,,  Li 
October  25,  1972. 

President-Elect;  Ralph  C.  Wilde,  M.D.,  Allegheny^  M 
County.  Dr.  Wilde  will  be  installed  as  President  at  the  1973  M 
Annual  Business  Meeting  in  Philadelphia.  J( 

Vice-President;  In  conformance  with  the  constitutional  lo 
amendment  adopted  during  the  report  of  the  Reference  N 
Committee  on  Constitution  and  Bylaws,  the  House  Bi 
proceeded  to  receive  nominations  for  the  office  of  Vice-,  er 
President.  The  new  constitutional  amendments  call  for  the  A 
Vice-President  to  automatically  accede  to  the  office  of  Ti 
President-Elect  (at  the  annual  session  in  1973)  and  then  to  V 
automatically  accede  to  the  office  of  President  (at  the  annu-  \) 
al  session  in  1974).  There  were  two  nominees  for  the  office  N 
of  Vice-President:  Carmela  F.  deRivas,  M.D.,  Montgomery  K 
County;  and  A.  Reynolds  Crane,  M.D.,  Philadelphia 
County.  Subsequently,  Dr.  deRivas,  withdrew  her  name. 
The  House  then  elected  by  acclamation  A.  Reynolds  Crane, 
M.D.  as  Vice-President. 

Secretary;  Raymond  C.  Grandon,  M.D.,  Dauphin^ 
County  Q 

Speaker;  William  Y.  Rial,  M.D.,  Delaware  County  j 

Vice-Speaker;  John  B.  Lovette,  M.D.,  Cambria  County 
The  following  trustees  and  councilors  were  elected:  ||, 

First  District;  to  fill  the  vacancy  created  by  the  election  of 
A.  Reynolds  Crane,  M.D.  as  Vice-President,  Donald  R.  jj. 
Cooper,  M.D.,  Philadelphia  County.  15 

Seventh  District;  Kenneth  L.  Cooper,  M.D.,  Lycoming 
County  gj 

Tenth  District;  William  J.  Kelly,  M.D.,  Allegheny  County 
Twelfth  District;  Orlo  G.  McCoy,  M.D.,  Bradford  County 
Two  members  were  elected  to  serve  for  a three-year  term 
on  the  Committee  to  Nominate  Delegates  and  Alternates  tc 
the  AMA.  They  were:  Edgar  W.  Meiser,  M.D.,  Lancaster 
County;  and  John  V.  Blady,  M.D.,  Philadelphia  County. 

There  were  also  two  members  elected  to  the  Judicial 
Council:  Russell  B.  Roth,  M.D.,  Erie  County;  and  George 
E.  Farrar,  Jr.;  M.D.,  Philadelphia  County. 

John  B.  Montgomery,  M.D.,  Philadelphia  County,  who: 
was  eligible  for  reelection  to  both  the  Judicial  Council  and 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the- 
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AMA,  chose  to  withdraw  his  name  from  nomination.  The 
House  commended  Dr.  Montgomery  for  his  years  of  service 
I on  these  bodies. 

The  following  District  Censors  were  elected  for  a one- 
year  term: 

Adams,  James  H.  Allison;  Allegheny,  Robert  A.  Schein; 
Armstrong,  Arthur  R.  Wilson;  Beaver,  Herman  Bush;  Bed- 
ford, William  E.  Palin;  Berks,  Eugene  Mendelsohn;  Blair, 
John  W.  Hurst;  Bradford,  Willis  A.  Redding;  Bucks, 
Stanley  F.  Peters;  Butler,  Robert  C.  McCorry;  Cambria, 
Warren  F.  White;  Carbon,  James  Farr;  Centre,  H.  Richard 
Ishler;  Chester,  Grant  W.  Bamberger;  Clarion,  Theodore  R. 
Koenig;  Clearfield,  Fred  Pease;  Clinton,  Robert  E. 
Drewery;  Columbia,  James  F.  Youngkin;  Crawford,  David 
D.  Kirkpatrick  Jr.;  Cumberland,  Hans  S.  Roe;  Dauphin, 
Nathan  Sussman;  Delaware,  Richard  H.  Flandreau;  Elk- 
Cameron,  John  T.  McGeehan;  Erie,  Robert  L.  Loeb; 
Fayette,  Harold  L.  Wilt;  Franklin,  Albert  W.  Freeman; 
Greene,  William  W.  Bartholomew;  Huntingdon,  Thomas  R. 
Mainzer;  Indiana,  Herbert  L.  Hanna;  Jefferson,  Fred  E. 
Murdock;  Lackawanna,  Anthony  J.  Cummings;  Lancaster, 
William  H.  Schaeffer;  Lawrence,  Gerald  H.  Weiner; 
Lebanon,  C.  Ray  Bell,  Jr.;  Lehigh,  Frederick  R.  Bausch,  Jr.; 
Luzerne,  John  J.  Gill;  Lycoming,  Wilfred  W.  Wilcox; 
McKean,  Ralph  E.  Hockenberry;  Mercer,  Frank  E. 
McElree;  Mifflin-Juniata,  John  R.W.  Hunter,  Jr.;  Monroe, 
John  L.  Rumsey;  Montgomery,  Rudolph  K.  Glocker;  Mon- 
tour, Issac  L.  Messmore;  Northampton,  Walter  J.  Filipek; 
Northumberland,  J.  Mostyn  Davis,  Jr.;  Perry,  Frank  A. 
Belmont;  Philadelphia,  Charles  M.  Thompson;  Potter,  Rob- 
ert S.  Sanford;  Schuylkill,  Joseph  T.  Marconis;  Somerset, 
Alexander  Solosko;  Susquehanna,  Raymond  C.  Lavis; 
Tioga,  James  L.  Wilson;  Union,  entitled  to  one  nominee; 
Venango,  Nicholas  J.  Pozza;  Warren,  Donald  J.  Furman; 
Washington,  Herbert  J.  Levin;  Wayne-Pike,  Emil  T. 
Niessen;  Westmoreland,  Leslie  S.  Pierce;  Wyoming,  John  S. 
Rinehimer,  Jr.;  York,  William  C.  Langston. 

Report  of  the  Committee  to  Nominate  Delegates 
and  Alternates  to  the  AMA 

In  the  absence  of  Fred  C.  Brady,  M.D.,  Allegheny  County, 
Chairman,  John  L.  Steigerwalt,  M.D.,  Montgomery  County, 
a member  of  the  Committee,  read  the  report. 

"The  Committee  to  Nominate  Delegates  and  Alternates  to 
the  American  Medical  Association  met  in  May  to  review  the 
membership  of  the  Delegation.  The  American  Medical  Asso- 
ciation has  informed  the  Society  that  as  of  December  31, 

1971,  there  were  10,392  active  members  of  the  AMA  from 
Pennsylvania  and  the  Society  thus  was  entitled  to  eleven  dele- 
gates. 

To  be  elected  for  a two-year  term  beginning  January  1, 
1973,  will  be  six  delegates  and  six  alternate  delegates  to  the 
American  Medical  Association. 

Delegates  whose  terms  expire  December  31,  1972,  are: 
William  A.  Barrett,  M.D.,  Allegheny  County 
Park  M.  Horton,  M.D.  (Deceased) 

Edmund  L.  Housel,  M.D.,  Philadelphia  County 
William  A.  Limberger,  M.D.,  Chester  County 
William  Y.  Rial,  M.D.,  Delaware  County 
William  B.  West,  M.D.,  Huntingdon  County 
Alternate  delegates  whose  terms  expire  December  31, 

1972,  are: 
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R.  William  Alexander,  M.D.,  Berks  County 
Jerome  Chamovitz,  M.D.,  Allegheny  County 
Leo  C.  Eddinger,  M.D.,  Lehigh  County 
Raymond  C.  Grandon,  M.D.,  Dauphin  County 
George  A.  Rowland,  M.D.,  Columbia  County 
R.  Robert  Tyson,  M.D.,  Philadelphia  County 
It  was  with  deep  regret  that  we  learned  of  the  death  of  Park 
M.  Horton,  M.D.,  Susquehanna  County,  who  very  capably 
served  with  the  Delegation  for  twelve  years.  Dr.  Horton  was 
serving  as  chairman  of  the  Delegation  at  the  time  of  his 
death. 

The  election  of  Russell  B.  Roth,  M.D.,  as  President-Elect 
of  the  AMA  in  June,  1972,  has  created  another  vacancy  on 
the  Delegation,  since  he  will  no  longer  serve  as  delegate. 

In  accordance  with  the  charge  from  the  1971  House  of 
Delegates,  the  Committee  contacted  each  component  county 
medical  society  for  recommendations  of  nominees  for  dele- 
gates and  alternates  and  was  pleased  with  the  response.  A 
total  of  twenty-nine  names  were  submitted  from  twenty-two 
counties.  Two  of  the  county  medical  societies  support  the  in- 
cumbents for  re-election. 

This  Committee  concurs  with  the  report  of  last  year’s 
Committee  that  new  delegates  be  nominated  from  the  list  of 
alternate  delegates  since  the  Committee  was  informed  that 
most  alternates  attend  AMA  meetings  and  are,  therefore, 
versed  in  the  activities  of  the  Delegation. 

Accordingly,  the  Committee  makes  the  following  nomina- 
tions for  two-year  terms  commencing  January  1,  1973,  for 
delegates  to  succeed  themselves: 

William  A.  Barrett,  M.D.,  Allegheny  County 
Edmund  L.  Housel,  M.D.,  Philadelphia  County 
William  A.  Limberger,  M.D.,  Chester  County 
William  Y.  Rial,  M.D.,  Delaware  County 
William  B.  West,  M.D.,  Huntingdon  County 
To  fill  the  unexpired  term  (December  31,1 972)  created  by 
the  death  of  Park  M.  Horton,  M.D.,  and  to  serve  as  a new  del- 
egate commencing  January  1,  1973,  the  Committee 

nominates  Raymond  C.  Grandon,  M.D.,  Dauphin  County, 
currently  an  alternate. 

To  fill  the  unexpired  term  (December  31,  1973)  created  by 
the  election  of  Russell  B.  Roth,  M.D.,  as  President-Elect  of 
the  American  Medical  Association,  the  Committee 
nominates  Wilbur  E.  Flannery,  M.D.,  Lawerence  County,  as 
a new  delegate. 

To  fill  the  unexpired  term  (December  31,  1973)  as  an  al- 
ternate delegate  created  by  the  elevation  of  Dr.  Flannery  to 
delegate,  the  Committee  nominates  David  J.  Keck,  M.D., 
Erie  County. 

In  accordance  with  procedure  established  during  the  1971 
Annual  Business  Session  that  the  House  be  given  some 
choice  in  the  selection  of  the  Delegation,  the  Committee 
believes  that  such  choice  should  come  in  the  selection  of  al- 
ternate delegates  since  this  is  the  grooming  area  for  advance- 
ment to  the  Delegation.  Noting  there  are  six  positions  open, 
the  Committee  makes  the  following  nine  nominations  for 
two-year  terms  commencing  January  1,  1973,  for  alternate 
delegates: 

R.  William  Alexander,  M.D.,  Berks  County 
Harry  V.  Armitage,  M.D.,  Delaware  County 
Jerome  Chamovitz,  M.D.,  Allegheny  County 
Kenneth  L.  Cooper,  M.D.,  Lycoming  County 
Raymond  R.  Curanzy,  M.D.,  Lebanon  County 
Leo  C.  Eddinger,  M.D.,  Lehigh  County 
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Robert  N.  Moyers,  M.D.,  Crawford  County 

George  A.  Rowland,  M.D.,  Columbia  County 

R.  Robert  Tyson,  M.D.,  Philadelphia  County 

As  mandated  by  the  1970  House  of  Delegates,  the  report 
of  this  Committee  must  contain  a summary  of  the  activities 
of  each  member  of  the  Delegation  whose  term  has  expired; 
including  his  age,  length  of  service  on  the  Delegation,  and  his 
activities  on  the  Delegation  during  the  past  year.  A similar 
report  is  to  be  made  on  alternate  delegates.  A summary  of  ac- 
tivities of  new  nominees  must  also  be  indicated,  including 
age.  This  report  is  attached  as  Appendix  A. 

(The  material  contained  in  Appendix  A of  the  report  of 
the  Committee  to  Nominate  Delegates  and  Alternates  to  the 
AM  A appears  as  Appendix  G of  the  Proceedings.) 

Election  of  Delegates  and  Alternates  to  the  AMA 

The  following  physicians  were  elected  delegates  to  the 
AMA  for  a full  two-year  term  beginning  January  1,  1973: 
Edmund  L.  Housel,  M.D..  Philadelphia  County;  William  A. 
Limberger,  M.D.,  Chester  County;  William  Y.  Rial,  M.D., 
Delaware  County;  George  A.  Rowland,  M.D.,  Columbia 
County;  and  William  B.  West,  M.D.,  Huntingdon  County. 

To  fill  the  unexpired  term  of  Dr.  Park  M.  Horton  and  to 
serve  a fall  two-year  term  beginning  January  /,  1973: 
Raymond  C.  Grandon,  M.D.,  Dauphin  County,  was 
elected. 

To  fill  the  one-year  vacancy  on  the  delegation  created  by 
the  resignation  of  Russell  B.  Roth,  M.D.,  Erie  County,  the 
House  elected  Wilbur  E.  Flannery,  M.D.,  Lawrence 
County. 

Alternate  Delegates 

To  fill  the  one-year  unexpired  term  as  an  alternate  dele- 
gate created  by  the  elevation  of  Dr.  Flannery  to  delegate, 
the  House  elected  David  J.  Keck,  M.D.,  Erie  County. 

The  following  six  alternate  delegates  to  the  AMA  were 
elected  for  two-year  terms  beginning  January  1,  1973:  R. 
William  Alexander.  M.D.,  Berks  County;  Harry  V.  Armi- 
tage,  M.D.,  Delaware  County;  Jerome  Chamovitz,  M.D., 
Allegheny  County;  John  H.  Harris,  Jr.,  M.D.,  Cumberland 
County;  Richard  L.  Huber,  M.D.,  Lackawanna  County; 
and  R.  Robert  Tyson,  M.D.,  Philadelphia  County. 

Address  by  the  Governor 

The  Honorable  Milton  J.  Shapp  addressed  the  House  of 
Delegates  Wednesday  afternoon,  October  25  (Copies  of  the 
address  are  available  on  request.) 

Distinguished  Guests 

The  following  distinguished  guests  of  the  Society  were 
present  during  the  Wednesday  afternoon  meeting  of  the 
House:  Waldo  G.  Gamba,  D.D.S.,  President,  Pennsylvania 
Dental  Association;  M.  Lorenzo  Walker,  M.D.,  President, 
Keystone  Medical  Society;  Dr.  David  P.  Rosenfield,  Presi- 
dent Pennsylvania  Pharmaceutical  Association;  Joseph  A. 
Elliott,  M.D.,  President,  Medical  Society  of  Delaware;  and 
The  Honorable  Alexander  Unkovic,  President,  Pennsyl- 
vania Bar  Association. 

Balloting 

The  Speaker  read  the  following  instructions  to  the  dele- 
gates regarding  balloting.  "Ballots  with  the  names  of  all 
nominees  for  offices  in  which  there  is  a contest  will  be 
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printed.  These  ballots  will  be  in  the  hands  of  the  Credentials 
Committee,  which  will  be  set  up  in  the  rear  of  this  room 
beginning  at  7:00  a.m.  tomorrow  morning.  Between  the 
hours  of  7:00  a.m.  and  the  opening  of  the  House  at  8:30 
a.m.,  delegates  should  present  themselves  to  the  Credentials 
Committee  to  secure  their  ballot.  The  Credentials  Com- 
mittee has  broken  the  sixty  counties  down  into  five  groups 
as  follows: 

( 1 ) Adams  - Cambria 

(2)  Carbon  - Indiana 

(3)  Jefferson  - Montour 

(4)  Northampton  - Philadelphia 

(5)  Potter  - York 

This  will  assist  you  in  securing  your  ballot  quickly.  The 
polls  will  open  at  7 a.m.  and  close  at  8:30  a.m.” 

(Secretary’s  Note:  The  Speaker  requested  and  received 
the  consent  of  the  House  to  convene  Thursday  morning  at 
8:30  a.m.  rather  than  at  9 a.m.  as  scheduled.) 

The  House  was  recessed  at  5:45  p.m.  until  the  State 
Dinner  in  the  Baroque  Ballroom,  scheduled  to  begin  at  7:00 
p.m. 

1972  State  Dinner 

The  invocation  was  given  by  the  Reverend  Myron  Eber- 
sole.  Chaplain,  Lancaster  General  Hospital. 

Introduction  of  Guests 

Dr.  Rosemond  introduced  the  following  guests:  Dr.  and 
Mrs.  William  Y.  Rial,  Speaker,  House  of  Delegates;  the 
Reverend  Myron  Ebersole,  Chaplain,  Lancaster  General 
Hospital;  Mrs.  Ralph  S.  Blasiole,  Retiring  President, 
Woman’s  Auxiliary,  Pennsylvania  Medical  Society,  and  Dr. 
Blasiole;  Mrs.  Robert  F.  Beckley,  President,  Woman’s  Aux- 
iliary, American  Medical  Association,  and  Dr.  Beckley;  Dr. 
and  Mrs.  Carl  A.  Hoffman,  President,  American  Medical 
Association;  Dr.  and  Mrs.  David  S.  Masland,  Chairman, 
PMS  Board  of  Trustees;  Dr.  and  Mrs.  George  P. 
Rosemond,  President,  Pennsylvania  Medical  Society;  Dr. 
and  Mrs.  Robert  S.  Sanford,  Retiring  Trustee,  Pennsylvania 
Medical  Society,  President-Elect;  Dr.  Russell  B.  Roth, 
President-Elect,  American  Medical  Association;  Dr.  and 
Mrs.  Ralph  C.  Wilde,  President-Elect,  Pennsylvania  Medi- 
cal Society;  Dr.  and  Mrs.  A.  Reynolds  Crane,  Vice  Presi- 
dent, Pennsylvania  Medical  Society;  Mrs.  John  H.  Eves, 
President,  Woman’s  Auxiliary,  Pennsylvania  Medical  Soci- 
ety, and  Dr.  Eves;  and  Mr.  John  F.  Rineman,  Executive 
Vice-President  and  Treasurer,  Pennsylvania  Medical  Soci- 
ety. Dr.  Hoffman  presented  to  Dr.  Rosemond  an  AMA 
plaque  in  recognition  of  his  leadership. 

Also  presented  were  Dr.  and  Mrs.  Joseph  A.  Elliott,  Presi- 
dent, Medical  Society  of  Delaware;  Dr.  and  Mrs.  DeWitt  E. 
DeLawter,  President,  Medical  and  Chirurgical  Faculty  of 
Maryland;  Dr.  and  Mrs.  William  J.  D’Elia,  President,  Medi- 
cal Society  of  New  Jersey;  Dr.  and  Mrs.  Thomas  F.  Mc- 
Carthy, President-Elect,  Medical  Society  of  New  York;  Dr. 
and  Mrs.  William  R.  Schultz,  President,  Ohio  State  Medical 
Association;  and  Dr.  and  Mrs.  Worthy  W.  McKinney,  Presi- 
dent, The  West  Virginia  Medical  Association. 

Other  guests  included:  Dr.  Waldo  G.  Gamba,  President, 
Pennsylvania  Dental  Association;  Dr.  David  P.  Rosenfield, 
President,  Pennsylvania  Pharmaceutical  Association;  Mr. 
and  Mrs.  Alexander  Unkovic,  President,  Pennsylvania  Bar 
Association;  Mrs.  Carol  Dolack,  President,  Pennsylvania 
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Chapter  of  the  American  Association  of  Medical  Assistants, 
and  Mr.  Dolack;  Dr.  and  Mrs.  Joseph  J.  Namey,  President, 
Pennsylvania  Osteopathic  Medical  Association;  and  Dr.  and 
Mrs.  M.  Lorenzo  Walker,  President,  Keystone  Medical  Soci- 
ety. 

Dr.  Rosemond  introduced  the  following  past  presidents: 
Dr.  and  Mrs.  Louis  W.  Jones;  Dr.  and  Mrs.  Allen  W.  Cowley; 
Dr.  and  Mrs.  Thomas  W.  McCreary,  Sr.;  Dr.  and  Mrs. 
Wilbur  E.  Flannery;  Dr.  Richard  A.  Kern;  Dr.  and  Mrs. 
William  B.  West;  Dr.  and  Mrs.  George  E.  Farrar;  Dr. 
William  A.  Barrett;  and  Dr.  and  Mrs.  William  A.  Limberger. 

Benjamin  Rush  Awards 

Dr.  Kenneth  L.  Cooper,  Chairman  of  the  Council  on 
Public  Service,  presented  the  individual  and  group  Benjamin 
Rush  Awards  for  1972.  The  organization  chosen  to  receive 
the  1972  Benjamin  Rush  Award  was  the  St.  John’s  Settle- 
ment House  of  Philadelphia.  Accepting  the  award  on  behalf 
of  the  St.  John’s  Settlement  House  was  Mr.  J.P.  Richards, 
Jr.  President,  J.P.  Richards  Associates  of  Philadelphia,  and 
President  of  the  Board  of  St.  John’s  Settlement  House.  The 
individual  award  was  presented  to  Paul  L.  Anderson, 
Williamsport.  Mr.  Anderson  was  honored  for  his  initiative  in 
isecuring  a recreation  area  for  children  in  his  neighborhood. 

Special  Awards 

Dr.  Robert  F.  Beckley,  on  behalf  of  the  Seventh  Councilor 
District,  presented  a special  award  of  recognition  to  Dr.  Rob- 
ert S.  Sanford,  retiring  Trustee  and  Councilor  from  the  Sev- 
enth Councilor  District,  Dr.  Sanford  having  completed  two 
five-year  terms  on  the  Board.  Mrs.  David  F.  Gillum 
presented  flowers  to  Mrs.  Robert  S.  Sanford  on  behalf  of  the 
Seventh  Councilor  District. 

Presentation  of  Certificate  to  Retiring  Trustee 

Dr.  David  S.  Masland,  Chairman  of  the  Board,  presented  a 
plaque  to  Robert  S.  Sanford,  M.D.,  retiring  trustee,  recog- 
nizing his  service  performed  on  behalf  of  the  State  Society  as 
a member  of  the  Board  of  Trustees  and  Councilors  for  the 
oast  ten  years,  serving  one  of  these  years  as  Vice-Chairman  of 
the  Board. 

Installation  and  Oath  of  Office 

Dr.  David  S.  Masland,  Chairman  of  the  Board  of  Trustees, 
nstalled  Dr.  Robert  S.  Sanford,  Tioga  County,  as  the  123rd 
^resident  of  the  Pennsylvania  Medical  Society. 

Past  President’s  Medallion 

Dr.  David  S.  Masland,  Chairman  of  the  Board,  presented 
he  Past  President’s  Medallion  and  plaque  to  Dr.  George  P. 
Rosemond,  Philadelphia. 

Adjournment 

; Following  entertainment,  provided  by  N ina  Little  Produc- 
ions,  Inc.  of  New  York  City,  the  formal  portion  of  the  pro- 
;ram  which  began  at  8:50  p.m.  adjourned  at  9:30  p.m. 
Members  and  their  guests  were  invited  to  remain  and  enjoy 
lancing  until  1 1 :00  p.m.  to  the  music  of  Bob  Aulenbach  and 
>is  Orchestra. 
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Third  Session  of  the  House,  October  26,  1972 

The  third  session  of  the  House  of  Delegates  was  called  to 
order  in  the  Cabaret  Room  of  the  Host  Farm,  Lancaster, 
Thursday,  October  26,  1972,  at  8:40  a.m.,  at  which  time  the 
Speaker  closed  the  polls.  The  Credentials  Committee 
reported  that  a quorum  was  present. 

Report  of  the  Reference  Committee 
on  Medical  Service 

Theodore  H.  Mendell,  M.D.,  Chairman,  presented  the  fol- 
lowing report  of  the  Committee: 

“Mr.  Speaker  and  members  of  the  House  of  Delegates:  The 
Reference  Committee  on  Medical  Service  has  considered  all 
of  the  reports  and  resolutions  listed  in  the  above  index. 

REPORT  OF  THE  COUNCIL  ON  MEDICAL  SERVICE 
(Official  Reports  Book,  pages  81-85) 

Pennsylvania  Blue  Shield 

In  general,  the  Council  has  been  diligent  in  carrying  out  li- 
aison responsibilities  with  Blue  Shield  and  is  to  be  com- 
mended for  its  efforts.  Your  Reference  Committee  congratu- 
lates Blue  Shield  for  its  steady  growth  to  the  point  where  it 
now  insures  7,983,91 8 Pennsylvanians. 

Subcommittee  to  Advise  Blue  Shield 

Your  Reference  Committee  commends  the  Council  and  its 
Subcommittee  for  providing  effective  liaison  with  Blue 
Shield  and  offering  guidance  to  improve  the  operation  of 
Blue  Shield  programs.  Blue  Shield  is  urged  to  continue  their 
fine  efforts  in  marketing  the  Prevailing  Fee  Program  and 
phasing  out  Plan  A. 

Pennsylvania  Blue  Cross  Plans 

Your  Reference  Committee  believes  close  liaison  with  the 
Blue  Cross  Plans  is  important  and  supports  the  Council’s  ef- 
forts to  improve  relationships  in  this  area. 

The  Reference  Committee  looks  with  great  favor  upon  the 
testimony  which  the  Council  has  presented  at  the  various 
Blue  Cross  hearings  during  the  past  year  and  is  impressed 
with  the  effectiveness  of  the  presentations. 

Western  Pennsylvania  PMS — Blue  Cross  Regional  Steering 
Committee  and  Blue  Cross  District  IV  Utilization  Review 
Proposal 

Your  Reference  Committee  was  impressed  with  the  activi- 
ties of  the  Western  Pennsylvania  PMS — Blue  Cross  Regional 
Steering  Committee  and  believes  the  Committee  has  been  an 
effective  mechanism  to  develop  claim  processing  and  utiliza- 
tion review  systems  on  a cooperative  basis  with  Blue  Cross. 

Pennsylvania  Medical  Society  Review  Program 

Your  Reference  Committee  commends  the  Council  for  its 
arduous  efforts  in  the  continued  functioning  of  the  Society 
Review  Program  and  encourages  the  Council  to  continue  its 
efforts  to  carry  out  this  responsibility. 

Medicare 

Your  Reference  Committee  concurs  with  the  Council  on 
its  efforts  to  improve  the  Society’s  relations  with  Pennsyl- 
vania Blue  Shield  in  its  role  as  fiscal  intermediary  for 
Medicare. 
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Pennsylvania  Insurance  Department 

Your  Reference  Committee  commends  the  Council  repre- 
sentatives for  their  continued  efforts  in  dealing  with  the  dif- 
ficult situation  presented  by  the  Insurance  Commissioner’s 
Office  and  suggests  that  lines  of  communication  be  kept  open 
in  the  hope  of  resolving  problems  encountered. 

Pennsylvania  Department  of  Public  Welfare 

Despite  lack  of  progress,  the  Committee  wishes  to  com- 
mend the  Council  for  its  efforts  to  bring  about  improvements 
in  the  Medical  Assistance  Program. 

DPW  Memorandum  No.  16 

The  Committee  is  pleased  to  note  and  wishes  to  con- 
gratulate the  Council  on  its  success  in  having  Memoran- 
dum No.  16  which  required,  among  other  things,  review 
of  all  hospital  admissions  within  72  hours,  rescinded. 
DPW  Medical  Assistance  Evaluation  Committee 

Your  Reference  Committee  has  noted  the  activities  of 
the  DPW  Medical  Assistance  Evaluation  Committee.  As 
a result  of  its  monthly  meetings  during  the  past  year  with 
various  health  care  providers  and  the  Welfare  Depart- 
ment, the  Committee  has  studied  the  most  recent  recom- 
mendations of  the  MA  Evaluation  Committee  and  finds 
them  to  be  realistic  and  workable  suggestions  for  im- 
provement of  the  overall  Medical  Assistance  Program. 
DPW  Hospital  Rules  and  Regulations 

The  Committee  believes  the  Council  has  thoroughly 
studied  the  proposed  DPW  Hospital  Rules  and  Regula- 
tions and  has  recommended  appropriate  revisions. 

Commission  on  Professional  Liability  Insurance 

The  Committee  commends  the  activities  of  the  Commis- 
sion on  Professional  Liability  Insurance  and  notes  its  suc- 
cess in  answering  the  needs  of  the  membership  for  profes- 
sional liability  coverage. 

Commission  on  Comprehensive  Health  Planning 

The  Committee  approves  the  Council’s  continued  efforts 
to  represent  the  Society  in  the  area  of  Comprehensive 
Health  Planning. 

Society-endorsed  Insurance  Programs 

The  Committee  is  pleased  to  note  the  improved  plans 
that  are  now  being  offered  the  membership  throughout  the 
state. 

Mr.  Speaker,  your  reference  committee  recommends  ap- 
proval of  this  portion  of  the  report. 

SUPPLEMENTAL  REPORT  A OF  THE  COUNCIL  ON 
MEDICAL  SERVICE  (Official  Reports  Book,  pages  100- 
115)  And  Addendum  to  Supplemental  Report  A (Ap- 
pendix C) 

The  Reference  Committee  reviewed  Supplemental  Report 
A of  the  Council  on  Medical  Service  which  presented  the 
background,  objectives  and  programs  for  implementation  of 
peer  review  and  standards  of  quality  medical  care.  It  was 
noted  that  these  accomplishments  are  consistent  with  the  ac- 
tion of  the  1971  House  of  Delegates  which  directed  that  work 
proceed  without  delay’  on  the  further  development  of  the 
Pennsylvania  Medical  Care  Foundation  and  with  the  activi- 
ties of  the  related  Medical  Care  Appraisal  Project. 

The  Committee  was  impressed  with  the  enormity  of  the 
task  so  well  achieved  by  the  Council's  Medical  Care  Apprais- 
al Project  Committee.  It  also  noted  the  support  and  coopera- 
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tion  of  physicians  and  providers  of  health  care,  the  public,  ■ 
labor,  industry,  governmental  health  agencies,  prepaid  health 
insurance  organizations,  health  planning  agencies,  and  other 
health  related  organizations  interested  in  better  meeting .< 
health  needs  of  the  citizens  of  Pennsylvania.  It  further  noted 
that  the  entire  concept  of  the  Pennsylvania  Medical  Care. 
Foundation  is  in  complete  accord  with  the  Bennett  Amend- 
ment to  HR  1 recently  passed  by  Congress  and  now  awaiting' 
President  Nixon’s  signature  for  enactment. 

Thus  far,  funding  has  been  adequately  provided  for  the' 
Foundation  as  a result  of  medical  society  support  and  outside  i 
contributions  and  grants. 

The  Committee  takes  special  notice  of  this  remarkable  ac- : 
complishment  and  commends  the  Council  and  its  Medical 
Care  Appraisal  Project  Committee  for  its  excellent  perform- 
ance. 

Mr.  Speaker,  your  Reference  Committee  recommends 
approval  of  the  recommendations  contained  on  page  107  of 
Supplemental  Report  A of  the  Council  on  Medical  Service' 
and  in  the  Addendum  to  Supplemental  Report  A 

RESOLUTION  72-1:  REIMBURSEMENT  BY  FEE-FOR-i 
SERVICE  BE  ON  THE  BASIS  OF  USUAL,  CUSTOM- 
ARY AND  REASONABLE,  AND  UPDATED  ON 
ANNUAL  BASIS  (Official  Reports  Book,  page  116)  ' 

Subject;  Reimbursement  by  Fee  For  Service  Be  on  the 
Basis  of  Usual,  Customary  and  Reasonable,  and, 
Updated  on  Annual  Basis 

Introduced  by:  Hunter  S.  Neal,  M.D.,  in  behalf  of  the  Del-j 
aware  County  Medical  Society  j 

Author:  John  H.  Wigton,  M.D. 

WHEREAS,  The  PMS  Council  on  Medical  Service 
recognized  the  probable  development  of  state  or  federal  leg- 
islation to  control  health  care  costs;  and 

WHEREAS,  The  Council  also  recognized  a pressing; 
need  to  develop  a more  effective  mechanism  by  which  prac- 
titioners can  collectively  influence  the  planning  of  health 
care  financing  and  delivery  systems;  and 

WHEREAS,  The  1971  PMS  House  of  Delegates  con- 
curred and  approved  in  principle  the  concept  of  the  Penn- 
sylvania Medical  Care  Foundation;  and 

WHEREAS,  The  PMS  Medical  Care  Appraisal  Project] 
will  carry  out  the  research  and  development  phase  for  or- 
ganization of  the  Pennsylvania  Medical  Care  Foundation, 
and  to  achieve  the  basic  objective  will  develop  comprehen- 
sive prospective  and  retrospective  computer  claim  proc- 
essing and  utilization  review  systems;  and 

WHEREAS,  Physicians  who  agree  to  participate  in  the 
Foundation  program  will  have  freedom  of  choice  of  type  of 
practice  (solo,  group,  closed  panel  group)  and  method  of 
reimbursement  (fee  for  service,  salary  or  capitation);  and 
WHEREAS,  The  activities  of  the  Pennsylvania  Medical 
Care  Foundation  will  be  governed  by  a Board  of  Directors  I 
which  will  be  elected  by  the  PMS  House  of  Delegates  made 
up  of  practicing  physicians,  representatives  of  cooperating 
organizations  and  public  representatives;  therefore  be  it 

RESOLVED,  That  the  PMS  House  of  Delegates  request  "i 
that  contracts  or  agreements  made  with  participating) 
physicians  reimbursed  by  fee  for  service  be  on  the  basis  of 
usual,  customary,  and  reasonable  for  the  area  in  which  they 
practice,  and  that  they  be  reviewed  and  updated  on  an  an- 
nual basis. 
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The  Committee  recognized  that  the  resolve  of  this  resolu- 
tion is  consistent  with  the  Society’s  present  policy  and  is  in- 
corporated in  the  objectives  of  the  Pennsylvania  Medical 
;Care  Foundation. 

Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  72-1  be  filed  for  information. 

.RESOLUTION  72-7;  SCREENING  MEDICAL  ASSIST- 
ANCE CASES  (Official  Reports  Book,  page  1 17) 

Subject;  Screening  Medical  Assistance  Cases 
Introduced  by;  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
, Author;  George  Ross  Fisher,  M.D. 

WHEREAS,  The  State  of  Pennsylvania,  Department  of 
Welfare  has  adopted  on  January  1 , 1972  a new  procedure  for 
screening  medical  assistance  cases  for  utilization  review;  and 
, WHEREAS,  This  new  mechanism  involves  requesting 
[Xeroxed  copies  of  questionable  cases  to  be  sent  to  the  State; 

: and- 

WHEREAS,  Experience  with  the  system  is  beginning  to 
demonstrate  that  as  many  as  25  percent  of  admissions  must 
be  Xeroxed,  while  only  2 percent  are  eventually  subject  to  ac- 
tual challenge;  and 

WHEREAS,  The  cost  of  this  procedure  appears  to  be  ex- 
cessive and  burdensome;  therefore  be  it 

RESOLVED.  That  a committee  be  constituted  to  review 
these  procedures  and  to  make  suggestions  for  their  improve- 
ment. This  committee  should  consist  of  representatives  from 
'the  Medical  Society,  the  Hospital  Association,  the  Welfare 
Department  and  suitable  public  representatives. 

Your  Reference  Committee  received  testimony  attesting 
to  the  fact  that  the  intent  of  this  Resolution  had  already  been 
accomplished. 

Mr.  Speaker,  your  Reference  Committee  recommends  that 
IResolution  72-7  be  filed  for  information. 

RESOLUTION  72-24;  SEPARATE  BLUE  SHIELD 

SALES  AND  MARKETING  PROGRAM  (Official 

Reports  Book,  page  122) 

Subject;  Separate  Blue  Shield  Sales  and  Marketing  Pro- 
gram 

Introduced  by;  John  L.  Steigerwalt,  M.D.,  in  behalf  of  the 
Montgomery  County  Medical  Society 
Author;  John  L.  Steigerwalt,  M.D. 

; WHEREAS,  The  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  approved  at  their  1971  meeting  a resolu- 
tion calling  upon  Pennsylvania  Blue  Shield  to  adopt  a sales 
and  marketing  program  separate  from  the  Blue  Cross  plans; 
and 

WHEREAS,  To  date  there  have  been  no  steps  taken 
toward  accomplishing  this  aim;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  re- 
affirm its  position  taken  at  the  1971  meeting  and  again  urge 
.Pennsylvania  Blue  Shield  to  consider  establishing  a pilot 
program  whereby  a full-time  Blue  Shield  employee  will  be 
[assigned  to  the  Philadelphia  Blue  Cross  office  with  the  re- 
.sponsibility  to  audit  all  new  group  sales  to  assure  that  Blue 
■Shield  coverage  has  been  offered  to  the  group. 

The  Reference  Committee  received  testimony  indicating 
-that  Blue  Shield  would  consider  the  establishment  of  a pilot 
'arogram  as  suggested  in  the  Resolution.  Additional  testimo- 


ny indicated  that  90  percent  of  all  Blue  Cross  subscribers 
were  already  enrolled  in  Blue  Shield,  which  minimized  the 
problem. 

Mr.  Speaker,  we  recommend  that  Resolution  72-24  be 
referred  to  the  Council  on  Medical  Service  for  joint  evalua- 
tion with  Blue  Shield. 

RESOLUTION  72-25;  COMMITTEE  TO  INVES- 
TIGATE ARBITRARY  AND  UNILATERAL  DECI- 
SIONS BY  MEDICARE,  MEDICAID  AND  BLUE 

SHIELD  (Official  Reports  Book,  page  1 22) 

Subject;  Committee  to  investigate  arbitrary  and  unilateral 
decisions  by  Medicare,  Medicaid  and  Blue  Shield 
Introduced  by;  Anthony  J.  Cummings,  M.D.,  in  behalf  of 
the  Lackawanna  County  Medical  Society 
Author;  Anthony  J.  Cummings,  M.D. 

WHEREAS,  Numerous  complaints  concerning  the  arbi- 
trary and  unilateral  decisions  by  Medicare,  Medicaid  and 
Blue  Shield  have  caused  much  consternation  among  Penn- 
sylvania Medical  Society  members,  patients  and  hospitals; 
and 

WHEREAS,  Most  of  these  rulings  and  decisions  do  not 
have  their  legal  basis  in  fact  and  are  simply  arbitrary  rulings 
and  regulations;  and 

WHEREAS,  The  present  committees  of  the  Pennsylvania 
Medical  Society  are  not  adequate  to  deal  with  these 
decisions  and  regulations;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
House  of  Delegates  approve  an  ad-hoc  committee  to  be  ap- 
pointed by  the  president  of  the  Pennsylvania  Medical  Soci- 
ety with  approval  by  the  Board  of  Trustees  to  consider  these 
problems  and  to  investigate  complaints  and  to  then  report 
back  to  the  1973  House  of  Delegates  concerning  its  find- 
ings. 

After  reviewing  the  testimony  presented  on  this  resolu- 
tion, the  Committee  felt  that  there  are  presently  sufficient 
mechanisms  in  the  Society  structure  through  which  these 
problems  could  be  handled.  Furthermore,  with  the  es- 
tablishment of  the  Pennsylvania  Medical  Care  Foundation, 
additional  means  will  be  available  to  answer  these  problems. 

Mr.  Speaker,  your  Reference  Committee  recommends 
rejection  of  Resolution  72-25. 

(Secretary’s  Note:  The  House  of  Delegates  disagreed  with 
the  recommendation  of  its  reference  committee  and  voted 
to  refer  Resolution  72-25.  The  Speaker  indicated  that  Reso- 
lution 72-25  would  he  referred  to  the  Board  for  further 
disposition. 

RESOLUTION  72-28;  PROFESSIONAL  RELATIONS 
Subject;  Professional  Relations 

Introduced  by;  W.  C.  Long,  M.D.,  in  behalf  of  the  Clinton 
County  Medical  Society 
Author;  Robert  F.  Beckley,  M.D. 

WHEREAS,  Many  forms  of  physician  unions  are  being 
formed  throughout  the  country;  and 

WHEREAS,  The  forces  to  pressure  physicians  into  forms 
of  medical  service  and  practice  to  which  they  are  opposed 
are  still  on  the  increase;  and 

WHEREAS,  The  fragmentation  of  medical  organizations 
representing  physicians  weakens  their  effectiveness  in 
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improving  the  quality,  availability  and  reasonable  cost  of 
medical  care;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  de- 
velop a committee  to  research  solutions  to  these  problems 
and  to  implement  those  which  are  possible  and  desirable 
under  the  charter  of  the  Pennsylvania  Medical  Society;  and 
be  it  further 

RESOLVED,  That  practical  and  desirable  solutions 
which  cannot  be  implemented  by  the  Pennsylvania  Medical 
Society,  but  could  by  a foundation,  be  referred  to  the  Penn- 
sylvania Medical  Society  supported  foundation;  and  be  it 
further 

RESOLVED,  That  if  desirable  solutions  are  not  possible 
by  either  organization,  then  the  Pennsylvania  Medical  Soci- 
ety consider  developing  the  necessary  organization. 

While  the  testimony  presented  on  Resolution  72-28  gen- 
erally supported  its  adoption,  your  Reference  Committee 
feels  that  the  nature  and  extent  of  the  problem  presented 
require  further  evaluation  before  appointing  another  Com- 
mittee of  the  Society,  creating  another  Foundation  or  anoth- 
er organization. 

Therefore,  the  Reference  Committee  recommends  that 
Resolution  72-28  be  referred  to  the  Board  of  Trustees  for 
referral  back  to  the  House  of  Delegates  for  appropriate  ac- 
tion at  its  next  session. 

RESOLUTION  72-29:  PHYSICIANS  ON  GOVERNING 

BOARDS  OF  ACCREDITED  HOSPITALS  (In  Dele- 
gates Packet) 

Subject:  Physicians  on  Governing  Boards  of  Accredited 
Hospitals 

Introduced  by:  E.L.  Abernathy,  M.D.  in  behalf  of  the 
Washington  County  Medical  Society 
Author:  Malcolm  E.  Ruben,  M.D. 

WHEREAS,  The  membership  of  the  Pennsylvania  Medi- 
cal Society  is  deeply  concerned  with  the  promulgation  of 
the  finest  medical  care  in  our  hospitals;  therefore  be  it 

RESOLV ED,  That  the  Pennsylvania  Medical  Society 
recommend  to  the  American  Medical  Association,  the 
American  College  of  Surgeons  and  the  Joint  Commission 
on  Hospital  Accreditation  that  at  least  twenty-five  percent 
of  the  membership  of  the  governing  Boards  of  accredited 
hospitals  be  physicians  in  active  practice;  and  be  it  further 

RESOLVED,  That  these  members  be  selected  from  and 
by  the  active  medical  staff;  and  be  it  further 

RESOLV  ED,  That  these  members  be  voting  members  of 
the  governing  board. 

ADDITIONALLY,  It  is  recommended  that  twenty-five 
percent  representation  by  active  practicing  physicians  on 
hospital  boards  should  be  a requirement  for  securing  ap- 
proval by  the  Joint  Commission  on  Hospital  Accreditation. 

Your  Reference  Committee  recognizes  that  the  represent- 
ation of  medical  staff  members  on  the  governing  boards  of 
hospitals  is  already  policy  of  the  Pennsylvania  Medical  So- 
ciety, the  American  Medical  Association,  the  American 
College  of  Surgeons  and  other  health  organizations.  Howev- 
er, the  Committee  finds  that  it  cannot  recommend  a manda- 
tory 25  percent  membership  of  active,  practicing  physicians 
on  hospital  boards  and  believes  a substitute  resolution 
would  be  appropriate,  as  follows: 

RESOLVED,  That  the  Pennsylvania  Medical  Society  re- 
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affirm  its  long-standing  position  that  at  least  one  represent  ! 
ative  of  the  medical  staff  shall  serve  as  a voting  member  on 
each  hospital  governing  board;  and  be  it  further 

RESOLV  ED,  That  the  American  Medical  Association  bei 
requested  to  propose  such  medical  staff  representation  as  a 
requirement  for  approval  by  the  Joint  Commission  on 
Accreditation  of  Hospitals. 

Mr.  Speaker,  your  Reference  Committee  recommends 
rejection  of  Resolution  72-29  and  adoption  of  the  substitute 
resolution. 

RESOLUTION  72-30:  IMMEDIATE  RESIGNATION 

FROM  BLUE  SHIELD 

Subject:  Immediate  Resignation  from  Blue  Shield 
Introduced  by:  John  T.  McGeehan,  M.D.,  Elk-Cameror 
County 

Author:  Paul  R.  Myers,  M.D. 

WHEREAS,  The  Pennsylvania  Insurance  Department,  ir 
its  August  9,  1972  Guidelines  proposal  shows  its  intent  tc 
control  the  Pennsylvania  physician,  his  mode  of  practice 
his  mode  of  collection  of  fees,  and  to  insist  and  make  i 
mandatory  by  law  that  he  belong  to  Blue  Shield;  therefor« 
be  it 

RESOLVED,  That  the  Pennsylvania  State  Society  rec 
ommends  to  each  individual  member,  immediate  resigna 
tion  from  the  Blue  Shield  organization. 

The  weight  of  the  testimony  presented  to  the  Committes 
indicated  that  this  is  not  the  proper  nor  the  expedient  timt 
to  desert  Blue  Shield  and  the  public  in  their  present  difficul 
situation.  The  Committee  wishes  to  reaffirm  its  confidenc( 
and  support  in  the  Blue  Shield  program. 

Mr.  Speaker  we  recommend  the  rejection  of  Resolutior 
72-30. 

RESOLUTION  72-33:  PENNSYLVANIA  MEDICAL 

CARE  FOUNDATION 

Subject:  Pennsylvania  Medical  Care  Foundation 
Introduced  by:  Hunter  S.  Neal,  M.D.,  in  behalf  of  the  Del- 
aware County  Medical  Society 
Author:  Otto  F.  Muller,  M.D. 

WHEREAS,  The  tentative  operational  budget  for  the 
proposed  Pennsylvania  Medical  Care  Foundation  is  $652. 
346; and 

WHEREAS,  We  have  been  informed  that  the  proposed 
Foundation  has  only  approximately  ten  percent  or  $60,00C 
cash  grants  available  ($30,000  Pennsylvania  Medical  Soci-  5 
ety  Board  of  Trustees,  $5,000  Allegheny  County  Medical 
Society,  $5,000  Philadelphia  County  Medical  Society  and 
$20,000  Westinghouse  Corporation);  and 

WHEREAS,  The  proposed  Foundation  has  not  signed  ^ 
any  contracts  with  Third  Party  Carriers  or  the  state  or  fed- 
eral  government  to  conduct  Peer  Review  studies  or  activi- 
ties for  the  year  1973;  and  ^ 

WHEREAS,  Questions  of  Regional  Divisions  of  location, 
staff,  etc.,  have  not  been  defined  or  stated  to  county  medical 
societies;  therefore  be  it  lii 

RESOLVED,  That  the  Pennsylvania  Medical  SocietyFiii 
House  of  Delegates  not  implement  the  proposed  Pennsyl-j  cii 
vania  Medical  Care  Foundation  until  such  time  it  can  be  G 
shown  that  the  proposed  Foundation  will  be  self-supporting. 
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f and  will  not  present  a financial  burden  upon  the  members 
^ of  the  Pennsylvania  Medical  Society. 

Testimony  presented  to  your  Reference  Committee 
revealed  the  fact  that  the  budgetary  situation  for  the 
proposed  Foundation  had  not  been  adequately  presented  to 
and  understood  by  the  sponsors  of  the  resolution. 

The  details  of  the  budget  and  income  sources  which  were 
presented  to  the  reference  committee  suggested  that  ade- 
' quate  funding  is  available  for  present  activities.  The  com- 
' mittee  feels  that  enactment  of  this  resolution  would  block 
the  further  development  of  the  Foundation  prior  to  the  time 
the  Foundation  is  able  to  conclude  the  final  design  and 
testing  of  its  program.  The  committee  believes  that  the  Soci- 
ety must  continue  to  support  the  development  of  the  Foun- 
dation to  expedite  its  implementation  on  a self-supporting 
basis.  In  the  event  the  project  is  unable  to  raise  sufficient 
funds  to  support  the  Project,  it  will  be  necessary  to  revise 
the  budget  and  modify  activities  according  to  the  funds 
I available. 

Your  Reference  Committee  believes  that  this  resolution 
demonstrates  that  the  financial  situation  of  the  Foundation 
has  not  been  adequately  publicized  to  the  membership  and 
j recommends  that  the  necessary  steps  be  taken  to  meet  this 
objective. 

Mr.  Speaker,  your  Reference  Committee  recommends 
that  Resolution  72-33  be  rejected. 

Recommendation  B,  Address  of  the  President 
I RECOMMENDATION  B:  I propose  that  the  State  Society 
consider  formulating  a unit  fee  or  some  form  of  maximum 
fee  limit  on  a uniform  basis  for  physicians’  services.  This 
step  seems  necessary  before  a public  offering  to  HMO  par- 
I ticipants  can  have  an  actuarially  sound  base. 

After  considering  testimony  presented,  your  Reference 
Committee  wishes  to  point  out  that  the  Council  on  Medical 
Service  has  already  been  charged  by  the  Board  of  Trustees 
to  investigate  the  desirability  of  developing  an  update  of  the 
Pennsylvania  Relative  Value  Study. 

Your  Reference  Committee  believes  that  the  intent  of  Dr. 
Rosemond’s  recommendation  is  presently  being  fulfilled  by 
this  activity  of  the  Council. 

Mr.  Speaker,  your  Reference  Committee  recommends 
that  Dr.  Rosemond’s  proposal  be  referred  to  the  Council  on 
Medical  Service  for  information. 


I RESOLUTION  72-35:  MEDICAID  AND  RECOMMEN- 
‘ DATIONS  9,  10  AND  11  OF  SUPPLEMENTAL 
REPORT  E OF  THE  BOARD  OF  TRUSTEES,  (Ap- 
pendix E) 

I Subject:  Medicaid 

’ Introduced  by:  David  W.  Clare,  M.D.,  in  behalf  of  the 
Allegheny  County  Medical  Society 
Author:  David  W.  Clare,  M.D. 

I WHEREAS,  The  presently  employed  system  of  retroac- 
tive denial  of  some  hospital  costs  incurred  by  Medicaid  pa- 
; tients  by  the  Department  of  Welfare  is  working  great  finan- 
cial hardships  on  many,  if  not  all,  the  hospitals  in  Allegheny 
j County;  and 

i WHEREAS,  The  Department  of  Welfare  announced 
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publicly  on  September  15,  1972  that  it  is  planning  a new 
system  of  pre-admission  approval  of  hospital  patients  cov- 
ered by  Medicaid  in  an  effort  to  cut  down  hospital  costs  by 
eliminating  hospital  days  (such  a plan  is  to  become  effective 
January  1,  1973);  and 

WHEREAS,  To  date  the  Department  of  Welfare  has 
made  no  effort  to  involve  the  medical  profession  in 
Allegheny  County  or  throughout  the  State,  nor  have  they 
brought  in  consultants  from  the  Pennsylvania  Medical  Soci- 
ety or  the  Allegheny  County  Medical  Society  to  advise  in 
the  details  of  their  planning;  therefore  be  it 

RESOLVED,  That  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  request  an  immediate  meeting  of  all 
concerned  parties,  including  representatives  appointed  by 
the  Board  of  Trustees  of  the  Pennsylvania  Medical  Society 
and  the  Board  of  Directors  of  the  Allegheny  County  Medi- 
cal Society,  as  well  as  physicians  at  large  throughout  the 
state,  to  (1)  review  the  planning  to  date  and  (2)  to  agree  on 
a plan  to  provide  medical  input  of  doctors  throughout  the 
state  during  the  planning  stage,  to  the  end  that  not  only  the 
hospital  costs  and  hospital  days  may  be  reduced  on 
Medicaid  patients,  but  also  to  the  end  that  a system  be 
adopted  that  does  not  compromise  good  medical  care  and 
does  not  allow  ■'medical  decisions”  to  be  made  by  lay 
persons;  and  be  it  further 

RESOLVED,  That  if  a mutually  satisfactory  system 
cannot  be  worked  out  with  the  Department  of  Welfare  that 
the  Board  of  Trustees  of  the  Pennsylvania  Medical  Society 
so  notify  its  membership  and  with  such  notification  advise 
the  membership  to  take  a united  stand  in  an  appropriate 
manner  to  assure  that  the  Department  of  Welfare,  in  its  ef- 
forts to  curtail  expenses,  does  not  compromise  good  medi- 
cal care  nor  does  it  permit  unqualified  or  biased  persons  to 
make  medical  decisions. 

Your  Reference  Committee  considered  these  items 
carefully  and  evaluated  the  considerable  testimony 
presented  which  included  numerous  discussions  from  the 
delegates  on  the  floor  and  representatives  of  the  Governor’s 
Office,  and  the  Pennsylvania  Department  of  Welfare. 

A review  of  the  Society’s  past  experience  over  the  years 
with  the  Department  of  Public  Welfare  indicated  to  your 
Reference  Committee  that  the  present  action  on  the  recom- 
mendations and  resolution  under  consideration  must  be 
based  on  this  experience  rather  than  the  proposed  plans  set 
forth  by  representatives  of  the  Departm^ent  and  the  Gover- 
nor’s Office. 

The  Commonwealth’s  plans  to  improve  the  Medical  As- 
sistance Program,  as  presented  to  your  Reference  Com- 
mittee, seemed  to  be  consistent  with  the  objectives  of  the 
Society.  However,  it  was  felt  that  implementation  would  be 
delayed  unless  deadlines  were  established  for  the  Society’s 
recommendations.  The  Reference  Committee  wishes  to  re- 
emphasize and  approve  the  intent  of  the  Resolution  and  rec- 
ommends that  quality  medical  care  would  continue  to  be 
provided  to  all  citizens  of  the  Commonwealth  regardless  of 
their  ability  to  pay  in  the  event  withdrawal  from  the  pro- 
gram becomes  necessary.  The  overwhelming  majority  of 
delegates  who  spoke  to  the  measure  were  emphatic  in  sup- 
port of  this  position. 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  Resolution  72-35  and  Items  9,  10  and  11  of 
Supplemental  Report  E of  the  Board  of  Trustees.” 
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Report  of  the  Reference  Committee 
on  Education  and  Science 

Matthew  Marshall,  Jr.,  M.D.,  Chairman,  presented  the 
following  report;  “Mr.  Speaker,  the  Reference  Committee 
on  Education  and  Science  has  considered  all  of  the  reports 
and  resolutions  listed  in  the  index. 

REPORT  OF  THE  COUNCIL  ON  EDUCATION  AND 

SCIENCE  (Official  Reports  Book,  page  71) 

Again  the  Council  has  documented  in  a comprehensive 
way  programs  developed  of  its  own  initiative  or  items  that 
have  been  referred  to  it  for  study  or  implementation.  Your 
Reference  Committee  commends  the  Council  for  its  at- 
tempt to  establish  long-range  goals  and  determine  priorities 
for  its  activities. 

A new  Council  structure  has  been  implemented  to  con- 
trol tbe  activities  to  a closer  degree.  This  Reference  Com- 
mittee would  encourage  the  Council  to  continue  to  be  con- 
cerned, with  priorities  for  programs  and  projects.  Since 
CHP  agencies  have  been  concerned  with  similar  programs, 
we  would  urge  the  Council  to  maintain  liaison  with  such 
agencies.  The  Reference  Committee  wishes  to  commend  the 
Council  and  its  staff  for  their  well-documented  report  and 
all  efforts  they  have  made  in  behalf  of  member  physicians. 

Mr.  Speaker,  I recommend  the  adoption  of  this  portion 
of  the  Reference  Committee  report. 


REPORT  OF  THE  COMMITTEE  ON  RELATIONSHIPS 
WITH  ALLIED  PROFESSIONS  (Official  Reports  Book, 
page  67) 

This  Reference  Committee  is  encouraged  by  the  initial 
progress  made  by  the  Committee  this  year  in  establishing  a 
common  meeting  ground  for  discussion  with  the  nursing  or- 
ganizations in  the  state.  Hopefully  through  the  two  com- 
mittees established  in  the  pilot  project  to  discuss  problems 
between  medicine  and  nursing,  we  will  be  able  to  bring 
about  better  utilization  of  nurses  and  an  understanding  of 
mutual  problems  to  clear  the  air  of  some  of  the  snaggy  and 
thorny  problems  that  are  spoken  of  in  passing  but  not  in  a 
concerted  effort  to  bring  about  change.  We  encourage  the 
Committee  to  pursue  its  objectives  during  the  coming  year. 

Mr.  Speaker,  I recommend  approval  of  this  portion  of  the 
Reference  Committee  report. 

REPORT  OF  THE  COMMITTEE  TO  STUDY  RELA- 
TIONS BETWEEN  MEDICINE  AND  OSTEOPATHY 
(Official  Reports  Book,  page  70) 

The  Reference  Committee  hearing  indicated  that  rapport 
has  been  established  between  the  officials  of  the  Society  and 
the  Osteopathic  Association  and  that  in  many  educational 
programs,  joint  planning  is  now  taking  place;  however,  the 
Committee  has  not  met  for  two  years.  Testimony  indicated 
that  it  was  felt  that  the  subject  is  of  sufficient  importance 
that  we  would  recommend  that  the  Committee  be  continued 
and  that  it  meet  at  least  once  a year. 

Mr.  Speaker,  I recommend  the  approval  of  this  portion  of 
the  Reference  Committee  report. 

80 


REPORT  OF  THE  COMMITTEE  ON  FAMILY  MEDI- 
CINE (Official  Reports  Book,  page  69) 

In  reviewing  the  report  of  the  special  committee,  it  is 
noted  that  their  objectives  are  quite  ambitious.  We  concur 
that  model  job  descriptions  would  be  desirable  but  we  feel 
this  probably  should  be  encouraged  to  be  carried  out  on  a 
national  as  well  as  a local  basis.  We  think  that  the  Com- 
mittee on  Family  Medicine  should  continue  its  group  prac- 
tice information  center  and  assist  family  physicians  in  any 
way  possible  to  improve  the  effectiveness  and  delivery  of 
services. 

As  a result  of  discussion,  we  would  further  recommend 
the  adoption  of  the  following  recommendations  for 
implementation: 

1 . The  quality  and  quantity  of  graduate  medical  educa- 
tion in  Pennsylvania  should  be  improved  with  special  em- 
phasis on  upgrading  or  establishing  internships  or  residency 
programs  in  those  areas  where  there  is  now  an  insufficient 
number  of  physicians.  Graduate  medical  education  pro- 
grams in  every  possible  case,  and  particularly  in  medically 
deprived  areas,  should  have  medical  school  affiliation. 

2.  Preceptorship  programs  under  the  auspices  of  medical 
schools  should  be  supported  and  expanded.  Such  programs 
expose  the  medical  student  to  community  medicine.  Credit 
should  be  granted  by  the  medical  schools  for  such  experi- 
ence. 

3.  Special  program  grants  should  be  provided  for  the  de- 
velopment in  the  medical  schools  of  Pennsylvania  of 
primary  care  tracts  with  the  ultimate  aim  to  be  the  es- 
tablishment of  departments  of  primary  care  medicine. 

4.  Special  funds  should  be  granted  to  medical  schools  and 
community  hospitals  to  support  graduate  training  programs 
in  primary  care  medicine  with  consideration  given  to  geo- 
graphic distribution. 

5.  The  medical  schools  of  Pennsylvania  should  be  en- 
couraged to  accept  a higher  proportion  of  students  from 
rural  areas  than  they  do  at  present. 

Mr.  Speaker,  I recommend  approval  of  this  portion  of  the 
Reference  Committee  report. 

REPORT  OF  THE  COMMITTEE  ON  AID  TO  EDUCA- 
TION (Official  Reports  Book,  page  60);  Report  of  the 

Educational  and  Scientific  Trust  (available  on  request) 

We  have  studied  with  interest  the  recommendation  of  the 
Committee  on  Aid  to  Education  to  establish  a program  to 
refinance  educational  loans  to  students  and  to  provide  for 
forgiveness  of  such  loans  if  practice  is  maintained  in  rural 
or  other  critical  shortage  areas  of  Pennsylvania.  This  is  a 
desirable  objective  and  within  keeping  of  long-term  goals  of 
the  Society  to  deliver  health  care  to  citizens  of  the  Com- 
monwealth. We  support  their  recommendation  that  up  to 
$4.00  of  the  $8.00  allocation  from  the  annual  assessment  be 
used  to  provide  a fund  within  the  Trust  to  establish  such  a 
refinancing  program  as  a pilot  project  even  though  it  may 
have  limited  effectiveness.  We  further  recommend  that  the 
Society  continue  to  explore  other  possibilities  for  encourag- 
ing practice  in  critical  shortage  areas  of  Pennsylvania. 

Mr.  Speaker,  I recommend  adoption  of  this  recommen- 
dation of  the  Committee  on  Aid  to  Education. 

The  Committee  has  defined  the  years  of  their  partici- 
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‘ pation  in  educational  loans  for  medical  students.  We  sup- 
port their  plea  that  each  member  of  the  Society  make  a tax- 
deductible  contribution  to  the  Educational  and  Scientific 
Trust  or  to  the  AMA  ERF  Program  to  further  physician 
support  of  medical  education. 

We  have  reviewed  the  Annual  Report  of  the  Educational 
and  Scientific  Trust  and  commend  the  Committee  for  its 
content.  This  report  should  be  filed  for  information. 

Mr.  Speaker,  I recommend  the  adoption  of  this  portion 
I of  the  Reference  Committee  report 

I RESOLUTION  NO.  72-2:  ELECTIVE  WAIVER  OF  EDU- 
i CATIONAL  REQUIREMENT  FOR  SENIOR  ACTIVE 
i MEMBERS  (Official  Reports  Book  . page  l lb) 

Subject:  Elective  Waiver  of  Educational  Requirements  for 
Senior  Active  Members 

Introduced  by:  G.  R.  Wentzel,  M.D.,  in  behalf  of  the 
Northumberland  County  Medical  Society 
Author:  Benjamin  Schneider,  M.D. 

WHEREAS,  The  Pennsylvania  Medical  Society’s  educa- 
tional requirements  have  no  "Exempt”  status  for  age  or 
length  of  time  in  practice  similar  to  those  of  other  profes- 
sional organizations  of  physicians;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  does 
recognize  a Senior  Active  status  at  the  age  of  65  years;  and 

WHEREAS,  Many  Senior  Active  members  would  con- 
tinue to  meet  the  educational  requirements,  some  for 
various  reasons  would  find  it  impossible  to  meet  these 
requirements;  therefore  be  it 

RESOLVED,  That  a member  of  the  Pennsylvania  Medi- 
cal Society,  who  has  attained  the  age  of  65  years,  be  granted 
exemption  upon  request,  from  educational  requirements. 

The  Reference  Committee  does  not  support  Resolution 
No.  72-2  granting  an  exemption  upon  request  from  the  So- 
ciety’s continuing  education  requirement  for  any  physician 
who  attains  the  age  of  65.  Members  speaking  before  the 
Reference  Committee  have  indicated  that  in  a time  when 
the  medical  profession  is  being  challenged  for  its  quality,  its 
competency  and  its  right  to  be  licensed  for  life  without  fur- 
ther re-examination  that  we  should  not  lower  our  profes- 
sional standards  but  maintain  them  as  originally  proposed 
and  adopted  by  the  House  of  Delegates  in  1970  and  1971. 
We  realize  that  physicians  who  are  65  years  of  age  or  older 
may  wish  to  ease  their  practice  burden  but  in  so  doing 
should  do  so  in  a way  that  will  not  Jeopardize  the  quality  of 
their  care.  It  is  as  critical  for  the  older  physician  to  keep 
current  as  it  is  for  the  younger  physician. 

We  feel  that  the  waiver  that  currently  exists:  The  Board 
of  Trustees  and  Councilors  shall,  in  accordance  with 
procedures  established  by  such  Board,  have  the  power  to 
waive  such  requirements  in  those  cases  involving  Active  or 
Senior  Active  members  if  in  its  Judgment  such  waiver 
should  be  granted  , is  adequate  and  that  the  Board  of  Trustees 
[and  Councilors  can  be  expected  to  act  appropriately  on  each 
individual  request  with  discretion  and  confidentiality. 

I Mr.  Speaker,  I recommend  the  rejection  of  Resolution 
■No.  72-2. 

RESOLUTION  NO.  72-5:  AMPHETAMINES  FOR  AP- 
PETITE CONTROL  (Official  Reports  Book,  page  1 16) 


Subject:  Amphetamines  for  Appetite  Control 
Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Milton  M.  Perloff,  M.D. 

WHEREAS,  The  House  of  Delegates  of  the  Pennsylvania 
Medical  Society  meeting  in  1971  adopted  Resolution  71-7 
which  called  for  a voluntary  ban  on  the  prescribing  of 
amphetamines  for  appetite  control;  and 

WHEREAS,  This  action  was  based  upon  the  opinion  that 
amphetamines  were  of  little  value  as  anorexigenic  agents, 
and  that  the  prescribing  of  amphetamines  by  physicians  led 
to  the  drug  abuse  of  amphetamines;  and 

WHEREAS,  The  consensus  at  the  June,  1972  conference 
held  in  Washington,  D.C.  on  “Drug  and  the  Control  of 
Overweight;  Medical  Considerations  and  Public  Policy” 
was  that  amphetamines  were  of  value  as  anorexigenic 
agents,  and  that  there  was  no  indication  of  amphetamine 
abuses  from  the  prescribing  of  amphetamines  for  medical 
purposes;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Penn- 
sylvania Medical  Society,  meeting  in  October,  1972,  rescind 
Resolution  71-7  as  adopted  in  1971. 

We  concur  with  the  intent  of  this  Resolution  and  would 
recommend  the  rescinding  of  the  first  three  RESOLVEDS 
of  Resolution  No.  71-7: 

RESOLVED,  That  Pennsylvania  physicians  be  urged  by 
action  of  the  House  of  Delegates  to  refrain  from  prescribing 
amphetamines  except  in  special  clinical  conditions  such  as 
narcolepsy  or  hyperkinesis,  and  be  it  further 

RESOLVED,  That  physicians  be  urged  not  to  prescribe 
amphetamines  for  purpose  of  appetite  control,  and  be  it  fur- 
ther 

RESOLVED,  That  the  Pennsylvania  Pharmaceutical  As- 
sociation be  informed  of  this  resolution  and  be  urged  to  co- 
operate with  the  medical  profession  in  these  efforts. 

We  did  not  hear  any  testimony  which  would  contradict 
the  consensus  of  the  June  1972  conference  held  in  Washing- 
ton, D.C.,  on  "Drugs  and  the  Control  of  Overweight:  Medi- 
cal Considerations  and  Public  Policy”  indicating  that 
amphetamines  may  be  of  value  as  anorexigenic  agents,  and 
that  there  was  no  indication  of  amphetamine  abuses  from 
the  prescribing  of  amphetamines  for  medical  purposes. 
Therefore,  we  recommend  the  adoption  of  the  following 
substitute  resolution  for  Resolutions  No.  72-5  and  No.  71- 
7: 

RESOLVED,  That  we  reaffirm  our  opposition  to  the 
abuse  and  misuse  of  amphetamines  and  any  other  drugs. 

RESOLVED,  That  information  regarding  these  problems 
and  solutions  for  combating  drug  abuse  be  disseminated  to 
the  medical  profession  through  the  official  publications  of 
the  state  and  county  medical  societies  and  to  the  public  as 
soon  as  possible. 

Mr.  Speaker,  I recommend  the  adoption  of  the  substitute 
resolution. 


RESOLUTION  72-6:  SMOKING  DURING  HOUSE  OF 
DELEGATES  SESSION,  (Official  Reports  Book,  page 
117) 

Subject:  Smoking  During  House  of  Delegates  Sessions 
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Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  Samuel  B.  Hadden,  M.D. 

WHEREAS,  The  inhalation  of  tobacco  smoke  and  other 
particulate  matter  has  been  demonstrated  to  cause  pulmo- 
nary and  other  disease;  and 

WHEREAS,  Tobacco  smoke  inhaled  by  non-smokers  in 
the  presence  of  smokers  can  have  a deleterious  effect  upon 
those  who  do  not  smoke;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
prohibit  smoking  at  meetings  of  the  House  of  Delegates, 
Reference  Committees,  and  other  functions,  to  protect  the 
health  of  its  members  and  guests. 

Your  Reference  Committee  concurs  with  the  intent  of 
Resolution  No.  72-6  but  feels  adoption  of  which  would  be 
unlikely  to  be  enforced.  We  recommend  the  adoption  of  the 
following  substitute  resolution: 

RESOLVED,  That  the  Pennsylvania  Medical  Society 
recommend  no  smoking  at  meetings  of  the  House  of  Dele- 
gates, Reference  Committees  and  other  functions  to  protect 
the  health  of  its  members  and  guests. 

Mr.  Speaker,  I recommend  the  adoption  of  the  substitute 
resolution. 

RESOLUTION  72-12:  EMERGENCY  MEDICAL  COM- 
MUNICATIONS SYSTEM  (Official  Reports  Book,  page 

118) 

Subject:  Emergency  Medical  Communications  System 
Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  in  behalf 
of  the  Lehigh  County  Medical  Society 
Author:  Frank  J.  DiLeo,  M.D. 


RESOLUTION  NO.  72-17:  FLUORIDATION  (Official  • 
Reports  Book,  page  120) 

Subject:  Fluoridation  i 

Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behali 
of  the  Lehigh  County  Medical  Society 
Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  Dental  caries  is  one  of  the  foremost  public 
health  problems  of  our  time,  and 

WHEREAS,  Efforts  to  bring  its  benefits  to  communities 
are  often  thwarted  by  groups,  including  chiropractic,  whicf 
use  deceptive  scare  propaganda,  and 

WHEREAS,  The  AMA  has  endorsed  fluoridation  as  £ 
safe,  effective  and  economical  public  health  measure 
therefore  be  it 

RESOLVED,  That  the  AMA  now  include  promotion  ol 
fluoridation  as  a top  priority  matter,  and  be  it  further 

RESOLVED,  That  a similar  resolution  be  introduced  b) 
the  Pennsylvania  Medical  Society  Delegation  at  the  Clinica 
Session  of  the  House  of  Delegates  of  the  American  Medica 
Association  in  Cincinnati,  Ohio,  November  26-29,  1972. 

Since  1951,  the  Society  has  been  in  favor  of  fluoridatior 
of  drinking  water  in  Pennsylvania  communities.  Since  then 
are  groups  that  use  deceptive  scare  propaganda  to  thwar 
the  benefits  of  fluoridation  in  communities,  your  Referenci 
Committee  supports  the  adoption  of  Resolution  No.  72-17. 

Mr.  Speaker,  I recommend  the  approval  of  Resolutior 
No.  72-17. 

RESOLUTION  NO.  72-31:  FINANCIAL  SUPPORT  FOR 
PREVENTIVE  MEDICINE  RESIDENTS 


WHEREAS,  During  times  of  disaster  highly  effective 
communications  are  most  essential,  and 

WHEREAS,  It  has  been  found  that  communications 
during  a disaster  are  usually  at  their  least  efficient  level,  and 
WHEREAS,  It  usually  occurs  that  persons  not  medically 
oriented  maintain  the  emergency  communication  systems, 
causing  confusion  relative  to  medical  supplies  and  per- 
sonnel needs  and  at  the  same  time  causing  many  hours  of 
frustration  and  anxiety  to  those  outside  of  the  disaster  area 
who  want  to  help  and  are  trying  to  secure  proper  informa- 
tion as  to  those  needs,  therefore  be  it 

RESOLV ED,  That  the  Pennsylvania  Medical  Society 
design  and  maintain  effective  liaison  with  county  medical 
societies  in  the  establishment  and  implementation  of  an 
"Emergency  Medical  Communications  System”  or 
"Clearing  House”  for  disasters  that  may  occur  in  the  future 
in  our  Commonwealth,  and  be  it  further 

RESOLV  ED,  That  in  developing  an  "Emergency  Medi- 
cal Communications  System,”  efforts  to  include  the  Penn- 
sylvania Osteopathic  Medical  Association  and  the  Pennsyl- 
vania Pharmaceutical  Association  are  most  essential. 

Because  of  the  flood  created  by  Hurricane  Agnes  and  the 
ensuing  disorganization  of  emergency  medical  com- 
munications as  revealed  in  testimony  at  our  hearing,  your 
Reference  Committee  recommends  the  adoption  of  Resolu- 
tion No.  72-12. 

Mr.  Speaker,  I recommend  the  approval  of  Resolution 
No.  72-12. 
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Subject:  Financial  Support  for  Preventive  Medicine  Resi 
dents 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.  in  behalf  of  th 
Philadelphia  County  Medical  Society 
Author:  Norman  Williams,  M.D. 

WHEREAS,  In  Philadelphia  as  well  as  in  other  cities  ii 
the  United  States  having  graduate  programs  in  Preventiv 
Medicine  (including  its  sub-specialties)  the  number  of  resi 
dents  is  far  below  the  number  of  positions  which  are  avai 
able;  and 

WHEREAS,  Only  about  50  percent  of  the  availabi 
stipends  from  the  United  States  Public  Health  Service  ar 
utilized  by  residents  in  Preventive  Medicine;  and 

WHEREAS,  The  financial  support  of  $7,000  to  $8,00C 
depending  on  family  responsibilities,  given  some  of  thes 
Preventive  Medicine  residents  by  the  United  States  Publi 
Health  Service  is  far  less  than  the  income  of  residents  in  th 
clinical  specialties  and  even  that  of  interns;  and 

WHEREAS,  This  inadequate  financial  support  makes 
extremely  difficult  to  attract  the  number  of  most  capabi 
physicians  required  for  the  expanding  preventive  medicin 
programs;  therefore  be  it 

RESOLVED,  That  the  American  Medical  Associatio 
urge  the  United  States  Public  Health  Service  to  make  th 
stipends  for  Preventive  Medicine  residents  competitive  wit 
the  earnings  of  residents  in  clinical  specialties. 

In  the  course  of  the  discussion,  it  became  evident  tha|’ 
this  matter  was  more  probably  within  the  purview  of  th 
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AMA’s  Division  of  Medical  Education  than  of  the  State 
Medical  Society. 

Mr.  Speaker,  I recommend  that  this  be  filed  and  referred 
to  the  AMA’s  Division  of  Medical  Education  for  informa- 
tion. 

RESOLUTION  NO.  72-32:  MODIFICATION  OF  PMS 
ACCREDITATION  FORMS  FOR  COMMUNITY 
HOSPITALS 

Subject:  Modification  of  PMS  Accreditation  Forms  for 
Community  Hospitals 

Introduced  by:  Donald  E.  Harrop,  M.D.,  Secretary,  in 
behalf  of  the  Chester  County  Medical  Soci- 
ety 

Author:  Peter  N.  Hillyer,  M.D. 

WHEREAS,  The  Pennsylvania  Medical  Society  has 
approved  the  concept  of  continuing  education,  in  the 
requirement  of  the  Physician’s  Recognition  Award  for 
membership  after  July  1,  1972;  and 
I WHEREAS,  The  Pennsylvania  Medical  Society  has  been 
charged  with  the  responsibility  for  approving  courses,  meet- 
I ings,  etc.  for  credit  toward  this  end;  and 

WHEREAS,  It  is  presumed  that  the  Society  seeks  to 
include  all  members  and  potential  members  in  qualification 
for  the  Recognition  Award;  and 

WHEREAS,  The  application  to  the  Pennsylvania  Medi- 
cal Society  by  smaller,  non-university  affiliated,  community 
I hospitals  for  approval  of  their  programs  has  been  in  the 
form  of  an  unusually  long  and  complicated  questionnaire 
(more  appropriate  to  the  certification  of  a university 
residency  program)  which,  following  acceptance  of  the 
questionnaire,  an  excessively  detailed  and  most  likely  costly 
site  visit  by  three  examiners  will  be  required;  therefore  be  it 
, RESOLVED,  That  the  Pennsylvania  Medical  Society  in- 
struct its  Council  on  Education  and  Science  to  provide  a 
^ less  complex  and  more  appropriate  mechanism  for  the  ap- 
proval of  continuing  education  programs  which  will  better 
serve  the  membership  in  their  efforts  to  be  qualified  for  the 
. Physician’s  Recognition  Award. 

I Several  speakers  indicated  that  the  present  mechanisms 
may  be  confusing.  It  is  clear  that  the  intention  of  the 
, Council  is  to  make  the  mechanism  for  accreditation  as 
painless  and  efficient  as  possible. 

Mr.  Speaker,  I recommend  that  this  resolution  be  Hied 
I and  referred  to  the  Council  on  Education  and  Science  for 
information.” 

I Report  of  the  Reference  Committee 

on  Governmental  Relations 

George  H.  Fetterman,  M.D.,  Chairman,  presented  the 
following  report: 

. Mr.  Speaker,  the  Reference  Committee  on  Governmental 
Relations  has  considered  all  of  the  material  listed  in  the 
Index. 

[REPORT  OF  THE  COUNCIL  ON  GOVERNMENTAL 
I RELATIONS  ( Official  Reports  Book,  pages  79-8 1 ) 

‘ Mr.  Speaker,  the  Reference  Committee  has  reviewed  the 
■ report  of  the  Council  on  Governmental  relations  and  found  it 
Uo  be  an  informative  and  thoughtful  narrative  of  the  activities 
1 of  the  Council  in  the  past  two  years. 
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The  Washington  visit,  sponsored  by  the  Council,  was 
again  a success. 

The  Council  reports  on  three  resolutions  which  were 
referred  to  it  by  the  House.  In  the  instance  of  Resolution 
No.  71-8,  ‘Revision  of  Certificate  of  Death’,  the  Council 
sought  means  to  bring  the  Certificate  of  Death  into  con- 
formity with  the  model  certificate  of  the  United  States 
Public  Health  Service.  To  this  end  discussions  between 
members  of  the  Commission  on  Forensic  Medicine  and  rep- 
resentatives of  the  Bureau  of  Vital  Statistics  were  held.  A 
successful  solution  is  in  sight. 

Resolution  No.  71-9  concerning  “Objectionable  Condi- 
tions in  Boarding  Homes  for  Elderly  Citizens”  urged  the 
collection  of  information  and  also  licensing  and  inspection 
if  necessary.  This  resolution  was  not  susceptible  to  immedi- 
ate implementation.  We  commend  the  action  of  the  Council 
in  taking  steps  to  obtain  additional  information  concerning 
the  alleged  “objectionable  conditions”  before  recom- 
mending action  such  as  remedial  legislation.  The  Reference 
Committee  hopes  that  the  county  societies  will,  in  response 
to  Council’s  request,  report  to  the  Board  of  Trustees  the  ex- 
tent of  the  problem  in  their  localities  so  that  proper  judg- 
ments can  be  made. 

The  Council  has  made  considerable  progress  toward  the 
implementation  of  Resolution  No.  71-12,  “State  Committee 
on  Quackery.”  In  response  to  the  efforts  of  the  Society,  the 
Pennsylvania  Health  Council  has  established  a Committee 
on  Quackery.  Your  Committee  believes  that  a statewide 
Committee  on  Quackery  in  the  Pennsylvania  Health 
Council  involving  other  disciplines  and  numbering  other 
professionals  and  lay  persons  in  its  structure  presents  advan- 
tages over  a committee  composed  entirely  of  physicians. 

We  note  that  the  Council  has  addressed  itself  to  a proposal 
that  all  state  licensing  boards  be  transferred  to  a Commission 
on  Professional  and  Occupational  Affairs.  The  Council  is 
exploring  this  matter  in  consultation  with  members  of  the 
State  Board  of  Medical  Education  and  Licensure. 

The  Council  is  also  active  in  the  field  of  "certificate  of 
need”  legislation,  and  is  working  toward  the  formulation  of  a 
law  to  be  administered  by  the  Pennsylvania  Department  of 
Health. 

The  Commission  on  Forensic  Medicine  has  continued  to 
be  interested  in  the  replacement  of  the  coroner’s  system  by  a 
medical  examiner  system  where  possible.  This  is  an  idea 
whose  time  may  have  come — several  interesting  possibilities 
are  discussed  in  the  report.  The  Commission  has,  indeed,  as- 
sisted in  preliminary  planning  toward  the  development  of  a 
medical  examiner  system  in  Allegheny  County.  These  efforts 
are  to  be  commended. 

The  Council  can  be  justly  proud  of  the  legislative  record  in 
this  session  of  the  Legislature.  Many  of  the  bills  supported  by 
the  Society  have  become  law — only  one  or  two  of  those  that 
the  Society  has  opposed  have  become  law. 

The  passage  of  House  Bill  1266  which  became  Act  No.  9 
of  1972,  represents  a real  success  story.  By  virtue  of  coopera- 
tion among  many  involved  parties,  and  the  application  of 
aggressive  but  effective  pressure,  this  law  which  removed  the 
implied  warranty  from  sales  of  blood  and  blood  products, 
became  a reality.  The  existence  of  this  law  is  a tribute  to  the 
Council  and  all  others  who  participated. 

Mr.  Speaker,  we  recommend  adoption  of  this  portion  of 
the  Reference  Committee  Report. 
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SUPPLEMENTAL  REPORT  OF  THE  COUNCIL  (Ap- 
pendix B) 

This  report  is  a catalog  of  bills,  some  of  which  have 
become  law,  some  that  are  still  in  the  “hopper”;  all  have  been 
of  more  or  less  interest  to  the  Council  and  to  all  of  us.  It  is  no- 
table that  our  successes  greatly  outnumber  our  failures. 

This  report  should  be  required  reading  for  all  members  of 
the  Pennsylvania  Medical  Society — particularly  those  who 
wonder  what  they  receive  in  return  for  their  dues. 

Mr.  Speaker,  we  recommend  that  this  portion  of  the  report 
be  filed  for  information. 

RESOLUTION  NO.  72-4:  SMOKING  IN  HOSPITALS 
(Official  Reports  Book,  page  1 16) 

Subject:  Smoking  in  Hospitals 

Introduced  by:  Sidney  O.  Krasnoff,  M.D.,  in  behalf  of  the 
Philadelphia  County  Medical  Society 
Author:  William  Weiss,  M.D. 

WHEREAS,  Smoking  is  detrimental  to  patients  with  res- 
piratory disease;  and 

WHEREAS,  Smoking  is  also  detrimental  to  non-smokers 
who  are  hypersensitive  to  tobacco  smoke;  and 

WHEREAS,  House  Bill  1858  of  the  Pennsylvania 
Legislature,  which  proposed  to  prohibit  smoking  in  hospital 
patient  rooms,  was  defeated;  therefore  be  it 

RESOLVED,  That  the  Pennsylvania  State  Medical  Soci- 
ety press  for  passage  of  similar  legislation  to  prohibit  smok- 
ing in  hospitals  except  in  designated  areas. 

Although  the  Committee  was  sympathetic  with  the  intent 
of  the  resolution,  it  was  felt  that  rules  concerning  smoking 
in  hospitals  should  be  determined  by  the  governing  boards 
of  each  hospital.  In  any  event,  it  is  difficult  to  legislate 
common  sense. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolution  No.  72-4  be  rejected. 

RESOLUTION  NO.  72-8:  REVISION  OF  SOCIETY 
POLICY  ON  ABORTION  (Official  Reports  Book,  Page 
1 17) 

Subject:  Revision  of  Society  Policy  on  Abortion 
Introduced  by:  John  D.  Lane,  M.D.,  Delegate,  Bucks 
County  Medical  Society 
Author:  John  D.  Lane,  M.D. 

WHEREAS,  The  House  of  Delegates  in  1970  recom- 
mended documented  medical  evidence  for  the  performance 
of  an  abortion;  and 

WHEREAS,  Many  physicians  question  the  adherence  to 
careful  medical  Judgment  at  some  of  our  medical  centers 
where  the  number  of  so  called  therapeutic  abortions  have 
increased  many  hundred  fold;  and 

WHEREAS,  Physicians  respect  human  life  both  in  the 
womb  and  out  of  the  womb,  we  urge  the  Pennsylvania  Med- 
ical Society  in  the  spirit  of  intellectual  honesty,  in  the  spirit 
of  the  Hippocratic  Oath  and  in  the  spirit  of  our  proud  medi- 
cal heritage  to  adopt  the  following  resolution: 

A physician  may  perform  an  abortion  under  the  follow- 
ing circumstances: 

/.  There  is  documented  medical  evidence  that  continuance 


of  the  pregnancy  will  endanger  the  physical  life  of  the 
mother. 

2.  There  is  documented  medical  evidence  that  the  infant 
may  be  born  with  incapacitating  physical  deformity  or 
mental  deficiency;  or 

3.  There  is  documented  medical  evidence  that  continuance 
of  a pregnancy  resulting  from  legally-established  statuto- 
ry or  forcible  rape  or  incest  may  constitute  a threat  to  the 
mental  or  physical  health  of  the  patient; 

4.  Two  other  physicians  chosen  because  of  their  recognized 
professional  competence  have  examined  the  patient  and 
have  concurred  in  writing; 

5.  The  procedure  is  performed  in  a hospital  accredited  by 
the  Joint  Commission  on  Accreditation  of  Hospitals. 


Your  Reference  Committee  once  more  heard  consider- 
able testimony  on  the  pros  and  cons  of  our  abortion  posi- 
tion, much  of  which  wasn’t  germane  to  the  question  before 
the  Committee.  The  Reference  Committee  was  aware  of  ac 
tion  taken  by  this  House  during  the  1970  session,  the 
resolves  of  which  read  as  follows: 

1.  There  is  documented  medical  evidence  that  continuance 
of  the  pregnancy  may  threaten  the  health  or  life  of  the 
mother 

2.  There  is  documented  medical  evidence  that  the  infant 
may  be  born  with  incapacitating  physical  deformity  orSu 
mental  deficiency,  or 

3.  There  is  documented  medical  evidence  that  continuance 
of  a pregnancy,  resulting  from  legally  established  statuto 
ry  or  forcible  rape  or  incest  may  constitute  a threat  to  the 
mental  or  physical  health  of  the  patient; 

4.  Two  other  physicians  chosen  because  of  their  recognized^ 
professional  competence  have  examined  the  patient  an 
have  concurred  in  writing;  and 

5.  The  procedure  is  performed  in  a hospital  accredited  b 
the  Joint  Commission  on  Accreditation  of  Hospitals. 

The  proposed  Resolution  No.  72-8  differs  from  the  Soci-. 

ety’s  position  outlined  above  only  in  the  first  ‘‘resolve’ 
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where  it  substitutes  “will  endanger  the  physical  life  of  the 
mother”  for  "may  threaten  the  health  or  life  of  the  mother” 


Your  Reference  Committee  recommends  the  rejection  ol 
Resolution  72-8. 
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RESOLUTION  NO.  72-11:  SAFE  DISPOSAL  OF  T\ 
PICTURE  TUBES  (Official  Reports  Book,  page  118) 
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Subject:  Safe  Disposal  ofT.V.  Picture  Tubes 
Introduced  by:  H.  Robert  Davis,  M.D.  in  behalf  of  th 
Cumberland  County  Medical  Society 
Author:  Harold  G.  Kretzing,  M.D. 

WHEREAS,  Physicians  have  the  responsibility  t< 
prevent  disease  and  injury  as  well  as  to  treat  the  same;  and 
WHEREAS,  Abandoned  T.V.  picture  tubes  have  a po 
tentia!  for  injury  to  individuals  as  a result  of  their  throwin; 
stones  or  other  objects  at  these  tubes;  and 

WHEREAS,  The  breaking  of  a T.V.  picture  tube  occurjjali 
with  a force  that  spreads  glass  fragments  around  in  an  are 
with  considerable  force;  and 

WHEREAS,  Individuals  in  proximity  to  the  shattering 
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tube  are  liable  to  be  injured  by  these  projectiles;  therefore 
be  it 

RESOLVED,  That  the  Pennsylvania  Medical  Society  en- 
courage the  passage  and  implementation  of  legislation 
requiring  the  safe  dispoal  of  T.V.  picture  tubes. 

Mr.  Speaker,  your  Reference  Committee  feels  that  this  is 
a most  worthwhile  public  health  measure  and  recommends 
its  adoption. 

RESOLUTION  NO.  72-13:  STATE  COMMITTEE  ON 
QUACKERY 

RESOLUTION  NO.  72-14:  QUACKERY  DEFENSE 
FUND 

RESOLUTION  NO.  72-15;  QUACKERY  CORNER 
RESOLUTION  NO.  72-16:  EXPANSION  OF  AM  A 
COMMITTEE  ON  QUACKERY 
RESOLUTION  NO.  72-18:  QUACKERY  QUESTION- 
NAIRE 

RESOLUTION  NO.  72-19;  NATIONAL  ANTI- 
QUACKERY REGISTRY  (Official  Reports  Book,  Pages 
119-120) 

RESOLUTION  NO.  72-13 

Subject:  State  Committee  on  Quackery 
Introduced  by;  Frank  J.  DiLeo,  M.D.  Secretary  in  behalf 
of  the  Lehigh  County  Medical  Society 
Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  In  October  1971  the  Pennsylvania  Medical 
Society  House  of  Delegates  voted  to  start  a PMS  Quackery 
Committee,  and 

WHEREAS,  On  1/5/72,  the  PMS  Board  of  Trustees 
abandoned  this  idea  in  favor  of  one  by  the  Pennsylvania 
Health  Council,  and 

WHEREAS,  We  approve  such  a direction,  but  do  not  see 
It  as  a complete  substitute;  therefore  be  it 
^ RESOLVED,  That  the  PMS  Board  of  Trustees  act 
A'ithout  further  delay  to  organize  an  adequately  funded 
'^MS  Committee  on  Quackery  with  the  following  purposes: 

1 . Investigation 

2.  Education  of  physicians 

3.  Recruitment  of  physician  manpower 
1 4.  Publication  of  a monthly  newsletter 

5.  Co-ordination  of  an  annual  quackery  convention 
and/or  workshop 

6.  Cooperation  with  a lay  and  interprofessional  com- 
mittee if  and  when  formed. 

RESOLUTION  NO.  72-14 

ubject:  Quackery  Defense  Fund 

ntroduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behalf 
of  the  Lehigh  County  Medical  Society 
vuthor:  Stephen  J.  Barrett,  M.D. 

I WHEREAS,  Individuals  involved  in  education  of  the 
lublic  on  the  dangers  of  fraud  and  deception  in  the  field  of 
iealth  are  exposed  to  personal  lawsuits,  and 
WHEREAS,  Such  individuals  may  be  faced  with  great 
ersonal  hardship  in  obtaining  funds  for  defense  of  such 
.wsuits,  and 


WHEREAS,  Funds  for  research  projects  in  the  area  of 
quackery  are  generally  unobtainable,  and 

WHEREAS,  Funds  for  public  education  and  social  ac- 
tion lawsuits  in  the  field  of  quackery  are  generally  unob- 
tainable, and 

WHEREAS,  Cultist  groups  and  systems  are  generally  ex- 
tremely well  financed  for  educational  and  political  pur- 
poses, therefore  be  it 

RESOLVED,  That  the  AMA  initiate  a Quackery 
Defense  Fund  with  the  following  purposes: 

1 .Partial  subsidy  of  legal  defense  costs. 

2.  Funding  of  research. 

3.  Funding  of  social  action  lawsuits  touching  any  aspect 
of  health  fraud  and  deception, 

and,  be  it  further 

RESOLV ED,  That  such  fund  be  started  via  a $5-10  vol- 
untary annual  assessment  with  additional  regular  fund- 
raising appeals  in  the  state  and  national  medical  press,  and 
be  it  further 

RESOLVED,  That  if  such  a plan  is  insufficient  to  raise 
$250,000  per  year,  that  a $1  to  $5  compulsory  annual  as- 
sessment be  instituted,  and  be  it  further 

RESOLV  ED,  That  steps  be  taken  to  seek  tax-deductible 
status  for  such  contributions,  and  be  it  further 

RESOLV  ED,  That  steps  be  taken  to  ask  other  health  and 
non-health  groups  to  contribute  to  the  fund,  and  be  it  fur- 
ther 

RESOLVED,  That  a similar  resolution  be  introduced  by 
the  Pennsylvania  Medical  Society  Delegation  at  the  Clinical 
Session  of  the  House  of  Delegates  of  the  American  Medical 
Association  in  Cincinnati,  Qhio,  November  26-29,  1972. 

RESOLUTION  NO.  72-15 

Subject:  Quackery  Corner 

Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behalf 
of  the  Lehigh  County  Medical  Society 
Author;  Stephen  J.  Barrett,  M.D. 

WHEREAS,  Many  individual  physicians  have  strong 
feelings  on  the  subject  of  quackery,  and 

WHEREAS,  They  might  be  too  busy  to  make  a sustained 
effort  to  obtain  educational  material  or  engage  in  political 
action  projects,  and 

WHEREAS,  With  proper  communication  they  might  act 
more  often,  and 

WHEREAS,  The  American  Dental  Association  has  prov- 
en the  extreme  usefulness  of  a regular  publication  of  this 
type  with  its  Fluoridation  Reporter,  therefore  be  it 

RESOLVED,  That  the  AMA  initiate  regular  publication 
of  a special  monthly  publication  known  as  Quackery  Corner, 
the  purposes  of  which  will  be: 

1. To  bring  facts  through  articles  and  document 
reproduction. 

2.  To  supply  news. 

3.  Through  articles  and  letters  to  the  editor,  to  enable  in- 
dividuals to  share  experiences  and  ideas  for  education- 
al and  political  action  projects, 

and  be  it  further 

RESOLVED,  That  health  professionals  outside  of  medi- 
cine be  invited  to  join  its  editorial  staff,  and  be  it  further 

RESOLVED,  That  a similar  resolution  be  introduced  by 
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the  Pennsylvania  Medical  Society  Delegation  at  the  Clinical 
Session  of  the  House  of  Delegates  of  the  American  Medical 
Association  in  Cincinnati,  Ohio,  November  26-29,  1972. 

RESOLUTION  NO.  72-16 

Subject:  Expansion  of  AMA  Committee  on  Quackery 
Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behalf 
of  the  Lehigh  County  Medical  Society 
Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  Everyone,  directly  or  indirectly,  suffers  in  a 
society  in  which  health  fraud  is  widespread,  and 

WHEREAS,  Public  education  and  political  action  in  this 
area  should  not  be  the  sole  responsibility  of  the  AMA,  and 

WHEREAS,  There  are  other  creative  individuals  whose 
presence  on  the  AMA  Committee  On  Quackery  could  be 
beneficial,  therefore  be  it 

RESOLVED,  That  the  AMA  Committee  on  Quackery  be 
expanded  in  size  by  the  addition  of  a dentist,  an  osteopathic 
physician  and  three  additional  medical  doctors  and  three 
knowledgeable  lay  people  representing  the  public,  and  be  it 
further 

RESOLVED,  That  a similar  resolution  be  introduced  by 
the  Pennsylvania  Medical  Society  Delegation  at  the  Clinical 
Session  of  the  House  of  Delegates  of  the  American  Medical 
Association,  Cincinnati,  Ohio,  November  26-29,  1972. 

RESOLUTION  NO.  72-18 

Subject:  Quackery  Questionnaire 

Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behalf 
of  the  Lehigh  County  Medical  Society 
Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS,  Many  individual  physicians  have  strong 
feelings  on  the  subject  of  quackery,  and 

WHEREAS,  Although  they  may  be  too  busy  to  make  a 
prolonged  effort  to  obtain  educational  material  or  engage  in 
political  action  projects,  and 

WHEREAS,  With  proper  communication,  they  might  act 
more  often,  and 

WHEREAS,  The  AMA  is  now  planning  a series  of  ques- 
tionnaires to  learn  more  about  the  feelings  of  its  mem- 
bership, therefore  be  it 

RESOLV ED,  That  one  of  the  questionnaires  be  on  the 
subject  of  quackery,  and  be  it  further 

RESOLVED,  that  a similar  resolution  be  introduced  by 
the  Pennsylvania  Medical  Society  Delegation  at  the  Clinical 
Session  of  the  House  of  Delegates  of  the  American  Medical 
Association  in  Cincinnati,  Ohio,  November  26-29,  1972. 

RESOLUTION  NO.  72-19 

Subject:  National  Anti-Quackery  Registry 
Introduced  by:  Frank  J.  DiLeo,  M.D.,  Secretary  on  behalf 
of  the  Lehigh  County  Medical  Society 
Author:  Stephen  J.  Barrett,  M.D. 

WHEREAS.  Many  individuals  seek  information  from  the 
AMA  Dept,  of  Investigation  or  purchase  materials  from  the 
AMA,  and 

WHEREAS,  If  identified,  many  of  these  individuals 
could  be  recruited  to  help  fight  quackery,  and 

WHEREAS,  In  the  past,  there  has  not  been  a systematic 
attempt  for  such  recruitment,  and 
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WHEREAS,  This  can  be  done  more  efficiently  at  na-  ^ 
tional  than  state  level,  therefore  be  it  j 

RESOLV  ED,  That  the  AMA  compile  a national  registry  [ 
of  those  who  are  interested  in  fighting  quackery,  and  be  it  ii 
further  | 

RESOLV  ED,  That  the  names  of  such  individuals  be 
released,  with  their  permission,  to  organizations  which  have 
a reasonable  use  for  them,  and  be  it  further 

RESOLVED,  That  a similar  resolution  be  introduced  by  | 
the  Pennsylvania  Medical  Society  Delegation  at  the  Clinical 
Session  of  the  House  of  Delegates  of  the  American  Medical 
Association  in  Cincinnati.  Ohio,  November  26-29,  1972. 

Your  Reference  Committee  spent  a great  deal  of  time 
considering  these  resolutions,  all  of  which  were  authored  by 
Dr.  Stephen  J.  Barrett,  of  the  Lehigh  County  Medical  Soci- 
ety and  Preside.it  of  the  Lehigh  Valley  Committee  on 
Health  Fraud.  It  is  obvious  to  your  Reference  Committee 
that  Dr.  Barrett  and  his  group  are  dedicated  to  the  crusade. 

It  also  became  rather  obvious  that  these  resolutions  should 
be  considered  as  a "package”.  Your  Committee  feels  that 
these  proposals  suggest  more  than  either  the  Pennsylvania 
Medical  Society  or  the  American  Medical  Association  is 
capable  of  absorbing  administratively  or  financially  at  this 
time.  With  this  conclusion.  Dr.  Barrett  seemed  to  agree. 

Accordingly,  Mr.  Speaker,  your  Reference  Committee 
recommends  that  Resolutions  Nos.  72-13,  72-14,  72-15,  72- 
16,  72-18  and  72-19  be  rejected.  Your  Reference  Com- 
mittee is  inclined  to  recommend  two  substitute  resolutions. 

RESOLV  ED,  that  the  Pennsylvania  Medical  Society’s 
Board  of  Trustees  act  without  further  delay  to  organize  and 
fund  a Pennsylvania  Medical  Society  Committee  on 
Quackery  with  the  following  responsibilities: 

a)  Investigation  of  the  problems 

b)  Investigation  of  the  physician  interest  in  the  ^ 
problems 

c)  Education  of  physicians  on  the  problems  and  their 
solutions 

d)  Recruitment  of  support  at  the  county  society  level 

e)  And,  finally,  cooperation  with  the  Committee  on  ' 
Health  Fraud  of  the  Pennsylvania  Health  Council 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  substitute  resolution. 

Further,  your  Reference  Committee  recommends  that  the  I 
Pennsylvania  Delegation  to  the  AMA  carry  the  following  , 
Resolution  to  the  forthcoming  meeting  of  the  American  ; 
Medical  Association’s  House  of  Delegates  in  Cincinnati,  ! 
Ohio,  on  November  26  - 29,  1972:  ; 

WHEREAS,  there  appears  to  be  a need  for  an  education- 
al program  to  physicians  throughout  the  United  States  on 
the  subject  of  Quackery;  and 

WHEREAS,  the  AMA  and  its  allies  are  the  only  ones  in 
a position  to  do  this,  therefore  be  it 

RESOLVED,  that  the  AMA  Committee  on  Quackery  in- 
tensify its  activities;  and  be  it  further 

RESOLVED,  that  there  be  increased  use  of  AMA 
publications  to  expose  quackery  and,  further,  that  the  AMA 
seek  cooperation  by  other  organizations  in  anti-quackery  ef- 
forts— such  organizations  to  include  the  American  Dental 
Association,  the  American  Public  Health  Association,  the  i 
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American  Osteopathic  Association,  and  other  appropriate 
organizations,  and  be  it  further 

RESOLVED,  that  the  AMA  consider  including  quackery 
as  a subject  for  the  continuing  questionnaire  polling  of  its 
members. 

Mr.  Speaker,  your  Reference  Committee  recommends 
adoption  of  this  substitute  resolution. 

RESOLUTION  NO.  72-22:  REQUIREMENT  THAT 
CORONERS,  MEDICAL  EXAMINERS,  ETC.,  BE 
LICENSED  M.D.’S  OR  D.O.’s  (Official  Reports  Book, 
page  121) 

Subject:  Requirement  that  Coroners,  Medical  Examiners, 
etc.,  be  Licensed  M.D.’s  or  D.O.’s 
Introduced  by:  A.B.  King,  M.D.,  President,  Bradford 
County  Medical  Society 
Author:  A.B.  King,  M.D. 

WHEREAS,  The  judicial  and  investigational  require- 
ments of  the  Coroner’s  office  are  now  nominal;  and 
WHEREAS,  The  major  population  centers  of  the  state 
use  well-established  Medical  Examiners  systems  staffed  by 
competent  doctors  trained  in  forensic  medicine;  and 

WHEREAS,  The  majority  of  cases  investigated  by  the 
Coroner’s  office  often  have  difficult  and  obscure  medical 
problems  that  require  clarification  and  elucidation;  and 
WHEREAS,  All  other  forms  of  deaths  require  a medical 
certification  by  a licensed  Doctor  of  Medicine  or  a Doctor 
of  Osteopathic  Medicine,  while  the  above-mentioned  types 
of  death  may  be  certified  by  laymen  with  little  or  no  medi- 
cal training;  therefore  be  it 

RESOLVED,  That  a requirement  for  the  office  of 
Coroner,  Medical  Examiner,  or  persons  holding  similar  and 
like  offices,  be  a duly-licensed  Doctor  of  Medicine  or  a 
Doctor  of  Osteopathic  Medicine  in  the  Commonwealth  of 
Pennsylvania  so  that  all  jurisdictions  of  the  Commonwealth 
; may  enjoy  a professional  and  competent  service  that  is  com- 
parable to  the  major  population  sections. 

The  Reference  Committee  heard  rather  interesting  testi- 
mony from  members  of  some  of  the  smaller  county  medical 
societies  who  are  having  difficulty  in  electing  physician 
coroners.  Your  Reference  Committee  is  of  the  impression 
that  this  House  has  historically  been  in  favor  of  having 
coroners  and  medical  examiners  be  qualified  physicians, 
and  can  see  no  reason  why  the  House  cannot  approve  Reso- 
lution No.  72-22  with  the  following  modification:  The  sec- 
ond Whereas  suggests  the  existence  of  several  medical  ex- 
aminer systems  in  the  State,  when,  in  fact,  there  is  only  one. 
Hopefully,  Allegheny  County  will  be  the  second  in  the  near 
future. 

Your  Reference  Committee  would  recommend  to  all  del- 
egates the  reading  of  that  portion  of  the  Council’s  report 
dealing  with  the  present  legislative  situation  with  respect  to 
the  medical  examiner  system,  which,  in  our  opinion,  is 
comparatively  bright. 

Mr.  Speaker,  we  recommend  adoption  of  Resolution  No. 
172-22. 

; Delegate  Questionnaire 

The  Chair  pointed  out  that  on  June  8,  1972  a one-page 


questionnaire  was  mailed  to  delegates  seeking  their  opinion 
on  possible  changes  in  location  and  length  of  the  Annual 
Business  Session.  Dr.  Lovette  summarized  the  results  of  that 
survey  as  follows: 

“Of  the  209  questionnaires  mailed  to  delegates,  70% 
were  returned.  A clear  majority  of  the  delegates,  64% 
prefer  a short,  three-day  meeting.  Only  21  % prefer  a longer 
meeting  at  a resort  location.  It  was  also  pretty  clear  that 
most  delegates  prefer  to  remain  in  Pennsylvania — 77%. 
Even  more  delegates  want  to  stay  in  the  United  States — 
80%.  The  most  popular  out-of-state  location  was  the 
Greenbrier  in  West  Virginia,  which  received  a 40%  vote. 
Unfortunately,  so  far,  we  have  been  unable  to  get  any  suita- 
ble dates  from  the  Greenbrier.’’ 


Report  of  the  Reference  Committee  on 
Reports  of  Officers 

Samuel  Cohen,  M.D.,  Chairman,  presented  the  following 
report: 

Mr.  Speaker  and  members  of  the  House  of  Delegates,  the 
Reference  Committee  on  Reports  of  Officers  has  considered 
all  the  items  in  the  index: 

REPORT  OF  THE  BOARD  OF  TRUSTEES  AND 

COUNCILORS  (Official  Reports  Book;  pages  16-30) 

The  Reference  Committee  reviewed  the  entire 
comprehensive  report  of  the  Board. 

This  Committee  heard  much  testimony  against  the  rec- 
ommendation of  the  Board  of  Trustees  that  the  1977  Annu- 
al Business  Session  be  held  at  The  Homestead  in  Hot 
Springs,  Virginia.  There  was  no  support  expressed.  The 
Committee  also  considered  the  results  of  an  informational 
survey  of  members  of  the  House  of  Delegates  and  county 
medical  society  officers  which  expressed  a preference  to 
continue  holding  meetings  in  Pennsylvania. 

Mr.  Speaker,  we  recommend  rejection  of  this  portion  of 
the  report  and  recommend  that  the  1977  Annual  Business 
Session  be  held  in  Pennsylvania  at  the  Board’s  discretion. 

The  Committee  noted  that  the  nominees  for  vacancies  on 
the  Judicial  Council  were  published  in  the  Official  Call  as 
required  by  the  Constitution. 

Especially  noted  in  the  remainder  of  the  report  was  the 
Board’s  responsive  reaction  to  the  swift  pace  of  social  and 
economic  change  which  constantly  must  be  analyzed  and 
evaluated. 

Mr.  Speaker,  we  recommend  that  the  remaining  portion 
of  the  report  of  the  Board  of  Trustees  and  Councilors  be 
filed  for  information. 

REPORT  OF  THE  SECRETARY  (Official  Reports  Book, 

pages  30-34) 

Your  Reference  Committee  carefully  reviewed  the  con- 
tents of  this  report.  We  noted  with  special  interest  the 
publishing  of  an  article  on  grievances  and  grievance  com- 
mittees in  Pennsylvania  Medicine.  The  guidelines 
for  names  of  professional  corporations  were  well  received. 
Assistance  was  provided  to  those  counties  wishing  to  update 
their  bylaws.  An  increasing  number  of  medical,  ethical. 
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legal  opinions  were  issued,  and  medical  defense  cases  were 
reduced  to  four. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Secre- 
tary he  filed  for  information. 

REPORT  OF  EXECUTIVE  DIRECTOR  (Official  Reports 
Book,  pages  34-36) 

Your  Reference  Commiteee  carefully  reviewed  this 
report  submitted  as  information. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Exec- 
utive Director  he  filed  for  information. 

REPORT  OF  THE  TREASURER  (Official  Reports  Book, 
pages  36-37) 

Your  Reference  Committee  received  the  report  of  the 
Treasurer.  We  are  pleased  to  note  a surplus  in  the  General 
Fund  for  the  year  1971. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Treas- 
urer be  nied  for  information. 

REPORT  OF  THE  ACCOUNTANT  (Official  Reports 
Book,  pages  37-40) 

Your  Reference  Committee  reviewed  the  entire  report  of 
the  Pennsylvania  Medical  Society  public  accountant  and 
found  no  adverse  comments  or  recommiendations. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Ac- 
countant be  filed  for  information. 

REPORT  OF  THE  INDIVIDUAL  TRUSTEES  AND 
COUNCILORS  (Official  Reports  Book,  pages  41-96) 

Your  Reference  Committee  reviewed  reports  of  all  Dis- 
trict Councilors.  The  recommendations  of  Monroe  County 
Medical  Society  of  the  Third  District  have  all  been 
implemented.  The  remaining  reports  are  informational, 
requiring  no  action. 

Mr.  Speaker,  we  recommend  the  report  of  the  Individual 
Trustees  and  Councilors  be  filed  for  information. 

REPORT  OF  THE  PENNSYLVANIA  DELEGATION  TO 
THE  AMA  HOUSE  OF  DELEGATES  (Official  Reports 
Book,  page  96) 

The  Board  of  Trustees  received  numerous  com- 
munications from  county  societies  expressing  concern  for  the 
present  AMA  structure.  The  Board  referred  these  com- 
munications to  the  Pennsylvania  Delegation  to  the  AMA 
which  considered  them  seriously  at  the  San  Francisco  meet- 
ing. As  a result,  the  Pennsylvania  Delegation  to  the  AMA  did 
sit  as  a special  reference  committee  during  this  Annual  Ses- 
sion. The  Committee  notes  with  great  pride  the  election  by 
acclamation  of  Russell  B.  Roth,  M.D.,  of  Erie,  as  President- 
Elect  of  the  AMA. 

The  Committee  also  wishes  to  note  with  approval  the  at- 
tendance of  the  entire  Delegation  and  Alternate  Delegation 
at  the  San  Francisco  meeting. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Penn- 
sylvania Delegation  to  the  AMA  be  filed  for  information. 
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REPORT  OF  THE  COMMITTEE  ON  OBJECTIVES  (Of-  I 

ficial  Reports  Book,  page  67) 

Your  Reference  Committee  read  the  brief  report  of  the 
initial  meeting  which  was  devoted  to  organization  and  fa-  i 
miliarization  with  current  Society  activities.  The  duty  of 
this  committee  is  to  review  and  recommend  objectives  to 
the  Board  of  Trustees. 

Mr.  Speaker,  we  recommend  that  the  Report  of  the  Com- 
mittee on  Objectives  be  filed  for  information. 

REPORT  OF  THE  COMMITTEE  ON  DISCIPLINE  (Of- 
ficial Reports  Book,  pages  65-66) 

Although  no  meeting  was  held  by  this  committee,  its 
principal  activity,  this  year,  was  its  survey  of  component  so- 
ciety grievances  and  disciplinary  activities.  Four  hundred 
thirty-one  grievances  were  received  and  24  disciplinary  pro- 
ceedings were  reported,  resulting  in  two  censures  and  one^ 
hospital  suspension. 

Mr.  Speaker,  we  recommend  that  the  report  of  the  Com- 
mittee on  Discipline  be  filed  for  information. 

REPORT  OF  THE  LAY  ADVISORY  COMMITTEE  ON 

HEALTH  CARE  (Official  Reports  Book,  pages  69-70) 

Your  Reference  Committee  reviewed  the  report  sub- 1 
mitted  by  the  staff  on  behalf  of  the  committee.  The  com- 
mittee has  requested  guidance  from  the  Board  of  Trustees. 

Mr.  Speaker,  we  recommend  that  the  Report  of  the  Lay 
Advisory  Committee  on  Health  Care  be  referred  to  the 
Board  of  Trustees  for  appropriate  action. 

REPORT  OF  THE  PRESIDENT  (See  page  35  of  this 

issue) 

Dr.  Rosemond’s  excellent  address  was  well  received  and 
relfects  his  tireless  efforts  on  behalf  of  our  Society.  He 
presented  interesting  highlights  of  his  very  busy  tenure, 
enumerating  the  objectives  for  progressive  programs  with 
an  outlook  for  better  medical  care  in  Pennsylvania.  He  rec- 
ommended that  this  House  of  Delegates  again  reaffirm  its 
support  of  PaMPAC.  This  Reference  Committee  strongly 
endorses  support  of  PaMPAC. 

Mr.  Speaker,  the  Reference  Committee  recommends  that 
this  House  of  Delegates  reaffirm  this  support  of  PaMPAC 
and  urges  all  members  to  become  active  members  of 
PaMPAC. 

Your  Reference  Committee  recognizes  the  importance  of  ^ 
recent  California  legislation  requiring  a plaintiff  to  post  a P 
$2,500  bond  or  its  equivalent  in  any  medical  liability  suit.  ^ 
The  Committee  joins  Dr.  Rosemond  in  urging  the  Joint 
Committee  on  Professional  Liability  Insurance  to  continue 
to  focus  its  attention  on  medical  legal  screening  panels.  P* 

We  wish  to  commend  Dr.  Rosemond  on  his  great  widom 
and  the  dignified  manner  in  which  he  conducted  himself  as 
a representative  of  the  Pennsylvania  Medical  Society  in  his  ^ 
confrontation  with  State  Insurance  Commisioner  Herbert  S. 
Denenberg. 

til' 

Mr.  Speaker,  this  Reference  Committee  recommends  that 
this  portion  of  Dr.  Rosemond’s  address  to  the  Society  be 
filed  for  information.  n 
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' BOARD  OF  TRUSTEES  AND  COUNCILORS  - SUP- 
' PLEMENTAL  REPORT  A (Official  Reports  Book,  page 
97) 

' This  Reference  Committee  was  pleased  with  the  prompt 
• action  of  the  staff,  Executive  Committee  and  Board  of  Trus- 
I tees  in  allocating  $300,000  in  interest-free  loans  to  our 
I flood-stricken  members.  Testimony  was  heard  that  reflected 
: the  deep  appreciation  of  those  members  and  counties  that 
■ were  so  affected.  This  Committee  also  wishes  to  commend 
I the  AMA  in  making  available  a similar  amount  to  the  Soci- 
ety Flood  Loan  Program. 

Mr.  Speaker,  we  recommend  that  Supplemental  Report  A 
I of  the  Board  of  Trustees  and  Councilors  be  filed  for  infor- 
I mation. 

I BOARD  OF  TRUSTEES  AND  COUNCILORS  - SUP- 
; PLEMENTAL  REPORT  B (Official  Reports  Book,  page 
!,  97) 

I Your  Reference  Committee  carefully  examined  Supple- 
I mental  Report  B of  the  Board  of  Trustees  and  Councilors. 
The  contents  are  intended  as  information. 

Mr.  Speaker,  we  recommend  that  Supplemental  Report  B 
I of  the  Board  of  Trustees  and  Councilors  be  filed  for  infor- 
mation. 

BOARD  OF  TRUSTEES  AND  COUNCILORS  - SUP- 
PLEMENTAL REPORT  E (Appendix  E) 

Your  Reference  Committee  examined  Supplemental 
Report  E of  the  Board  of  Trustees  and  the  contents  are  in- 
tended as  information. 

Mr.  Speaker,  we  recommend  that  Supplemental  Report  E 
be  filed  for  information. 


RESOLUTION  NO.  72-20  - AGE  LIMITATION  OF 
DELEGATES  AND  ALTERNATE  DELEGATES 
FROM  THE  PENNSYLVANIA  MEDICAL  SOCIETY 
TO  THE  AMA  {Official  Reports  Book,  page  121) 

[ Subject;  Age  Limitation  of  Delegates  and  Alternate  Dele- 
gates from  the  Pennsylvania  Medical  Society  to 
the  AMA 

I Introduced  by;  Joseph  V.  Caliguiri,  M.D.  in  behalf  of  the 
Allegheny  County,  Medical  Society 

I WHEREAS,  The  Pennsylvania  Medical  Society  and  the 
American  Medical  Association  are  intended  to  represent 
primarily  the  actively  practicing  physician  and  to  plan  his 
' future;  and 

WHEREAS,  There  should  be  a priority  which  assures 
that  actively  practicing  physicians  be  represented  by 
' physicians  who  are  both  actively  practicing  and  will  con- 
\ tinue  to  be  active  in  practice  in  the  near  future;  and 
I WHEREAS,  The  Allegheny  County  Medical  Society,  a 
j county  society  of  almost  2000  members,  has  adopted 
I bylaws  requirements  which  state  that  election  to  office, 
P:  including  the  House  of  Delegates,  shall  be  restricted  to 
' j those  members  65  years  of  age  or  less;  and 
; WHEREAS,  The  Allegheny  County  Medical  Society 
believes  every  Alternate  Delegate  to  the  AMA  House  of 
, Delegates  should  be  well  qualified  to  serve  as  Delegate,  by 
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virtue  of  several  years  exposure  to  the  activities  of  the 
House;  therefore  be  it 

RESOLVED,  that  the  PMS  House  of  Delegates  recom- 
mend to  the  Committee  to  Nominate  Delegates  and  Alter- 
nate Delegates  to  the  AMA  that,  subject  to  unusual  circum- 
stances. 

Delegates  to  the  AMA  shall  be  no  more  than  65  years  of 
age  at  the  time  of  election 

Alternate  Delegates  to  the  AMA  shall  be  no  more  than 
55  years  of  age  at  the  time  of  first  election;  and  be  it  further 
RESOLVED,  that  a resolution  be  introduced  in  the 
Ameican  Medical  Association  House  of  Delegates  recom- 
mending such  action  to  all  component  societies. 

This  Reference  Committee  heard  overwhelming  testimo- 
ny (aside  from  representatives  of  the  Allegheny  County 
Medical  Society)  opposing  this  resolution.  While  recog- 
nizing the  intent  of  the  Allegheny  County  Medical  Society 
Delegation  to  involve  younger  physicians  in  the  activities  of 
the  Society,  the  Committee  feels  that  neither  age  nor  tenure 
is  an  adequate  basis  for  selection  of  the  Delegation  to  the 
AMA.  The  feeling  was  repeatedly  expressed  that  quality 
and  ability  are  the  major  criteria  for  the  basis  of  effective 
representation. 

Mr.  Speaker,  your  Reference  Committee  recommends 
the  rejection  of  Resolution  No.  72-20. 

RESOLUTION  NO.  72-23  - SOCIETY  FLOOD  LOAN 
PROGRAM  (Official  Reports  Book,  page  121) 

RESOLUTION  NO.  72-27  - APPRECIATION  FROM 
THE  LUZERNE  COUNTY  MEDICAL  SOCIETY 
FOR  THE  FLOOD  LOAN  PROGRAM 

Subject:  Society  Flood  Loan  Program 
Introduced  by:  William  C.  Long,  Jr.,  M.D.  in  behalf  of  the 
Clinton  County  Medical  Society 
Author:  Kenneth  S.  Brickley,  M.D. 

WHEREAS,  June  22,  1972  will  long  be  remembered  as 
the  day  the  flood  waters  from  hurricane  Agnes  swept  over 
Central  Pennsylvania;  and 

WHEREAS,  More  than  200  members  of  the  Society  per- 
sonally experienced  the  tragedy  of  the  flood,  many  of  them 
having  their  offices  devastated;  and 

WHEREAS,  The  Pennsylvania  Medical  Society  prompt- 
ly used  its  resources  to  create  an  emergency  flood  loan  pro- 
gram; and 

WHEREAS,  Within  two  weeks  after  the  flood  waters 
began  to  recede,  members  received  checks  to  assist  them  in 
the  great  task  of  cleaning  up  and  fixing  up;  therefore  be  it 
RESOLVED,  That  the  Board  of  Trustees  of  the  Pennsyl- 
vania Medical  Society  be  commended  for  its  intelligent  and 
compassionate  use  of  Society  resources  to  help  our 
members;  and  be  it  further 

RESOLVED,  That  the  staff  of  the  State  Society  be  com- 
mended for  the  efficient  manner  in  which  the  loan  program 
was  administered;  and  be  it  further 

RESOLVED,  That  the  American  Medical  Association  be 
commended  for  joining  the  State  Society  in  the  flood  loan 
program. 

Subject:  Appreciation  from  the  Luzerne  County  Medical 
Society  for  the  Flood  Loan  Program 
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Introduced  by:  Henry  F.  Smith,  M.D.,  in  behalf  of  the 
Luzerne  County  Medical  Society 
Author:  Robert  M.  Kerr,  M.D. 

WHEREAS,  More  than  half  of  the  members  of  the 
Luzerne  County  Medical  Society  sustained  more  or  less  ex- 
tensive damage  to  their  homes  and/or  offices  in  the  flood 
disaster  of  June  23,  1972;  and 

WHEREAS,  The  Board  of  Directors  of  the  Pennsylvania 
Medical  Society  ably  aided  by  staff,  extended  prompt  aid  in 
the  form  of  an  interest-free  loan  with  minimal  paper  work 
and  red  tape  to  the  distressed  members  of  the  Luzerne 
County  Medical  Society  (and  to  other  members  of  the 
Pennsylvania  Medical  Society);  and 

WHEREAS,  This  prompt  and  effective  financial  aid  has 
been  instrumental  in  inducing  several  “hard-core  non- 
joiners” to  now  apply  for  membership  in  the  Luzerne 
County  Medical  Society  and  the  Pennsylvania  Medical  So- 
ciety; therefore  be  it 

RESOLVED,  That  the  Luzerne  County  Medical  Society 
extends  its  profound  and  sincere  thanks  to  the  Pennsylvania 
Medical  Society  (and  especially  to  the  Board  and  Staff)  for 
the  said  financial  aid,  for  the  salutory  effect  on  organized 
medicine  in  Luzerne  County,  and  eventually,  by  speeding 
restoration  of  physicians  to  the  community,  for  the  benefits 
derived  by  our  patients;  and  be  it  further 

RESOLVED,  That  this  resolution  be  presented  to  the 
House  of  Delegates  at  the  October,  1972  Session. 

Because  the  two  resolutions  are  on  the  same  subject  and 
are  similar  in  nature,  the  Reference  Committee  decided  to 
consider  them  together  rather  than  separately. 

Mr.  Speaker,  your  Reference  Committee  recommends  the 
adoption  of  these  resolutions. 

RESOLUTION  NO.  72-26  - 1973  DUES  FORGIVENESS 
FOR  MEMBERS  OF  THE  LUZERNE  COUNTY 
MEDICAL  SOCIETY  (Official  Reports  Book  - page  122) 
Subject:  1973  Dues  Forgiveness  for  Members  of  the 
Luzerne  County  Medical  Society 
Introduced  by:  Henry  F.  Smith,  M.D.  in  behalf  of  the 
Luzerne  County  Medical  Society 
Author:  Robert  M.  Kerr,  M.D. 

WHEREAS  156  members  of  the  Luzerne  County  Medi- 
cal Society  have  been  affected  by  the  flood  disaster  of  June 
23,  1972,  with  losses  ranging  from  moderate  to  severe  with 
total  destruction  of  their  offices  and  homes;  and 

WHEREAS  many  of  those  affected  are  still  suffering  fi- 
nancial hardship;  and 

WHEREAS  the  Board  of  Directors  made  available  from 
the  contingency  fund  of  the  PMS  in  a remarkably  short 
time  limited  loans  at  no  interest  to  the  affected  physicians, 
but  has  made  no  provision  of  aid  for  the  Luzerne  County 
Medical  Society  which  also  sustained  considerable  damage 
and  has,  therefore,  been  placed  in  a position  of  severe, 
acute,  financial  strain,  be  it  therefore 

RESOLVED  that  the  Pennsylvania  Medical  Society  for- 
give PMS  dues  from  those  members  affected  by  this  ex- 
traordinary disaster;  and  be  it  further 

RESOLVED  that  the  dues  of  Luzerne  County  Medical 
Society  members  not  affected  be  withheld  by  the  Luzerne 
County  Medical  Society  and  not  transmitted  to  the  Pennsyl- 
vania Medical  Society  during  the  calendar  year  1973. 
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Your  Reference  Committee  sympathizes  with  the 
Luzerne  County  Medical  Society  which  suffered  consider-  i 
able  damage  to  its  headquarters  building.  The  Committee  t 
heard  testimony  concerning  the  availability  of  financial  aid  , 
already  in  progress  to  the  Luzerne  County  Medical  Society.  , 
Testimony  indicated  that  dues  forgiveness  would  create  an  - 
undesirable  precedent.  It  was  suggested  by  some  that  indi- 
vidual members  or  county  societies  could  make  contribu-  i 
tions  on  a voluntary  basis. 

Mr.  Speaker,  your  Reference  Committee  recommends  the 
rejection  of  Resolution  No.  72-26. 

f 

Secretary’s  Note:  It  was  moved  and  seconded  that  the  . 
House  adopt  the  following  policy:  That  the  1973  dues  state-  ■ 
ment  carry  a line  calling  for  voluntary  contributions  to  the  : 
Luzerne  County  Medical  Society  to  be  received  by  the  Edu- 
cational and  Scientific  Trust  of  the  Pennsylvania  Medical 
Society.  Motion  carried. 

It  was  moved  and  seconded  that  if  voluntary  contribu- 
tions do  not  reach  the  $30,000  mark,  that  the  Pennsylvania 
Medical  Society  contribute  the  balance.  This  motion  was 
defeated. 

It  was  understood  that  contributions  to  the  Educational 
and  Scientific  Trust  for  this  purpose  will  be  tax  deductible. 

The  House  chose  to  commend,  by  name,  John  F. 
Rineman,  Executive  Vice-President,  and  Alex  H.  Stewart, 
Executive  Director  of  the  Educational  and  Scientific  Trust,  I 
for  their  outstanding  efforts  in  behalf  of  the  Flood  Loan 
Program. 

RESOLUTION  NO.  72-34  - APPROVAL  OF  PROFES- 
SIONAL CORPORATION  NAMES  UTILIZING  THE 

NAMES  OF  SUBJECT  PHYSICIANS  ' 

Subject:  Approval  of  Professional  Corporation  Names 
Utilizing  the  Names  of  Subject  Physicians 
Introduced  by:  Board  of  Trustees  and  Councilors 

WHEREAS,  An  ever-increasing  number  of  physicians  in 
Pennsylvania  are  organizing  their  practices  along  the  lines 
of  a professional  association  or  professional  corporation;  I 
and 

WHEREAS,  Regulation  1 1.3  of  the  State  Board  of  Medi- 
cal Education  and  Licensure  requires  that  the  name  of  each 
such  professional  association  or  professional  corporation  be 
reviewed  by  the  county  medical  society  wherein  its  prin- 
cipal office  is  located  and  the  State  Medical  Society;  and 

WHEREAS,  There  is  no  controversy  with  regard  to  the 
name  of  a professional  association  or  a professional  cor- 
poration which  utilizes  the  name  of  the  incorporator  or  in- 
corporators who  are  duly  licensed  to  practice  medicine  and 
surgery  in  Pennsylvania;  therefore  be  it 

RESOLVED,  That  the  component  county  medical 
societies  in  Pennsylvania  and  the  Pennsylvania  Medical  So- 
ciety hereby  approve  the  name  of  any  professional  associa- 
tion or  professional  corporation  which  uses  as  its  title  the 
name  of  one  or  more  of  the  incorporating  physicians,  who 
are  duly  licensed  and  registered  to  practice  medicine  and  i 
surgery  in  Pennsylvania,  and  the  suffix  P.C.,  INC.,  Incorpo- 
rated, Associated,  Associates,  Ltd.,  or  other  legal  incorpo- 
rating signature.  . 
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Your  Reference  Committee  sees  merit  in  this  resolution 
designed  to  expedite  physician  incorporation  at  the  county 
society  level. 

Mr.  Speaker,  we  recommend  the  adoption  of  Resolution 
No.  72-34. 

Opening  Statement,  Chairman,  Finance  Committee 

Your  Reference  Committee  carefully  reviewed  the  state- 
ment of  A.  Reynolds  Crane,  M.D.,  Chairman  of  the  Fi- 
nance Committee,  before  the  opening  session  of  the  House 
of  Delegates.  The  Committee  acknowledges  the  usefulness 
of  the  Contingency  Reserve  Fund  in  administering  the  Soci- 
ety’s Flood  Loan  Program.  The  Committee  notes  with  ap- 
; proval  the  anticipated  surplus  in  the  projected  budget  for 

1.1973. 

L 

Mr.  Speaker,  we  recommend  that  the  opening  remarks 
from  the  Chairman  of  the  Finance  Committee  be  filed  for 
information.” 


Format  Questionnaire 

Dr.  Rial  indicated  that  the  format  of  the  business  session 
for  1972  had  been  changed  in  several  ways.  These  changes 
were  made  in  order  to  facilitate  attendance  by  delegates  at 
more  than  one  reference  committee  hearing  and  to  permit 
delegates  to  have  an  opportunity  to  discuss  reference  com- 
mittee reports  before  acting  on  them  on  the  floor.  Schedule 
changes  were  also  designed  to  relieve  some  of  the  pressure 
for  adjournment.  The  Chair  announced  that  a one-page  blue 
questionnaire  was  being  passed  out  on  which  delegates 
could  indicate  their  reaction  to  these  changes.  Delegates 
were  instructed  to  place  the  completed  questionnaires  in  a 
collection  box  at  the  rear  of  the  Cabaret  upon  adjournment. 


Report  of  the  Reference  Committee 
on  Public  Service 

David  P.  Morrison,  M.D.,  Chairman,  presented  the  fol- 
lowing report:  “Mr.  Speaker,  the  Reference  Committee  on 
Public  Service  has  considered  all  of  the  items  listed  in  the 

index. 

REPORT  OF  THE  COUNCIL  ON  PUBLIC  SERVICE 

(Official  Reports  Book,  page  86) 

The  Council  expresses  concern  about  membership  com- 
munications. It  also  is  clear  that  the  Council  feels  public 
communications  should  be  increased.  The  Reference  Com- 
mittee strongly  feels  that  the  question  dare  not  be  a choice 
between  public  and  professional  communications.  One  is 
pointless  without  the  other. 

Public  communications  attempts  without  a public  service 
base  are  ineffective.  Our  credibility  depends  on  public  serv- 
ice. We  are  in  an  era  when  we  need  all  of  the  credibility  we 
can  get.  It  is  a time  to  increase  our  public  service  programs, 
not  a time  to  cut  them. 

Mr.  Speaker,  We  recommend  that  the  Pennsylvania  Med- 
■ ical  Society  reaffirm  public  service  as  the  base  for  its  com- 
I munications. 

I In  considering  the  projects  of  the  Council  essentially 
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devoted  to  public  service,  it  was  apparent  in  the  Reference 
Committee  that  virtually  all  physicians  feel  they  should  be 
continued  without  exception.  There  even  was  feeling  that 
these  activities  should  be  expanded.  The  support  was  based 
on  clear  evidence  that  despite  a limited  budget  in  rela- 
tionship to  what  needs  to  be  done,  the  Council  has 
produced  the  greatest  possible  dollar  return.  For  example, 
television  production  has  taken  place  with  astonishing  ef- 
ficiency with  staff  research,  script  writing,  production  and 
directing,  keeping  costs  at  about  one-tenth  of  the  usual 
costs. 

Mr.  Speaker,  We  recommend  that  all  of  the  existing  proj- 
ects as  listed  in  the  1972  Annual  Report  of  the  Council  on 
Public  Service  be  fully  funded  and  continued  in  1973. 

In  addition  to  the  continuation  of  existing  activities,  the 
Reference  Committee  feels  the  State  Society  should  increase 
the  dissemination  of  information  about  the  socio-economic 
elements  of  health  care  in  Pennsylvania.  With  our  public 
service  base  we  should  attempt  to  deal  more  effectively  with 
these  socio-economic  issues. 

Mr.  Speaker,  We  recommend  that  the  Council  develop 
and  present  to  the  Board  for  funding  a specific  plan  to  ac- 
complish this. 

The  Reference  Committee  was  especially  pleased  to  note 
that  the  Council  had  explored  a new  and  specific  method  of 
reaching  our  membership  in  its  consideration  of  a mass 
purchasing  agency  for  physicians. 

Mr.  Speaker,  We  recommend  that  additional  membershp 
relations  activities  be  explored  by  the  Council  and  that  a 
specific  mass  purchasing  agency  plan  be  presented  to  the 
1973  House. 

Medical  students  and  many  physicians  singled  out  for 
praise  the  mini-preceptorship  program  developed  by  the 
Council  in  consultation  with  students.  The  Reference  Com- 
mittee urges  all  physicians  to  participate  when  asked.  The 
two-way  exchange  of  views  and  ideas  between  the  preceptor 
and  preceptee  takes  place  in  an  ideal  setting. 

The  Reference  Committee  hopes  that  every  member  of 
the  Pennsylvania  Medical  Society  would  read  the  entire 
Council  on  Public  Service  Report.  In  considering  the  multi- 
tude of  Council  activities  it  describes  and  the  effective  way 
in  which  all  of  them  have  been  implemented,  we  feel  the 
Council  deserves  special  commendation. 

Mr.  Speaker,  We  recommend  adoption  of  this  portion  of 
the  Reference  Committee  Report. 

REPORT,  ADVISORY  COMMITTEE  TO  THE 

WOMAN’S  AUXILIARY  (Official  Reports  Book,  page 

61)  AND  ADDRESS,  PRESIDENT  OF  THE 

WOMAN’S  AUXILIARY  (Appendix  F) 

The  Advisory  Committee  has  met  its  responsibilities  well. 
The  outline  of  Auxiliary  activities  contained  in  the  Adviso- 
ry Report  and  described  in  the  informative  address  of  Mrs. 
Blasiole  to  this  House  of  Delegates  describe  outstanding 
services  that  benefit  the  public,  the  husbands  of  Auxiliary 
members  and  the  Pennsylvania  Medical  Society  as  a whole. 

Mr.  Speaker,  We  recommend  that  the  Report  of  the  Ad- 
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visory  Committee  to  the  Woman’s  Auxiliary  and  the 
Address  of  the  President  of  the  Auxiliary  he  filed  for  infor- 
mation. 

REPORT,  COMMITTEE  ON  MEDICAL  BENEVO- 
LENCE (Official  Reports  Book,  page  67)  AND  SUP- 
PLEMENTAL REPORT,  COMMITTEE  ON  MEDI- 
CAL BENEVOLENCE  (page  100) 

The  Reference  Committee  is  glad  to  see  the  growth  in  the 
Medical  Benevolence  Fund  and  it  endorses  the  activities  of 
the  Committee  on  Medical  Benevolence. 

Mr.  Speaker,  We  recommend  that  the  Report  of  the 
Committee  on  Medical  Benevolence  and  its  Supplemental 
Report  be  filed  for  information. 

REPORT,  COMMITTEE  ON  MEDICINE  AND  RELI- 
GION (Official  Reports  Book,  page  70) 

All  members  should  be  aware  of  the  worthwhile  work  of 
this  committee  and  we  look  forward  to  continued  coopera- 
tive efforts  between  physicians  and  the  clergy. 

Mr.  Speaker,  We  recommend  that  the  Report  of  the 
Committee  on  Medicine  and  Religion  be  filed  for  informa- 
tion. 

Annual  Assessment 

A.  Reynolds  Crane,  M.D.,  Chairman  of  the  Finance 
Committee  of  the  Board  of  Trustees  and  Councilors, 
presented  the  following  report,  which  was  adopted  by  the 
House,  thereby  establishing  the  annual  assessment  for  full 
dues-paying  members  for  1973  at  $100. 

“Mr.  Speaker,  Members  of  the  House  of  Delegates,  the 
Finance  Committee  recommends  that  the  1973  annual  as- 
sessment for  active  members  of  the  Pennsylvania  Medical 
Society  be  $100.00. 

Contingent  upon  the  approval  by  the  House  of  the  1973 
assessment,  the  Finance  Committee  plans  to  introduce  a 
resolution  before  the  Board  of  Trustees  which  will  recom- 
mend that  8 percent  of  the  annual  assessment  be  allocated 
to  the  Educational  Fund  of  the  Educational  and  Scientific 
Trust  of  the  Pennsylvania  Medical  Society,  which,  in  the 
case  of  full  dues-paying  members,  will  amount  to  $8.00. 

The  Finance  Committee  also  plans  to  recommend  to  the 
Board  of  Trustees  that  of  the  annual  assessment  paid  by 
each  active  member,  1 percent,  or  in  the  case  of  full  dues- 
paying  members,  $1.00,  be  allocated  to  the  Medical  Benev- 
olence Fund. 

This  means  that  rather  than  $100,  a total  of  $91  of  the 
annual  assessment  of  each  full  dues-paying  member  will  be 
available  to  the  general  fund  for  operating  expenses  of  the 
Society.” 

New  Business 

The  following  resolution  was  introduced  by  Henry  H. 


Fetterman,  M.D.,  Lehigh  County:  | 

Whereas,  The  District  Councilor  represents  a specif-  I 
ic  group  of  physicians,  I would  like  the  Standing  Com- 1 
mittee  of  Constitution  and  Bylaws  to  consider,  before  the  ^ 
next  annual  meeting,  a change  in  the  present  system  of 
choosing  District  Councilors.  Selection  within  the  dis-  i 
trict,  rather  than  the  Society  as  a whole,  would  be  more . 
representative.” 

Motion:  It  was  moved  and  seconded  that  the  above  reso- 1 
lution  be  referred  to  the  Standing  Committee  on  Consti- 
tution and  Bylaws  for  report  back  to  the  House  of  Dele- ' 
gates  in  1973. 

Motion  carried. 

R.  William  Alexander,  M.D.,  Berks  County,  made  thei 

following  recommendations  regarding  procedural  matters: 

1.  That  the  Chair  assign  designated  seats  or  seating  areas  ' 
to  county  delegations. 

2.  That  the  microphones  of  the  House  be  numbered, 
sequentially. 

3.  That  identifying  cards  be  provided  for  dignitaries  on 
the  platform. 

4.  That  the  Credentials  Committee  accomplish  its  valida- 
tion of  credentials  through  a mail  pre-registration 
process,  thus  avoiding  the  need  for  a member  of  the 
Credentials  Committee  to  be  on  hand  in  order  for  a 
delegate  to  register. 

The  above  recommendations  were  accepted  by  the  Housed 
and  referred  to  the  Speaker  for  implementation. 

Upon  the  recommendation  of  R.  William  Alexander,' 
M.D.,  Berks  County,  the  House  gave  its  applause  as  a mark- 
of  appreciation  to  Charles  K.  Rose,  Jr.,  M.D.,  Lehigh' 
County,  for  his  many  years  of  service  to  the  Society  as  First 
Vice  President,  and  Charles  A.  Bikle,  M.D.,  Franklin 
County,  for  his  many  years  of  service  as  Second  Vice  Presi-' 
dent. 

It  was  moved  and  seconded  that  the  House  of  Delegates' 
urge  committees,  councils  and  agents  of  the  Society,  when 
dealing  in  unit  fees  and  insurance  programs,  to  stop  think- 
ing of  dollars  and  think  in  terms  of  the  cost  of  living  index. 

Motion  Carried. 

It  was  moved  and  seconded  that  the  House  give  a vote  of 
thanks  to  the  Speaker  and  the  Vice  Speaker  for  the  efficient 
and  equitable  manner  in  which  they  conducted  the  meeting; 
and  to  the  Convention  Task  Force  for  the  technical  opera- 
tion of  the  Business  Session.  Motion  carried. 

The  House  of  Delegates  adjourned  at  1 1 :25  a.m. 

Respectfully  submitted, 
William  Y.  Rial,  M.D.,  Speaker 
John  B.  Lovette,  M.D.,  Vice-Speaker 
Raymond  C.  Grandon,  M.D.,  Secretary 
Robert  L.  Lamb,  Assistant  Secretary 
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: Appendix  A 

1972  PaMPAC  Report  to  the  Hou§e  of  Delegates 
; William  B.  West,  M.D.,  Chairman 

Mr.  Speaker,  Mr.  President,  members  of  the  House,  dis- 
tinguished guests,  I appreciate  this  opportunity  to  present 
ithe  Annual  Report  of  the  Pennsylvania  Medical  Political 
i Action  Committee. 

On  November  7,  the  future  of  medicine  will  be  decisively 
affected  by  those  candidates  who  will  be  elected  on  both  the 
[State  and  national  levels.  The  Ninety-Third  Congress  that 
will  take  office  in  January,  will  have  the  responsibility  of 
[Voting  for  some  form  of  federally  funded  health  insurance 
program.  In  our  Commonwealth,  we  are  also  experiencing 
[pressures  from  governmental  officials  to  change  our  health 
care  delivery  system. 

I PaMPAC,  over  the  past  year,  has  been  preparing  to  meet 
these  challenges  by  promoting  political  educational  work- 
shops and  promoting  its  membership  program  to  raise  more 
monies  for  the  General  Election.  Dollars  are  our  muscle. 
We  are  as  strong  as  you  make  us. 

Through  the  cooperation  of  the  Woman’s  Auxiliary, 
PaMPAC  participated  in  their  regional  workshops  this  past 
year,  stressing  political  action  and  legislation.  PaMPAC 
.also  played  an  important  role  at  the  1972  Officers’  Confer- 
ence, again  emphasizing  the  importance  of  political  involve- 
ment in  the  1972  General  Election.  In  coordinating  its  ef- 
forts with  the  Pennsylvania  Medical  Society’s  Council  on 
Governmental  Relations,  PaMPAC  sent  to  the  leadership  of 
the  component  county  medical  societies,  voting  records  on 
all  the  “major  medical  bills”  that  were  before  both  houses  in 
the  State  Legislature.  Most  important,  the  primary  objective 
of  PaMPAC  is  electing  candidates  favorable  to  medicine. 
This  year,  PaMPAC  will  be  involved  in  over  ninety  election 
contests. 

Thanks  to  the  efforts  of  fifty-two  state  political  action 
committees,  the  American  Medical  Political  Action  Com- 
mittee now  has  more  active  contributors  than  ever  before. 
In  its  early  years,  AMPAC  membership  grew  in  a “up  two, 
back  one”  sequence,  as  membership  would  grow  during  an 
election  year  and  slip  back  slightly  during  an  off  election 
year.  PaMPAC’s  membership  trend  has  been  on  an  increase 
: since  1970,  but  it  still  has  a long  way  to  go  for  improvement 
I since  less  than  40  percent  of  the  physicians  contribute  to 
[this  committee.  Again,  joint  billing  continues  to  be  the  most 
efficient  and  effective  way  to  collect  voluntary  PAC  mem- 
bership contributions. 

Finally,  I remind  the  House  that  this  is  a year  in  which 
, the  nation  must  choose  which  of  the  two  sharply  divergent 
[ courses  it  wishes  to  follow. 

The  stakes  are  high  in  our  profession.  We  are  more  de- 
pendent upon  a political  confrontation  to  establish  the  di- 
! rection  of  legislative  response.  Organized  medicine  has  been 
I attacked  in  the  political  arena,  and  the  only  way  we  can  ad- 
i vance  our  viewpoints  is  to  play  this  ballgame  in  that  same 
I arena — politics.  We  have  no  other  options.  Either  we  all 
; make  ourselves  responsible  for  winning  political  success  or 
[ we  shall  lose  the  opportunity  of  having  a significant  medical 


input  into  the  legislative  councils  of  the  state  and  of  the  na- 
tion. 

Let  me  again  thank  this  House,  the  Pennsylvania  Medical 
Society,  and  its  component  societies  for  their  continuing 
support. 

Appendix  B 

Supplemental  Report 
Council  on  Governmental  Relations 

Herewith  is  the  listing  of  legislation  of  interest  to  the 
Pennsylvania  Medical  Society  currently  under  consider- 
ation by  the  Pennsylvania  General  Assembly.  This  list  con- 
tains over  one  hundred  measures  that  have  been  studied  by 
the  Council  on  Governmental  Relations  and  the  Board  of 
Trustees  through  the  two  years  of  this  156th  regular  session. 

The  House  and  Senate  are  in  recess  until  November  13th, 
so  the  members  may  campaign  prior  to  the  General  Elec- 
tion on  November  7.  There  is  a chance,  however,  that  they 
will  return  to  session  to  act  on  a "no  fault”  automobile  in- 
surance proposal  before  the  election;  but,  if  they  do,  the  ses- 
sion would  probably  be  limited  to  that  bill  and  none  on  the 
attached  list. 

We  can  expect,  however,  that  when  the  members  do  re- 
turn on  November  13  some  of  these  listed  measures  will 
again  be  up  for  action.  The  November  session  plans  to  ad- 
journ "sine-die”  by  the  end  of  the  month  at  which  time  all 
of  these  measures  not  acted  on  will  die. 

The  two-year  157th  session  will  convene  in  January, 
1973,  and  will  last  through  1974,  with  many  new  proposals 
up  for  consideration.  We  will  again  be  busy,  and  will  need 
the  help  of  all  county  societies  in  contacting  their  legislators 
concerning  our  positions.  (See  Next  Page) 

Appendix  C 

Addendum  to  Supplemental  Report  A 
Council  on  Medical  Service 

This  report  is  being  submitted  for  consideration  by  the 
House  of  Delegates  as  a supplement  to  the  council’s  Supple- 
mental Report  A contained  on  pages  100  - 115  of  the  Of- 
ficial Reports  Book. 

On  page  107  of  the  Official  Reports  Book,  Supplemental 
Report  A indicated  that  the  names  of  nominees  of  the  Penn- 
sylvania Osteopathic  Medical  Association  (POMA)  for  elec- 
tion to  the  Board  of  Directors  of  the  Pennsylvania  Medical 
Care  Foundation  would  be  submitted  at  a later  date.  The 
council  has  now  received  the  names  of  the  following  POMA 
members  as  nominees  for  election  to  the  Foundation’s 
Board  of  Directors:  Joseph  J.  Namey,  D.O.  and  Raymond 
.1.  Saloom,  D.O. 

Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  elect  the  following  members  of  the 
Pennsylvania  Osteopathic  Medical  Association  to  the  Board 
of  Directors  of  the  Pennsylvania  Medical  Care  Foundation; 
Joseph  J.  Namey,  D.O.  and  Raymond  J.  Saloom,  D.O. 
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Legislation  of  Interest  to  the  Pennsylvania  Medical  Society  in 
The  1971-72  Session  of  the  Pennsylvania  Legislature 
October,  1972 


Appendix  B 


Bill  No.  Explanation 


Society’s 

Position  Legislative  Position 


S-617 


H-536 


S-928 


H-800 


H-526 


Would  permit  abortions  up  to  sixteen 
weeks  under  limited  and  specific  cir- 
cumstances, i.e.,  death  of  mother  a 
distinct  possibility;  pregnancy  caused 
by  rape  or  incest. 


Abortion 

Opposed  unless 
■ medical  reasons” 
amendments  added 


Any  woman  has  r/g/)/  to  an  abortion  up 
to  sixteen  weeks  in  an  accredited  hos- 
pital or  medical  facility,  not  requiring 
any  doctor  or  hospital  to  carry  out  an 
abortion  against  his  or  its  will. 

Would  repeal  those  portions  of  the  Penal 
Code  referred  to  as  the  Abortion  Law" 


Opposed  unless 
medical  reasons” 
amendments  added 


Opposed  unless 
medical  reasons” 
amendments  added 


Would  declare  that  all  abortions  under 
any  circumstances  are  illegal — amend- 
ments added  on  House  floor  for  medical 
reasons — now  conforms  to  PMS  policy 


Support  as  long 
as  amendments 
remain  on  the 
bill 


Advertising 

Prohibiting  persons  licensed  to  prac-  Support 

tice  any  healing  art”  from  soliciting 
patients  or  advertising  services 


Remains  in  Senate 
Committee  on  Rules 


Defeated  in  House 


Remains  in  Senate 
Judiciary  Committee 


Passed  House  — 
in  Senate  Rules 
Committee 


Remains  in  House 
Committee  on 
Professional 
Licensure 


Ambulances 

H-2351  Would  require  amublance  operators  to  Support 

H-2352  have  minimum  training  and  require  safe 

S-1434  operation  of  the  vehicles 

S-1435 

Anatomical  Gifts 

H-1088  Would  change  the  name  of  the  “Anatom-  Support 

H-1089  ical  Board  of  Pennsylvania”  to  the 

H-1090  “Human  Gifts  Registry” 


S-377 


H-2041 


H-220 


Permits  medically  trained  funeral 
directors  to  enucleate  eyes  of 
deceased  donors 


Support  at 
suggestion  of 
Academy  of 
Ophthalmology 


Permits  18-year-olds  to  make  legal 
anatomical  gifts 


Support  with 

clarifying 

amendments 


Pennsylvania  Blood  Bank  Act" 
would  permit  the  Department  of 
Health  to  regulate  and  license 
blood  banks 


Blood  and  Laboratories 

Support  with 
amendments  un- 
less S-1  IU3 

moves 


In  House  and 
Senate  Committee 
on  Transportation 


Passed  the  House 
and  Senate;  signed 
by  the  Governor  - 
Acts  125,  126& 

1 27  of  1 97 1 

Passed  Senate;  now 
on  House  calendar 


In  House  Judiciary 
Committee 


Referred  to  House 
Committee  on 
Appropriations 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

S-1  103 

Defining  blood  banks,  serum  exchanges; 
providing  licensure  by  Health  Dept. 

Support 

Passed  Senate — 
on  House  calendar 

H-1030 

Would  require  all  persons  working  in 
clinical  laboratories  to  be  registered 
with  the  Department  of  Health 

Technical  amend- 
ments suggested 

In  House  Committee 
on  Health  and 
Welfare;  hearings 
held 

H-1266 

Would  exempt  hospitals  and  blood  banks 
from  liability  in  the  transfusion  of 
blood  and  the  transplantation  of 
tissue,  etc. 

Support 

Passed  both  House 
and  Senate  ; signed 
by  the  Governor  - 
Act  No.  9 of  1 972 

H-1789 

$86,000  to  Health  Department  for  pilot 
program  on  Hemophilia  treatment 

Support 

Passed  House  and 
Senate;  before  the 
Governor 

H-816 

S-1  539 

Chiropractic 

Requires  Blue  Shield  to  pay  for  the  Oppose 

services  of  chiropractors  when  they  pay 
other  practitioners  for  similar  services 

H-8 1 6 defeated  in 
House  107-70;  will 
be  reconsidered 

H-817 

An  amendment  to  the  "Chiropractic  Prac- 
tice Act"  to  permit  the  Board  to  promul- 
gate and  enforce  rules  of  professional 
conduct  appropriate  to  establish  and 
maintain  a high  standard  of  integrity  and 
dignity  in  the  "profession"  of  chiropractic" 

Oppose 

Remains  in  House 
Committee  on 
Professional 
Licensure 

H-818 

Would  amend  the  " Statutory  Construction  Act" 
proposing  that  the  world  " physician"  include 
" doctors  of  chiropractic" 

Oppose 

Remains  in  House 
Committee  on 
Professional 
Licensure 

H-2345 

H-2346 

S-1576 

S-1 577 

Would  prohibit  chiropractors  from  using 
x-ray  or  being  licensed  unless  they  were 
graduated  from  an  "accredited  institu- 
tion" 

Support 

Remains  in  House 
and  Senate  Health 
and  Welfare  Com- 
mittees 

H-850 

Drugs 

“Pennsylvania  Drug,  Narcotic  and  Alco- 
hol Abuse  Control  Act  of  1 97 1 ” - would 
set  up  a Governor’s  Council  to  coordin- 
ate the  efforts  of  all  state  agencies 

Support 

Passed  House  and 
Senate;  Act.  No. 

63 

H-851 

“Drug,  Device  and  Cosmetic  Act  of  1 97 1 ” 

— would  bring  state  law  into  conformity 
with  new  federal  law  and  regulation 

Support  with 
amendments 

Passed  House  and 
Senate  with 
amendments; 

Act  No.  64 

H-543 

Would  amend  the  “Drug,  Device  and  Cos- 
metic Act  of  1 96 1 ” to  require  physicians 
to  prescribe  on  “check-type  pads" 

Oppose 

Reported  from 

House  Committee 
on  Health  and 
Welfare 

S-523 

Provide  grants  to  schools  to  teach 
courses  in  drug  and  alcohol  abuse 

Support 

Passed  House  and 
Senate;  Act.  No. 

181 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

H-923 

Would  amend  the  “Pharmacy  Act  of  1961” 
to  require  pharmacists  to  put  name  of 
drug  and  purpose  of  use  on  label 

Oppose 

Referred  to  House 
Committee  on 

Health  and  Welfare 

H-I  179 

Would  authorize  the  creation  of  citizens 
advisory  councils  on  narcotics  in  coun- 
ties, cities,  boroughs,  townships  and 
incorporated  towns,  and  prescribing  the 
powers  and  duties  of  such  councils 

Under  study 

Passed  House;  re- 
ferred to  Senate 
Committee  on  Pub- 
lic Health  and 
Welfare 

H-1827 

H-I828 

Would  require  physicians  to  report  to 
police  those  being  treated  for  drug 
abuse  and  hepatitis 

Oppose — unless 
reports  made  to 
health  authori- 
ties and  legal 
protection  added 

Remains  in  Commit- 
tee on  Health  and 
Welfare 

H-2082 

Recipients  of  Medical  Assistance  to 
have  prescriptions  filled  by  generic 
name 

Oppose 

Remains  in  House 
Committee  on 

Health  and  Welfare 

H-434 

Would  set  safety  standards  for  eye- 
glasses and  sunglasses  frames  sold 
to  the  general  public — they  may  not 
be  inflammatory,  etc. 

Eyeglasses 

Support 

Passed  House  and 
Senate;  Act  No. 

176  of  1971 

H-1620 

Would  require  larger  communities  to 
fluoridate  their  public  water  supplies 

Fluoridation 

Support 

Debated  on  House 
Floor;  recom- 
mitted to  Health 
and  Welfare 

H-60 

Health  Insurance 

“The  Voluntary  Nonprofit  Health  Ser-  No  opposition  if 

vices  Act" — permits  lay-dominated  Society's 

health  services  corporations  amendments  added 

Taken  from  House 
calendar  and  re- 
committed to 

Health  and  Welfare 
for  amendments 

H-2171 

Replaces  H-60 

Same  as  above 
(Our  amendments 
to  eliminate 
“Foundations” 
agreed  to  by 
Committee) 

Passed  House  with- 
out amendments;  in 
Senate  Health  and 
Welfare  Committee 

H-1  138 

Would  remove  requirements  from  the 
“Nonprofit  Corporation  Act”  that  a 
majority  of  the  incorporators  and 
members  of  the  Board  of  Blue  Shield 
be  physicians 

Oppose — but 
consider  this 
version  the 
least  innocu- 
ous of  alterna- 
tives 

Passed  House  and 
Senate;  Act  No. 

146  of  1971 

H-872 

Would  provide  for  elimination  of 
discriminatory  payment  provisions 
for  services  and  treatment  under 
commercial  sickness  and  accident 
contracts.  This,  however,  does  not 
affect  Blue  Shield 

Opposed — ^fol- 
lowing addition 
of  chiropractic 
by  the  Senate 

Passed  House  and 
Senate;  Act.  No. 

78 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

H-1782 

Creates  “Medical  Assistance  Authority” 
to  lend  money  to  eligible  persons  to 
pay  medical  bills 

No  position 

Remains  in  House 
Committee  on 

Health  and  Welfare 

S-1231 

Hearing  Aids 

Establishes  a Board  of  Hearing  Aid  Oppose;  Academy 

Dealers  to  license  those  who  sell  of  Ophthalmology 

hearing  aids  and  Otolaryn- 

gology prefers 
their  bill 

Remains  in  Senate 
Committee  on 

State  Government 

S-427 

Hospitals 

Would  set  up  a “Pennsylvania  Hospital 

Control  Commission”  made  up  of  three 
members  appointed  by  the  Governor  for 
terms  of  six  years 

Oppose 

Remains  in  Senate 
Committee  on 

Public  Health  and 
Welfare 

H-600 

“The  Pennsylvania  Health  Agency  Act” 

— would  set  up  a “Pennsylvania 

Health  Agency”  which  is  broken  down 
into  five  additional  boards,  i.e., 

“Hospital  Control  Board”,  “Health 

Services  Control  Board”,  etc. 

Oppose 

Remains  in  House 
Committee  on 
Consumer  Protection 

S-1312 

“Pennsylvania  Health  Care  Delivery 

Systems  Act” — creates  “Health  Care 

Delivery  Council”  with  broad  powers 
chaired  by  the  Secretary  of  Health 

Oppose 

Remains  in  Senate 
Committee  on  Pub- 
lic Health  and 

Welfare 

H-1844 

Requires  all  Pennsylvania  hospitals 
to  have  uniform  accounting  and  report- 
ing of  costs  system 

Support  in 
principle 

Remains  in  House 
Committee  on 

Health  and  Welfare 

H-1861 

Require  coronary  care  units  in  hospi- 
tals to  provide  treated  patients  with 

EKG  data  and  physician  emergency 
whereabouts 

Oppose — should 
be  physicians’ 
responsibility 

Remains  in  House 
Committee  on  Health 
and  Welfare 

H-1 199 

Requires  hospitals  to  provide  patients’ 
records  to  them  on  discharge 

Oppose 

Remains  in  House 
Committee  on. 

Health  and  Welfare 

H-1858 

Would  prohibit  smoking  in  patients’ 
rooms  in  hospitals 

Oppose — as 
being  business 
of  hospital 

Defeated  in  House 
by  40  - 1 30 

H-931 

Would  abolish  State  general  hospitals 
as  such,  and  provide  for  the  community 
to  take  them  over 

Support 

Remains  in  House 
Committee  on 

Health  and  Welfare 

S-1518 

Governor’s  proposals  on  “Certificate  of 

Need”  operated  by  the  Health  Department 

Support 

Remains  in  Senate 
Committee  on 

Public  Health  and 
Welfare — hear- 
ings held;  Society 
testified 
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BiU  No. 

S-638 

H-2347 

S-1235 

S-265 

S-447 

S-528 

H-1810 

S-1668 

H-990 


Explanation 


Society’s 

Position 


Hypnotism 

Would  create  a Board  to  license  hypno-  Oppose 

tists  and  provide  for  regulations  and 
control  for  those  practicing  hypno- 
tism 

Would  prohibit  use  of  hypnotism  except  Support 

by  physicians  or  dentists 


Amends  the  “Analytical,  Biochemical, 
Biological  Laboratory  Act”;  creates 
an  advisory  committee  to  the  Health 
Department,  etc. 


Laboratories 

Support — with 
amendments  to 
eliminate  indi- 
vidual physicians’ 
labs 


Liability 

Would  relieve  physicians,  hospitals  Support 

and  their  employees  from  liability  in 
certain  cases  involving  emergency  treat- 
ment procedures  and  operations  to  minors 

Would  exempt  physicians  and  nurses  from  Support 

liability  when  participating  in  mass 
immunization  projects  approved  by  the 
Pennsylvania  Department  of  Health 


Would  amend  the  “Disease  Prevention  and  Support 

Control  Law  of  1955”  to  provide  that  any 
person  under  2 1 may  be  treated  for  vener- 
eal disease  by  a physician  without  the 
consent  of  the  minor’s  parents  for  which 
the  physician  shall  not  be  sued  or  held 
liable  for  properly  administering  appro- 
priate treatment.” 

To  protect  physicians  from  civil  lia-  Support 

bility  when  sitting  on  PSRO  committees 


Licensure 

Creates  a separate  commission  to  super-  Under  study  by 

vise  all  state  licensing  boards  Council  and 

State  Licensing 
Board 

Local  Health  Departments 

The  revised  “Local  Administration  Law”  Oppose — special 

study  done  by 
Council;  appears 
to  be  outdated  in 
lieu  of  Comprehen- 
sive Health 
Planning  activity 


Legislative  Position 


Passed  Senate  and 
House;  vetoed 
by  the  Governor 

Remains  in  House 
Committee  on 
Professional 
Licensure 

Passed  Senate; 
on  House  Calendar 


Reported  from 
Senate  Judiciary 
Committee  and 
later  recommitted 

Passed  the  Senate; 
defeated  in  House 
and  reconsidered — 
currently  in 
House  Judiciary 
Committee 

Passed  Senate  and 
House;  signed  by 
Governor.  Act  No. 
156  of  1971. 


Passed  House; 
currently  before 
Senate  Judiciary 
Committee 


On  Senate  calendar 


Referred  to  House 
Committee  on  Health 
and  Welfare 
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Society’s 

Bill  No. 

Explanation 

Position 

Legislative  Position 

Malpractice 

S-851 

An  act  relating  to  the  settlement  or 

Support  (bill 

Conference  Commit- 

release of  liability  for  personal 

amended  in  Senate 

tee  report  approved; 

injury  or  property  damage;  and  pro- 

to prohibit  attor- 

signed by  Gover- 

hibiting releases  and  solicitation  of 

neys’  contingency 

nor  - Act  No.  97 

releases  in  hospitals 

arrangements  with- 
in two  weeks  of 
accident) 

of  1972 

Medical  Care  Foundation 

S-1666 

Society-drafted  bill  under  which 

Support 

In  Senate  Committee 

Medical  Care  Foundations  could  be 
formed 

on  Corporations 

Medical  Education 

S-1210 

Requires  repayment  of  funds  by  students 

Referred  to 

Passed  Senate — 

given  to  medical  schools  on  their  be- 

“Blue Ribbon 

in  House  Educa- 

half unless  they  remain  in  the  State 

Committee” 

tion  Committee 

H-1897 

Pennsylvania  medical  schools  to  admit 

Referred  to 

Remains  in  House 

80  percent  of  Pennsylvania  residents 

“Blue  Ribbon 

Education  Commit- 

Committee” 

tee 

H-2337 

Establishes  medical  student  loan  pro- 

Referred to 

Remains  in  House 

gram  and  repayment  by  service  in  the 

“Blue  Ribbon 

Appropriations 

state 

Committee” 

Committee 

Medical  Examiner 

H-716 

Would  abolish  all  offices  of  Coroner 

Support  in 

Remains  in  House 

in  the  state  and  authorize  Department 

principle 

Committee  on  Local 

of  Health  to  divide  the  Commonwealth 
into  regions  for  the  purpose  of 
establishing  regional  centers  and 

Medical  Examiners  in  those  regions 

Government 

S-751 

An  act  relating  to  optional  plans  of 

Support  with  the 

Referred  to  Rules 

government  for  Pennsylvania  munici- 

Society’s sug- 

Committee in  the 

palities  permitting  county  government 

gested  amend- 

House 

to  move  to  Medical  Examiners 

ments  to  permit 

Medical  Examiners 

S-752 

An  act  relating  to  home  rule  charters 

Support 

Replaces  S-751; 

for  municipalities 

Now  Act  No.  62 

H-2217 

Medical  Examiners  permitted  in  second- 
class  counties  (Compliments  Act.  No.  62) 

Support 

On  House  calendar 

Medical  Practice  Act 

S-1394 

Society-drafted  “Medical  Practice  Act  of 

Support 

In  Senate  Committee 

S-1395 

1972”  and  new  Board  bill 

on  Public  Health 
and  Welfare — 
will  hold  hearing 
in  1973 

S-1350 

Add  four  “consumers”  to  the  Board  of 

Oppose 

Remains  in  Senate 

S-1486 

Medical  Education  and  Licensure 

Committee  on  State 

Government 
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Society’s 

Bill  No. 

Explanation 

Position 

Legislative  Position 

Mental  Health 

1 

S-636 

Would  give  certain  rights  to  treatment 

No  formal  action 

Referred  to  Senate 

to  mental  patients  in  mental  institu- 

taken because  of 

Committee  on 

tions,  and  set  up  hearing  mechanisms 

lack  of  informa- 

Public Health  and 

and  remedies  for  patients  in  mental 
institutions 

tion 

Welfare 

H-720 

“Right  to  Treatment  Law  of  1 97 1 ” 

Same  as  above 

Reported  to  Floor 

(Similar  to  S-636) 

by  House  Committee 
on  Health  and 

Welfare — recom- 
mitted to  Appro- 
priations 

H-72I 

“Institutional  Peonage  Abolishment  Act” 

No  formal  action 

Reported  to  Floor 

taken  because  of 

by  House  Committee 

lack  of  informa- 

on Health  and  Wel- 

tion 

fare — recommitted 

to  Appropriations 

H-1 145 

Would  repeal  the  section  of  the  “Welfare 

Oppose 

On  House  calendar 

Code”  creating  the  office  of  Commissioner 

for  six  months. 

of  Mental  Health 

then  recommitted 
to  the  Committee 
on  Health  and 

Welfare 

H-1184 

Would  amend  the  “Mental  Health  and  Mental 

Oppose 

Passed  in  the 

Retardation  Act  of  1966”  to  remove  the 

House;  Remains  in 

requirement  that  directors  of  state 

Senate  Committee 

mental  facilities  be  physicians 

on  Public  Health 
and  Welfare 

S-1177 

Amends  the  "Mental  Health  Act”  re  emer- 

Referred to 

Remains  in  Senate 

gency  commitments,  involuntary  commit- 

Penna. Psychia- 

Judiciary Commit- 

ments, etc. 

tric  Society 

tee 

Motor  Vehicles 

H-1012 

Would  amend  “The  Vehicle  Code”  requir- 

Opposed unless 

Our  amendments 

ing  physicians  to  notify  the  Secretary 

physicians  are 

added  on  the  Floor; 

when  they  gain  information  about  physi- 

given legal 

bill  passed  House; 

cal  impairment  which  would  affect 

protection 

Remains  in  Senate 

driving  ability 

Highways  Committee 

Safety  Glass  in  Doors 

S-29 

Would  require  the  use  of  safety  glazing 

Support 

Approved  by  the 

materials  in  hazardous  locations  in 

Governor  on  June  2, 

residential,  commercial,  and  public 
buildings 

1971;  Now  Act  No.  5 

School  Health 

H-1795 

Removes  requirements  for  smallpox  immuni- 

Support 

Signed  by  the 

zation  prior  to  school  entry 

Governor;  now 

Act  No.  58  of  1972 


H-1946  Would  require  children  to  be  immunized 

against  diphtheria,  tetanus  and  polio 


Support  with  amend- 
ments added  to  have 
the  Secretary  of 
Health  specify  what 
innoculations  are 
required 


Referred  to  House 
Committee  on 
Education;  bills 
reported  with  the 
suggested  amend- 
ments 
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Bill  No. 

Explanation 

Society’s 

Position 

Legislative  Position 

H-1947 

School  physicians  to  immunize  indigent 
students  with  NMR  vaccine 

Same  as  above 

Same  as  above 

H-2234 

Authorize  Secretary  of  Health  to  specify 
immunization  schedule 

Support  (but  not 
needed  if  H- 1946 
passes  in  present 
form) 

In  House  Committee 
on  Health  and 
Welfare 

H-433 

TB  Testing 

Would  amend  the  “Public  School  Code  of 

1949”  removing  x-ray  testing  for  TB 
and  permitting  tests  prescribed  by  the 

Secretary  of  Health  for  teachers,  school 
employees,  and  certain  other  persons 

Support 

Signed  by  Governor; 
now  Act  No.  47 

H-794 

Welfare  Medical  Programs 

Defines  “levels  of  care”  in  nursing  homes,  Under  study;  defer 

homes  for  the  aged  and  infirm,  and  in  action  until  fur- 
boarding homes.  The  measure  puts  back  ther  information 

into  the  Department  of  Public  Welfare  some 
of  the  “muscle”  needed  to  enforce  regula- 
tions for  boarding  facilities 

Remains  in  House 
Committee  on 

Health  and  Welfare 

H-795 

Would  amend  the  Welfare  Code  to  give  the 

Auditor  General  more  authority  in  certify- 
ing to  the  cost  of  nursing  home  care 

Under  study;  defer 
action  until  fur- 
ther information 

Remains  in  House 
Committee  on 

Health  and  Welfare 

Miscellaneous 

(These  bills  have  been  introduced  recently 
and  have  not  been  reviewed  by  the  Council 
on  Governmental  Relations) 

S-1608 

Prohibits  physicians  from  dispensing  “drugs 

or  controlled  substances” “not  in  the 

course  of  his  duties” 

In  Senate  Committee 
on  Public  Health 
and  Welfare 

H-2590 

Would  require  health  professions  licensing 
boards  to  give  credit  to  servicemen  for 
experience  gained  in  service 

In  House  Committee 
on  Professional 
Licensure 

H-2508 

Requiring  physicians  before  removing  a body 
part  to  explain  costs  and/or  alternatives 

Referred  to  House 
Committee  on  Pro- 
fessional Licen- 
sure 

H-2509 

Requiring  physicians  and  others  to  supply 
patients  with  information  about  drugs 

Referred  to  House 
Committee  on  Pro- 
fessional Licen- 
sure 

H-2510 

Requiring  physicians  to  take  courses  about 
new  drugs  before  prescribing  them 

Referred  to  House 
Committee  on  Pro- 
fessional Licen- 
sure 

H-251  1 

All  drug  advertisements  must  have  listing 
of  side  effects 

Referred  to  House 
Committee  on 

Health  and  Welfare 
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Appendix  D 

SUPPLEMENTAL  REPORT  D 

Board  of  Trustees  and  Councilors 

As  you  learned  in  reviewing  the  1972  official  reports,  the 
Board  of  Trustees  has  submitted  a report  to  the  House  (Sup- 
plemental Report  C)  on  communications,  which  recom- 
mends the  creation  of  a Division  of  Communications 
which,  in  turn,  obviates  the  need  for  the  Council  on  Public 
Service.  That  report  is  short  and  deals  just  with  the  broad 
outlines  of  the  problem. 

To  answer  such  questions  as  how  the  creation  of  a 
Division  of  Communications  would  impact  on  some  of  the 
current  programs  under  the  aegis  of  the  Council  on  Public 
Service,  I am  attaching  a more  detailed  report  on  this  sub- 
ject, which  was  presented  by  A.  Reynolds  Crane,  M.D.,  at 
the  September  30,  1972  meeting  of  the  Council  on  Public 
Service.  Dr.  Crane  is  the  Chairman  of  the  Finance  Com- 
mittee— the  group  which  originally  developed  the  recom- 
mendations concerning  communications  which  were 
adopted  by  the  Board  of  Trustees. 

I believe  you  will  find  the  report  useful  in  answering 
many  of  the  questions  which  may  occur  to  you  as  you  con- 
sider the  Board’s  recommendation. 

SUBJECT:  Long-Range  Planning 

At  the  August  9 meeting  of  the  Board  of  Trustees  and 
Councilors,  the  Finance  Committee,  in  its  responsibility  for 
long-range  planning,  RECOMMENDED  and  the  Board 
approved  the  establishment  of  a new  communications 
division  as  an  administrative  arm  supporting  all  areas  of  So- 
ciety activity.  The  Board  further  determined  to  recommend 
to  the  House  that  the  bylaws  be  amended  to  delete  the 
requirement  of  a Council  on  Public  Service. 

Background:  At  first  blush  the  above  recommendation 
may  seem  abrupt.  Obviously,  it  could  have  been  clothed  in 
dressier  verbage  and  hedged  in  numerous  ways.  Such 
courses  of  action  were  considered  by  the  Finance  Com- 
mittee and  rejected.  The  problem  of  communications  has 
reached  crises  proportions  and  a profound  change  in  Soci- 
ety policy  is  needed  now. 

It  would  be  carrying  coals  to  New  Castle  to  burden  you 
with  a lengthy  analysis  of  the  Society’s  communications 
problems.  That  the  Finance  Committee  was  able  to  recom- 
mend to  the  Board  a new  course  of  action  is  in  large  part 
due  to  the  preliminary  work  of  the  Council  on  Public  Serv- 
ice in  this  area. 

Council  on  Public  Service  Annual  Reports:  Attached  as 
Appendices  A,  B,  C and  D of  this  report  are  the  opening 
sections  to  the  annual  reports  of  the  Council  on  Public 
Service  for  the  years  1969,  1970,  1971  and  1972.  At  your 
convenience,  I urge  you  to  reread  them.  Below  I wish  to 
merely  quote  some  of  the  key  paragraphs  which  were  in- 
strumental in  influencing  the  thinking  of  the  members  of 
the  Finance  Committee. 

In  1969  you  said;  'Membership  participation  in  the  af- 
fairs of  organized  medicine  is  decreasing,  at  least  in  part 
because  of  the  ever-increasing  demand  on  the  physicians’ 
time.  Another  reason  may  be  that  the  average  member  is 
not  well  informed  about  the  activities  of  his  county,  state 
and  national  societies.  Both  areas  are  council  responsi- 
bilities and  are  among  its  most  frustrating  problems.” 


The  introductory  portion  of  the  1970  council  report  was 
particularly  germane  to  these  issues: 

“What  is  the  proper  balance  between  activities  that  will 
impress  our  members  and  activities  that  will  impress  the 
nonmember  public? 

"The  occasions  when  a particular  project  will  do  both  are 
extremely  rare.  Almost  exclusively,  the  choice  is  between  a 
membership  project’  and  a public  project.’ 

"There  is  a proper  balance  between  projects  to  generate 
the  public  support,  and  projects  to  generate  membership  sup- 
port, but  the  Council  on  Public  Service  quite  frankly  has 
sacrificed  the  latter  in  favor  of  the  former  and  now  arrives  at 
a point  where  it  is  reexamining  its  decisions  and  directions. 

"It  is  becoming  increasingly  apparent  that  a growing 
number  of  the  members  of  the  Pennsylvania  Medical  Soci- 
ety are  not  aware  of  the  council’s  activities  and  purposes. 
Members  who  are  uninformed  or  misinformed  cannot  be 
avid  supporters  and  cannot  knowingly  contribute  in  a struc- 
tured way  to  the  goals  of  the  specific  activities... 

"Funds  are  limited.  With  the  rising  costs  in  today’s 
world,  each  dollar  has  depreciated  and  accomplishes  less 
despite  a never-ending  search  for  increased  effectiveness — a 
search  that  has  paid  off  time  and  time  again  for  the  Council 
on  Public  Service.  With  a limit  on  the  funds  available  to  it,  ^ 
the  council  has  chosen  on  a number  of  occasions  to  take  \ 
funds  that  had  been  used  to  communicate  with  members 
and  use  them  to  communicate  with  the  public.  It  has  felt 
that  although  decreased  communications  with  members 
inevitably  results  in  a decrease  in  membership  support  of 
state  society  activities,  it  was  more  important  in  this  era  to 
communicate  with  nonmembers — the  public  at  large... 

"The  council  fears  that  it  rapidly  is  approaching  the  time 
when  it  must  do  one  of  two  things:  Obtain  more  funds  than 
it  now  receives  (i.e.,  a greater  share  of  the  membership  dues 
dollar)  or  divert  funds  from  projects  designed  to  influence 
the  public  and  use  them  for  membership  communications. 
There  is  a practical  limit  in  any  organization  to  the  amount 
of  funds  that  any  one  component  may  receive  in  relationship 
to  all  other  components.  The  Council  on  Public  Service  al- 
ready receives  a greater  portion  of  the  membership  dues 
dollar  than  any  of  the  other  three  administrative  councils. 
Therefore,  the  council  is  reviewing  all  of  its  projects  and  ac- 
tivities to  see  which  ones  might  be  sacrificed  to  meet  the  need 
to  increase  membership  awareness  of  what  the  Pennsylvania 
Medical  Society  is  doing  and  why  it  is  doing  it.” 

In  1971  the  council  reported  to  the  House  as  follows: 

"Every  few  days,  someone  describes  American  medicine 
as  being  at  a major  crossroads.  The  Council  on  Public  Serv- 
ice feels  that  the  description  is  all  too  often  valid. 

"The  responsibilities  of  the  Council  on  Public  Service 
certainly  are  at  a major  crossroads.  Virtually  all  of  the  ' 
council’s  responsibilities  fall  into  two  major  areas — public  ' 
relations  and  professional  relations.  In  brief,  the  situation  in 
both  areas  is  as  follows:  ...political  forces  are  leading  in  1 
shaping  a growing  dissatisfaction  with  the  cost  of  health  and  ' 
medical  care  and  with  the  entire  health  care  delivery  system  ' 
itself.  ^ 

"The  size  and  number  of  the  forces  leading  this  move-j 
ment  are  such  that  the  dollars  that  organized  medicine  can:  ^ 
bring  to  bear  in  opposition  are  but  a drop  in  the  bucket  1 
compared  to  what  is  needed.  And,  at  a time  when  our  best  H 
available  weapon  is  responsible  individual  and  group^ 
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' physician  action,  evidence  of  individual  action  is  decreasing 
and  a growing  lack  of  involvement  in  and  commitment  to 
the  organizations  of  medicine  makes  group  action  much 
more  difficult.” 

Perhaps  the  strongest  comments  to  date  of  the  council 
: occur  in  your  annual  report  of  1972: 

“What  do  I get  for  my  state  society  dues  dollars?  That’s  a 
familiar  question  to  most  of  you.  Many  members  ask  it  in 
one  way  or  another.  Those  who  have  asked  it  with  a 
willingness  to  listen  to  the  answer — some  by  spending  a day 
I at  State  Society  headquarters — have  gone  away  impressed 
, that  they  are  getting  their  money’s  worth  and  then  some. 

' “The  question  does  point  up  a very  real  problem  to  which 
solutions  must  be  found  if  medicine’s  organizations  are  to 
retain  their  effectiveness.  The  problem  is  a general  lack  of 
membership  awareness  of  a multitude  of  state  society  activi- 
, ties  carried  out  on  their  behalf. 

“It  is  a communications  problem... 

“The  council  has  attempted  to  respond  constructively. 

I For  several  years,  it  has  pointed  out  to  this  House  that 
j funds  are  not  sufficient  to  make  significant  inroads  to  both 
the  public  and  the  professional  or  membership  com- 
I munications  problems,  and  it  has  asked  for  guidance  on 
where  the  emphasis  should  be  placed.  A year  ago  in  its 
; report,  it  made  what  it  felt  was  a strong  case  for  concen- 
j trating  on  membership  communications.  The  House 
j directed  it  to  continue  to  emphasize  public  com- 
munications. 

“The  council  now  feels  that  it  is  essential  that  the  empha- 
sis be  placed  on  membership  communications  and  it  has 
' reflected  that  conviction  in  its  proposal  for  its  1973 
, budget...  The  State  Society  cannot  do  more  for  the  members 
I without  their  support  and  that  support  cannot  be  engen- 
i dered  without  sufficient  communications.  Better  mem- 
bership communications,  therefore,  becomes  a costly  but 
necessary  link  in  the  State  Society  doing  what  it  is  all 
about — serving  its  members  and  the  public  of  Pennsyl- 
vania.” 

Long-Range  Planning  Research  by  the  Board  of  Trustees: 

At  the  same  time  as  the  Council  on  Public  Service  was 
voicing  its  concern  about  the  communications  problems  of 
the  Society,  the  Board  of  Trustees  launched  its  own  research 
program  into  the  broad  area  of  long-range  planning.  This 
search  began  on  August  12,  1971  when  the  Board  held  a 
special  meeting  in  Hershey  with  professional  counsel  to  iden- 
tify the  key  long-range  problems  faced  by  the  Society. 

In  January,  the  Board  delegated  responsibility  for  long- 
range  planning  to  the  Finance  Committee.  Since  then  the 
Finance  Committee  has  held  a number  of  meetings  devoted 
solely  to  the  task  of  long-range  planning.  It  has  reviewed  the 
material  from  the  summer  meetings  of  1971  and  subsequent 
working  papers  generated  by  those  meetings. 

Attached  as  Appendix  C is  a table  showing  the  ten  top 
problems  facing  the  Society  as  they  came  out  of  the  August, 
1971  meetings.  Appendix  F gives  a detailed  analysis  of  the 
communications  problem  which  was  ranked  number  two  by 
both  the  trustees  and  the  staff. 

I think  you  will  agree  that  a substantial  base  has  been  laid 
by  both  the  Council  on  Public  Service  and  the  Board  of 
Trustees  on  which  to  recommend  sound  policy  changes  to 
the  House  of  Delegates. 

Field  Contact  Service:  The  first  result  of  the  planning 


work  of  the  Board  was  the  establishment  in  May,  of  a Field 
Contact  Service.  The  Finance  Committee  recommended 
and  the  Board  agreed  that  it  was  important  for  the  Society 
to  increase  its  contacts  with  county  societies.  This,  it  was 
felt,  could  be  done  at  a reasonably  low  cost  by  assigning 
present  staff  to  cover  county  medical  societies  on  a council- 
or district  basis.  The  service  would  rely  on  telephone  con- 
tact with  an  occasional  trip  into  the  field.  The  Board  agreed 
and  appropriated  $6,000  to  start  the  project  in  1972.  As 
you  know,  the  Field  Contact  Service  has  been  established, 
and  we  hope  at  the  time  of  annual  session  to  get  some  feed- 
back on  its  effectiveness  to  date. 

On  August  9,  the  Finance  Committee  presented  its  sec- 
ond long-range  planning  report  to  the  Board  and  again 
addressed  itself  to  the  priority  area  of  communications. 

Present  Communications  Strategy:  As  described  by  the 
Council  on  Public  Service  in  its  annual  reports,  our  vital 
audiences  can  be  defined  as:  (1)  The  general  public,  (2)  the 
membership,  and  (3)  Society  leadership. 

And,  as  has  been  stated  by  the  council,  if  we  keep  all  of 
these  audiences,  there  is  little  that  we  can  change,  because 
our  manpower  and  budget  are  optimized  to  serve  them.  Al- 
though communications  problems  with  the  public  persist, 
overriding  them  is  the  deteriorating  vitality  of  the  Society 
itself.  More  and  more,  members  are  asking  questions.  They 
reject  the  status  quo,  they  criticize  policies  and  policy 
makers  and  demand  a voice  in  the  decision  making  process. 

These  changes  force  us  to  make  a tough  decision.  Rather 
than  serve  all  our  audiences  in  a mediocre  way,  we  believe 
we  must  cut  back  our  communication  activity  to  the  general 
public  and  concentrate  on  members  and  society  leadership. 
In  so  doing,  note:  (1)  We  no  longer  enjoy  exclusivity  in  our 
radio  and  television  efforts.  The  AMA  and  many  disease- 
oriented  organizations  prepare  spot  announcements.  Even 
the  national  specialty  societies  produce  spots;  (2)  We  do  not 
have  sufficient  funds  to  dominate  or  “saturate”  the  radio- 
television media;  (3)  Health  columns  are  available  from 
other  newspaper  services;  (4)  We  have  done  an  inadequate 
job  of  communicating  with  our  members  and  our  leader- 
ship. The  Society  cannot  survive  without  the  informed  sup- 
port of  its  dues-paying  members. 

New  Strategy  of  Communications:  What  is  needed  is  a 
new  strategy  of  communications  which  can  make  organized 
medicine,  as  it  changes  and  revitalizes  itself,  known  to  the 
members  and  membership.  A new  communications  strate- 
gy, as  indicated  by  the  council,  requires  a willingness  to 
sever  cherished  plans  and  programs  in  favor  of  untried  ave- 
nues. The  risks  are  great,  but  so  are  the  opportunities. 

Building  on  the  observations  of  the  Council  on  Public 
Service  and  the  findings  of  the  Board  of  Trustees  and  the 
staff,  the  Finance  Committee  proposes  the  following  course 
of  action: 

A.  A new  set  of  vital  audiences:  (1)  Society  leadership 
(Board  of  Trustees,  county  society  officers,  members  of  the 
House  of  Delegates  and  executive  secretaries);  (2)  Society 
members:  (3)  Medical  doctors  in  Pennsylvania  who  are  not 
members  (include  students,  interns  and  residents);  (4)  The 
general  public  (when  appropriate). 

B A new  Set  of  Content  Priorities:  (1)  Receiving  top  priori- 
ty in  all  Society-written  media  must  be  Society  actions. 
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policies,  and  programs.  (2)  Deemphasis  of  staff  time  and 
media  space  devoted  to  publication  of  information  from  the 
Pennsylvania  Department  of  Health,  HEW,  and  other  gov- 
ernmental bodies,  classified  under  the  "dear  doctor”  catego- 
ry. Such  efforts  frequently  duplicate  the  work  of  other 
media.  In  the  future,  such  information  should  be  published 
only  when  the  channels  of  the  Society  are  specifically 
requested  and  required. 

C.  New  Instruments  of  Communication:  (1)  Com- 
munications instruments  should  be  crisp,  bright,  simple, 
and  brief.  For  example,  a newsletter  should  seriously  be 
considered.  Such  a newsletter  would  go  to  county  society 
officers,  the  Board,  members  of  the  House,  executive  secre- 
taries, and  a selected  list  of  other  key  society  movers.  The 
format  of  such  a newsletter  should  be  extremely  simple  so 
that  if  necessary  it  could  be  produced  and  mailed  within 
twenty-four  hours.  Its  frequency  would  depend  on  need.  (2) 
The  Journal:  An  in-depth  review  of  the  journal  and  its  ul- 
timate potential  is  necessary  before  concrete  recommen- 
dations can  be  made.  (3)  Newspapers,  Radio  and  Televi- 
sion: A new  communications  strategy  would  not  ignore 
these  media,  but  call  for  their  use  only  when  appropriate. 
Abandoned,  however,  should  be  weekly,  ongoing  programs 
and  columns. 

D.  A New  Communications  Strategy:  Our  Director  of 
Communications  must  have  the  time  to  weigh  the  news  and 
make  appropriate  work  assignments  to  his  staff.  Events  may 
call  for  a television  interview  or  a news  release,  a documen- 
tary radio  program  or  simply  an  item  in  a newsletter  or  any 
other  number  of  combinations.  The  key  is  his  freedom  and 
flexibility  to  recommend  to  the  Executive  Director  appro- 
priate options. 

E.  A New  Communications  Division:  We  are  recom- 
mending the  establishment  of  a new  communications 
division  as  an  administrative  arm,  supporting  all  areas  of 
Society  activity,  reporting  to  the  Executive  Director,  and 
taking  policy  direction  from  the  Board  of  Trustees  and  the 
Executive  Committee:  (1)  Personnel:  We  do  not  see  the 
need  for  additional  personnel.  We  believe  the  com- 
munications division  can  be  created  with  the  existing 
number  of  personnel.  (2)  Budget:  Our  rough  estimate  is  that 
no  additional  funds  are  necessary. 

F.  Possible  Reassignment  of  Council  on  Public  Service 
Programs:  (1)  Anatomical  Gift  materials — phase  out;  (2) 
Radio/TV  present  operations — as  needed  only — com- 
munications; (3)  Broadcast  liaison — communications;  (4) 
News  releases — as  needed — communications;  (5)  Press  rela- 
tions— communications;  (6)  Health  Column — phase  out; 
(7)  Service  Manual — phase  out;  (8)  Monitor — communica- 
tions; (9)  Awards — communications?  (10)  Health  Careers — 
Woman’s  Auxiliary;  (11)  Medical  Assistants — Education 
and  Science — Manpower;  (12)  Pamphlets — phase  out;  (13) 
Rural  Health  (Physician  Placement) — Education  and 
Science;  (14)  Exhibits — phase  out;  (15)  Secretary  orienta- 
tion— General  Administration;  (16)  Membership  recruit- 
ment (students,  interns  and  residents) — General  Adminis- 
tration; (17)  PR  aids  for  county  societies — phase  out;  (18) 
Film  library — phase  out;  (19)  Speakers’  Bureau — phase  out. 


G.  Council  on  Public  Service:  The  mission  of  the  Council, 
as  now  described  in  the  Bylaws,  states:  "Chapter  XIV,  Sec- 
tion 4,  Subsection  (c).  The  Council  on  Public  Service, 
which  shall  be  responsible  for  (i)  informing  the  general 
public  about  health,  hygiene,  and  the  philosophy  of  or- 
ganized scientific  medicine,  (ii)  conducting  a professional 
relations  program  to  inform  all  members  of  the  affairs  of 
organized  medicine  and  to  encourage  their  active  partici- 
pation therein,  and,  (iii)  cooperating  with  organizations 
concerned  with  rural  health;” 

Under  the  new  strategy,  the  development  of  a com- 
munications division  would  eliminate  the  need  for  the 
Council  on  Public  Service. 

Appendix  A 
1969 

Council  on  Public  Service 

The  medical  profession’s  relations  with  the  publics  in 
Pennsylvania  and  the  Pennsylvania  Medical  Society’s  rela- 
tions with  its  members  and  component  county  societies  are 
responsibilities  of  the  Council  on  Public  Service.  They  are 
just  two  of  the  responsibilities  but  they  are  awesome  ones, 
often  frustrating  ones  and  always  challenging  ones. 

As  part  of  our  relations  with  the  many  publics  in  the 
state,  we  are  charged  with  informing  them  about  health, 
hygiene  and  the  philosophy  of  organized  medicine. 

As  part  of  our  relations  with  the  profession  and  compo- 
nent societies,  we  are  to  encourage  active  participation  in 
the  affairs  of  organized  medicine  and  to  inform  them  of 
those  affairs. 

In  addition,  we  have  a specific  charge  in  the  area  of  rural 
health  where  we  are  to  work  with  groups  seeking  to  meet 
rural  medical  coverage  needs. 

Let’s  look  at  the  above  areas. 

Do  all  of  the  members  of  all  of  the  publics  look  with  love 
and  respect  upon  medical  doctors  and  their  organizations? 

Have  we  induced  every  member  of  the  publics  to  follow 
good  health  and  hygiene  practices? 

Do  all  of  our  members  know  about  all  of  the  affairs  of  or- 
ganized medicine? 

Are  all  of  our  members  active  in  the  affairs  of  organized 
medicine? 

Are  we  meeting  all  of  the  rural  medical  coverage  needs? 

Give  yourself  an  “A”  for  all  “no”  answers,  and  score  the 
Council  on  Public  Service  with  “failure”  if  you  would  judge 
its  activities  by  whether  or  not  “yes”  answers  to  the  above 
questions  have  been  achieved. 

Give  us  brilliant  saints  sworn  to  service  and  poverty  as 
physicians  and  give  us  unlimited  financial  resources  and 
“yes”  answers  still  would  not  be  possible.  The  Council  has 
been  working  with  somewhat  less  than  either  of  the  above. 
All  physicians  aren’t  saints  sworn  to  service  and  poverty 
and  the  Council’s  funds  are  limited.  The  full  Public  Service 
budget  is  about  $100,000  annually,  but  breaking  it  down 
into  its  various  components  we  find  that  our  project  or  “ac- 
tivity dollars” — the  funds  available  for  specific  programs — 
total  about  $36,000. 

We  are  proud  of  what  we  are  accomplishing  with  that 
$36,000,  especially  when  we  realize  that  the  production  of 
one  good  half  hour  television  program  would  cost  more 
than  our  total  project  budget. 

What  we  have  been  able  to  accomplish  is  based  on  the 
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firm  but  far  from  blind  belief  that  there  are  in  the  medical 
profession  more  good  men  and  women  than  there  are  in  any 
other  profession,  in  any  other  segment  of  our  population. 
Without  that  human  resource  of  goodness,  the  Council’s  ef- 
forts would  be  futile. 

A.  Reynolds  Crane,  M.D.,  of  Philadelphia,  First  District 
trustee  and  councilor,  said  in  an  overheard  conversation: 
“What  the  medical  profession  needs  is  more  physicians  who 
love  people.”  Thank  you.  Dr.  Crane.  We,  too,  feel  that 
more  physicians  who  love  people  are  needed,  that  the 
progress  of  the  Council  on  Public  Service  then  would  be 
much  greater.  But  we  are  grateful  for  the  existing  physicians 
who  love  people  because  they  have  made  progress  possible 
and  have  made  the  effort  to  achieve  it  rewarding  in  itself. 

The  progress  has  not  been  easy.  No  public  relations  effort 
will  cancel  out  the  actions  of  a physician  who  is  available  to 
his  patients  only  during  office  hours,  who  overcharges,  who 
is  caught  cheating  on  his  income  tax  or  with  one  of  the  tax- 
supported  medical  programs,  who  performs  unnecessary 
surgery  or  who  breaches  any  of  the  other  standards  that 
have  been  established  for  him  by  his  peers  or  by  the  public. 

The  Council  on  Public  Service  wishes  that  organized 
medicine  had  a bigger  disciplinary  whip  and  that  it  used  it 
more  frequently  so  that  the  profession’s  stature  and  the 
public’s  assessment  of  it  could  be  increased. 

We  wish  that  more  physicians  explained  more  to  their  pa- 
tients so  that  they  might  assist  in  health  and  hygiene  educa- 
tion. 

Medical  coverage  needs  in  some  non-urban  areas  of 
Pennsylvania  are  acute  and  will  be  at  the  crisis  stage  in 
another  four  or  five  years  if  action  is  not  taken.  If  we  do  not 
attempt  to  correct  it,  government  will — probably  by 
employing  physicians  and  placing  them  in  areas  of  need. 
Because  the  medical  society  cannot  direct  a physician  to 
practice  in  a given  area,  and  because  the  shortage  of 
physicians  will  grow  much  worse  in  the  years  ahead,  there 
seems  to  be  no  alternative  to  the  establishment  of  satellite 
screening  offices  staffed  by  physician’s  assistants.  Although 
: it  is  aware  of  all  of  the  dangers  inherent  in  such  a program, 

I the  Council,  prior  to  this  session  of  the  House  of  Delegates, 
will  be  making  a detailed  proposal  for  the  establishment  of 
such  a project  on  a trial  basis  in  several  key  areas  of  the 
state. 

Membership  participation  in  the  affairs  of  organized 
medicine  is  decreasing,  at  least  in  part  because  of  the  ever- 
increasing  demands  on  the  physician’s  time.  Another  reason 
may  be  that  the  average  member  is  not  well  informed  about 
the  activities  of  his  county,  state  and  national  societies. 
Both  areas  are  Council  responsibilities  and  are  among  its 
most  frustrating  problems. 

The  Council  can  supply  information  but  it  cannot  make 
physicians  read  it  or  listen  to  it  and  it  does  not  have  the  fi- 
nancial resources  to  establish  an  exclusive  method  of  com- 
municating  with  its  members,  such  as  a physicians’  radio  or 
i TV  network.  Incidentally,  such  a proposal  has  been 
I explored  by  the  Council  and  has  been  rejected  because  of 
. the  cost.  If  Pennsylvania  was  small  enough  to  be  served  by 
i one  station,  such  a proposal  would  be  feasible. 

Countless  ways  of  involving  members  have  been  tried. 

■ There  have  been  gains  and  losses  and  no  real  successes 
because  we  do  not  have  the  means  to  change  attitudes,  some 


of  which  are  the  products  of  medical  schools,  others  of 
which  are  the  products  of  this  era. 

Broadly  stated,  it  is  the  Council’s  objective: 

To  achieve  for  the  physician  ideal  cir- 
cumstances consistent  with  making  the 
highest  quality  medical  care  easily  avail- 
able and  desirable  to  all  persons. 

More  specifically,  it  is  our  goal  to  convey  to  the  public 
an  awareness  that  the  physician’s  concern  goes  beyond  his 
circle  of  patients  to  a concern  for  the  health  and  well-being 
of  all  persons.  This  is  a component  of  all  of  our  public  rela- 
tions projects.  It  exists  in  everything  from  a health  educa- 
tion column  to  an  awards  program,  from  a radio  show  to  a 
health  careers  recruitment  activity. 

The  “ideal  circumstances”  part  of  our  broad  objective  ob- 
viously includes  the  involvement  of  the  physician  in  the  af- 
fairs of  his  county,  state  and  national  societies  because 
progress  toward  such  an  objective  depends  on  a united  ef- 
fort as  well  as  individual  adherence  to  the  profession’s  prin- 
ciples. It  is  a part  of  all  of  our  professional  relations  proj- 
ects. 

What  the  Council  has  been  able  to  accomplish  in  all  of  its 
areas  with  a limited  budget  has  been  due  to  making  every 
dollar  do  double — and  often  triple — duty.  As  an  example, 
take  the  Council’s  weekly  radio  show.  Its  messages  are 
health,  hygiene  and  socio-economic  education.  With  the 
messages  is  an  awareness  that  physicians,  by  supporting 
such  a program,  are  demonstrating  a concern  for  all  Penn- 
sylvanians. Finally,  the  uninvolved  physician  who  hears  it 
learns  of  one  of  the  activities  of  his  State  Society  and  the 
need  for  his  support  of  that  activity.  Dues  dollars  supply 
only  a part  of  the  needed  support.  The  other  portions  are 
competence,  character  and  involvement. 

Appendix  B 
1970 

Council  on  Public  Service 

Those  charged  with  public  relations  responsibilities  for 
an  association  such  as  the  Pennsylvania  Medical  Society  are 
faced  continually  with  an  often  difficult  choice.  In 
evaluating  their  total  programs  and  activities  or  a single 
proposed  project,  the  question  usually  can  be  phrased  as 
follows: 

“What  is  the  proper  balance  between  activities  that  will 
impress  our  members  and  activities  that  will  impress  the 
non-member  public?” 

The  occasions  when  a particular  project  will  do  both  are 
extremely  rare.  Almost  exclusively,  the  choice  is  between  a 
“membership  project”  and  a “public  project.” 

There  is  a proper  balance  between  projects  to  generate 
the  public  support,  and  projects  to  generate  membership 
support,  but  the  Council  on  Public  Service  quite  frankly  has 
sacrificed  the  latter  in  favor  of  the  former  and  now  arrives 
at  a point  where  it  is  re-examining  its  decisions  and  direc- 
tions. 

It  is  becoming  increasingly  apparent  that  a growing 
number  of  the  members  of  the  Pennsylvania  Medical  Soci- 
ety are  not  aware  of  the  council’s  activities  and  purposes. 
Members  who  are  uninformed  or  misinformed  cannot  be 
avid  supporters  and  cannot  knowingly  contribute  in  a struc- 
tured way  to  the  goals  of  the  specific  activities. 
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The  difficulties  in  keeping  physicians  informed  of  Penn- 
sylvania Medical  Society  activities  is  a problem  that  has 
been  hashed  over  time  and  time  again  and  is  a problem  for 
which  there  is  no  simple,  economical  solution.  Com- 
munications encompasses  not  only  the  transmittal  of  infor- 
mation but  its  assimilation  by  the  intended  receptor.  We  at- 
tempt to  communicate  with  you,  our  members,  but  all  too 
often  we  are  not  heard  because  of  the  intense  competition 
for  your  attention  that  exists  in  today’s  world.  It  costs 
money  to  communicate  and  the  effectiveness  of  com- 
munications often  depends  on  the  amount  of  funds  avail- 
able. 

Funds  are  limited.  With  the  rising  costs  in  today’s  world, 
each  dollar  has  depreciated  and  accomplishes  less  despite  a 
never-ending  search  for  increased  effectiveness — a search 
that  has  paid  off  time  and  time  again  for  the  Council  on 
Public  Service.  With  the  limit  on  the  funds  available  to  it, 
the  council  has  chosen  on  a number  of  occasions  to  take 
funds  that  had  been  used  to  communicate  with  members 
and  used  them  to  communicate  with  the  public.  It  has  felt 
that  although  decreased  communications  with  members 
inevitably  results  in  a decrease  in  membership  support  of 
State  Society  activities,  it  was  more  important  in  this  era  to 
communicate  with  non-members — the  public  at  large.  This 
feeling  resulted  in  a decision  four  years  ago  to  discontinue 
the  Pennsylvania  Medical  Society  Newsletter  and  thus  al- 
most all  of  our  membership  communication’s  eggs  were 
placed  in  one  basket — Pennsylvania  Medicine. 

Despite  the  occasional  comments  that  one  hears,  reader- 
ship  surveys  show  that  Pennsylvania  Medicine  is  about  the 
best  read  state  medical  journal  in  the  nation  and  that  on  a 
percentage  basis,  readership  of  a given  article  or  advertise- 
ment in  our  journal  is  equal  to  such  popular  mass  publica- 
tions as  Life  magazine.  However,  all  that  means  is  that 
thirty  to  forty  percent  of  those  who  receive  Life  or  Penn- 
sylvania Medicine  read  a given  article  or  advertisement  and 
conversely,  that  means  that  from  sixty  to  seventy  percent  of 
our  members  do  not  read  and  thus  may  not  know  about  a 
particular  State  Society  activity  or  problem  if  the  descrip- 
tion appears  only  once  in  a publication. 

Pennsylvania  Medicine  is  not  a Council  on  Public  Serv- 
ice responsibility  and  this  is  not  intended  as  a plea  for 
members  to  read  Pennsylvania  Medicine  more  thoroughly. 
It  is  simply  an  analysis  of  the  reduced  membership  aware- 
ness that  has  occurred  since  the  newsletter  was  abolished 
and  since  the  competition  for  physician  attention  has 
increased. 

The  council  fears  that  it  rapidly  is  approaching  the  time 
when  it  must  do  one  of  two  things:  obtain  more  funds  than 
it  now  receives  (i.e.,  a greater  share  of  the  membership  dues 
dollar)  or  divert  funds  from  projects  designed  to  influence 
the  public  and  use  them  for  membership  communications. 
There  is  a practical  limit  in  any  organization  to  the  amount 
of  funds  that  any  one  component  may  receive  in  rela- 
tionship to  all  other  components.  The  Council  on  Public 
Service  already  receives  a greater  portion  of  the  mem- 
bership dues  dollar  than  any  of  the  other  three  administra- 
tive councils.  Therefore,  the  council  is  reviewing  all  of  its 
projects  and  activities  to  see  which  ones  might  be  sacrificed 
to  meet  the  need  to  increase  membership  awareness  of  what 
the  Pennsylvania  Medical  Society  is  doing  and  why  it  is 
doing  it. 


The  membership  complaint  heard  most  frequently  is 
expressed  somewhat  like  this:  "We’ve  got  to  get  more 
stories  favorable  to  medicine  in  the  newspapers.”  This  is 
regarded  as  public  relations.  In  reality,  this  is  publicity 
which  is  only  one  of  many  components  of  public  relations. 
Publicity  can  be  complimentary  or  critical.  The  only  ways 
in  which  it  consistently  can  be  complimentary  is  for  the 
medical  profession  to  be  infallible  or  for  it  to  be  the  owner 
of  the  media  of  communications.  Obviously,  it  is  neither. 
Thus,  today’s  publicity  all  too  frequently  is  critical  of  the 
medical  profession  because  the  profession  is  in  a position  so 
vulnerable  as  to  make  it  impossible  for  anything  other  than 
a financially  prohibitive  massive  public  relations  program 
to  be  very  effective.  Components  by  which  the  public 
measures  our  relations  are  not  difficult  to  list.  They  are  the 
cost,  availability  and  quality  of  medical  and  health  care  and 
the  first  two  components — the  ones  that  are  most  important 
in  the  public  mind — will  continue  to  move  for  at  least  sev- 
eral years  in  (to  the  public)  the  wrong  direction. 

There  is  economic  resentment  of  the  physician  and  no 
amount  of  comparisons  with  the  comparable  hourly  and 
overtime  rates  of  plumbers,  electricians,  crane  operators  or 
bricklayers  is  going  to  change  that.  As  proof,  may  we  point 
to  the  economic  resentment  that  all  too  frequently  exists 
within  the  medical  profession  itself — the  physician  who 
makes  $30,000  annually  and  resents  the  physician  who 
makes  $45,000  annually  who,  in  turn,  resents  the  colleague 
who  has  a $60,000  income,  etc.  The  human  nature  that 
brings  this  about  defies  change  in  either  the  public  or  the 
profession. 

Considering  human  nature,  the  direction  of  today’s  social 
philosophy  and  the  limited  funds  available,  the  Council  on 
Public  Service  can  do  little  more  than  fight  a rear  guard  ac- 
tion that  is  designed  to  give  medicine  a voice  in  the  third- 
party  decisions  affecting  it.  Although  it  may  be  necessary, 
the  council  feels  that  it  will  be  unfortunate  if  it  must 
decrease  this  action  in  order  to  improve  communications 
with  State  Society  members. 

Appendix  C 
1971 

Council  on  Public  Service 

Every  few  days,  someone  describes  American  medicine 
as  being  at  a major  crossroads.  The  Council  on  Public  Serv- 
ice feels  that  the  description  is  all  too  often  all  too  valid. 

The  responsibilities  of  the  Council  on  Public  Service  cer- 
tainly are  at  a major  crossroads.  Virtually  all  of  the 
council’s  responsibilities  fall  in  two  major  areas — public 
relations  and  professional  relations.  In  brief,  the  situation  in 
both  areas  is  as  follows: 

The  esteem  in  which  "my  physician”  is  held  remains  ex- 
tremely high  in  comparison  to  that  afforded  other  profes- 
sions but,  although  it  retains  its  relative  position,  there  are 
indications  that  its  general  level  is  less  than  even  a few  years 
ago.  In  addition,  actions  and  attitudes  that  tend  to  depress  it 
even  further  are  growing  in  volume  and  intensity.  This 
growth  is  the  result  of  many  factors  that  include  general 
social  ones  as  well  as  some  that  are  peculiar  to  or 
emphasized  in  the  medical  profession  itself.  Political  forces 
are  leading  and  shaping  a growing  public  dissatisfaction 
with  the  cost  of  health  and  medical  care  and  with  the  entire 
health  care  delivery  system  itself. 
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The  size  and  number  of  the  forces  leading  this  movement 
are  such  that  the  dollars  that  organized  medicine  can  bring 
to  bear  in  opposition  are  but  a drop  in  the  bucket  compared 
to  what  is  needed.  And,  at  a time  when  our  best  available 
weapon  is  responsible  individual  and  group  physician  ac- 
‘ tion,  evidence  of  individual  action  is  decreasing  and  a 
growing  lack  of  involvement  in  and  commitment  to  the  or- 
ganizations of  medicine-makes  group  action  much  more  dif- 
ficult. 

Today’s  physicians  individually  and  collectively  are  not 
i demonstrating  the  same  degree  of  patient  rapport  and  con- 
I cern  that  allowed  them  to  ascend  in  public  esteem  and  con- 
r fidence.  As  patient  pressures  increase  the  demands  on  their 
i time,  physicians  give  more  of  the  science  and  less  of  the  art 
' of  medicine  to  their  patients.  To  a far  greater  degree,  it  is 
the  art  of  medicine  that  produces  patient  rapport.  Although 
concern  for  the  individual  undoubtedly  exists  in  the  medical 
profession  to  a degree  greater  than  any  other  profession,  it 
still  is  slipping  and  the  descent  is  adding  to  attitudes  that  are 
not  in  the  best  interest  of  either  the  public  or  the  profession. 
The  change  in  physician  practices  and  attitudes  undoubted- 
ly is  due  in  part  to  an  affluence  that  in  itself  adds  to  public 
resentment. 

Today’s  medical  school  graduate  not  only  is  a product  of 
his  times  but  he  also  in  general  is  the  product  of  a curricu- 
lum and  a medical  school  environment  which  stresses  the 
science  of  medicine,  largely  ignores  the  art  of  medicine,  and 
, degrades  the  role  of  the  primary  physician.  At  a time  when 
we  need  physicians  who  are  people  oriented,  the  pressures 
of  the  scientific  knowledge  explosion  tend  to  produce 
walking  computer  banks  of  scientific  information. 

The  more  impersonal  the  practice  of  medicine  becomes, 
the  greater  the  profession’s  public  relations  problems. 

Companion  to  these  changes  impacting  on  public  atti- 
tudes are  those  that  have  decreased  the  physician’s  commit- 
ment to  the  organizations  of  medicine.  Affluence  is  a poor 
binding  agent.  Adversity  is  a much  stronger  glue,  but  the 
adversity  that  faces  the  medical  profession  today  all  too 
often  is  regarded  as  a distant  ache  that  doesn’t  require  im- 
mediate action  rather  than  as  an  immediate,  acute  pain  that 
demands  steps  now. 

The  voice  of  the  Pennsylvania  Medical  Society  is  heard 
only  to  the  degree  that  the  members  are  willing  to  listen. 
There  seems  to  be  a growing  unwillingness  to  listen  which 
again  may  be  a product  of  affluence  and  a lack  of  recog- 
nized immediacy  to  the  problems  discussed.  This  decreased 
membership  involvement  in  and  commitment  to  both  the 
public  and  professional  interest  goals  of  the  medical  society 
makes  their  accomplishment  much  more  difficult. 

I It  is  in  this  atmosphere  that  the  Council  on  Public  Serv- 
ice attempts  with  every  means  at  its  command  to  carry  out 
its  responsibilities.  It  wishes  that  it  had  a way  to  instill  in 
each  physician  the  attitudes  and  actions  that  would  enhance 
: the  profession’s  public  relations  to  a far  greater  degree  than 
any  organizational  activity  can.  It  hopes  that  it  can  find  a 
way  to  increase  membership  involvement  even  if  the  bind- 
ing force  is  economic  rather  than  altruistic.  To  this  end,  it  is 
exploring  projects  of  direct  service  to  members  that  would 
make  medical  society  membership  economically  advan- 
tageous. Through  more  direct  membership  benefits  such  as 
the  State  Society  malpractice  insurance  program,  the 
council  hopes  it  can  achieve  the  membership  involvement 


that  will  allow  it  to  communicate  the  need  for  individual 
and  group  action  essential  to  individual  and  group  survival 
of  the  ideals  upon  which  progress  must  be  based. 

Along  with  a dismay  over  what  needs  to  be  done,  the 
council  is  proud  of  what  it  has  been  able  to  do  despite  the 
budget  restrictions  that  inflation  has  brought. 

Appendix  D 
1972  Annual  Report 
Council  on  Public  Service 

“What  do  I get  for  my  State  Society  dues  dollars?” 

That’s  a familiar  question  to  most  of  you.  Many  members 
ask  it  in  one  way  or  another.  Those  who  have  asked  it  with 
a willingness  to  listen  to  the  answer — some  by  spending  a 
day  at  the  State  Society  headquarters — have  gone  away 
impressed  that  they  are  getting  their  money’s  worth,  and 
then  some. 

The  question  does  point  up  a very  real  problem  to  which 
solutions  must  be  found  if  medicine’s  organizations  are  to 
retain  their  effectiveness.  The  problem  is  a general  lack  of 
membership  awareness  of  the  multitude  of  State  Society  ac- 
tivities carried  out  on  their  behalf. 

It  is  a communications  problem. 

Communications — both  with  the  public  and  with  the 
medical  profession  in  the  state — are  a responsibility  of  the 
Council  on  Public  Service.  It  is  a responsibility  that  is  felt 
very  keenly  by  the  Council  because  of  the  magnitude  of  the 
problem  it  represents. 

It  can  be  argued  that  every  entity  has  a communications 
problem  in  this  troubled,  swiftly  moving  era,  that  a com- 
munications problem  is  a byproduct  of  the  times.  It  can  be 
argued  that  almost  everyone  has  tried  to  find  a solution  and 
largely  has  failed.  It  can  be  argued  that  any  inroads  others 
have  made  in  the  communications  problem  have  carried  a 
price  tag  that  is  beyond  the  resources  of  the  State  Society. 
All  of  the  arguments  are  correct,  but  the  arguments  can  be 
either  an  excuse  for  inaction  or  a boiling  impetus  for  efforts 
to  do  something  about  it. 

The  Council  has  attempted  to  respond  constructively. 
For  several  years,  it  has  pointed  out  to  this  House  that 
funds  are  not  sufficient  to  make  significant  inroads  in  both 
the  public  and  the  professional  or  membership  com- 
munications problems  and  it  has  asked  for  guidance  on 
where  the  emphasis  should  be  placed.  A year  ago  in  its 
report,  it  made  what  it  felt  was  a strong  case  for  concen- 
trating on  membership  communications.  The  House 
directed  it  to  continue  to  emphasize  public  com- 
munications. 

The  Council  now  feels  that  it  is  essential  that  the  empha- 
sis be  placed  on  membership  communications  and  it  has 
reflected  that  conviction  in  its  proposal  for  its  1973  budget. 

The  membership  communications  problem  is  not  even  a 
simple  one  to  define.  Remember  that  communications  in- 
volves the  transmission  of  information  that  is  received  and 
understood. 

The  State  Society  has  been  transmitting  information  in 
largely  traditional  ways — in  Pennsylvania  Medicine,  in 
items  for  county  society  publications,  in  letters  to  county 
society  officers,  in  officer  and  staff  presentations  at  county 
society  meetings,  in  meetings  such  as  this  House  and  the  an- 
nual Officers’  Conference  and  in  councilor  districts,  in  one- 
to-one  meetings  when  possible,  in  the  mass  media  of  com- 
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munication.  These  tried  and  proven  ways  once  were  fairly 
effective  but  with  the  passage  of  time,  fewer  and  fewer  of 
our  members  have  been  receiving  and  understanding  the  in- 
formation. 

Reasons  for  the  decreased  reception  and  understanding 
largely  are  obvious.  The  physician’s  w'ork  load  has  been  in- 
creasing, leaving  less  and  less  “spare  time”  for  keeping  in- 
formed in  the  socioeconomics  of  medicine.  As  the  “spare 
time”  has  decreased,  the  attempts  to  capture  a share  of  it 
have  increased  in  almost  geometric  proportions.  The  State 
Society  becomes  but  one  voice  in  the  ever  rising  clamor  for 
attention  that  surrounds  the  physician  on  all  sides — in  the 
mail  that  he  receives,  in  the  increasing  number  of  electronic 
communications,  in  the  growing  number  of  meetings  that 
beckon  him  as  a participant  with  increasing  frequency.  The 
voices  that  the  physician  has  been  choosing  to  listen  to  have 
not  been  those  of  the  State  Society. 

At  the  end  of  a long  day  or  of  a busy  week,  the  physician 
understandably  often  chooses  to  listen  to  voices  that 
provide  an  escape  from  the  troubles  of  medical  practice. 
Then,  too,  some  of  the  voices  that  compete  with  State  Soci- 
ety communications  are  exceptionally  sophisticated  ones 
that  profit-making  organizations  can  afford  but  which  are 
beyond  the  financial  capability  of  the  State  Society. 

With  some  irony,  it  is  the  physician  who  has  chosen  not 
to  read  or  listen  to  State  Society  communications  attempts 


who  asks,  “What  do  I get  for  my  dues  dollars?” 

Virtually  without  exception,  the  questions  that  our 
members  ask  have  been  answered  in  one  or  several  of  the  I 
State  Society  communications  media  but  an  unread  or  ; 
unheard  answer  does  not  communicate. 

It  can  be  aruged  that  members  of  the  State  Society  have  ^ 
an  obligation  to  take  the  time  to  be  informed  about  the  ac-  . 
tivities  of  organized  medicine  but  it  is  an  obligation  that . 
many  members  do  not  feel  strongly  enough  to  do  anything  i 
about.  At  a time  when  they  would  have  their  State  Society 
do  more  for  them,  it  is  unfortunate  that  funds  must  be 
diverted  from  doing  more  for  them  to  communicating  more 
with  them. 

The  State  Society  cannot  do  more  for  the  members 
without  their  support  and  that  support  cannot  be  engen- 
dered without  sufficient  communications.  Better  mem- 
bership communications,  therefore,  becomes  a costly  but 
necessary  link  in  the  State  Society  doing  what  it  is  all 
about-'— serving  its  members  and  the  public  of  Pennsylvania. 

The  Council  wishes  it  had  a magical  way  to  insure  that 
all  physicians  would  be  what  many  of  them  are  and  ail  of 
them  should  be — concerned,  dedicated  practitioners  of  the 
art  and  science  of  medicine  and  involved,  valuable  citizens. 
Then  the  profession’s  public  relations  would  be  enhanced  to 
a degree  far  greater  than  could  be  achieved  with  any  State 
Society  program. 


Appendix  E 

PennsySwania  [Vledical  Society  Long-Range  Planning  Project 

The  following  unsatisfactory  conditions  were  report.  The  arrows  show  the  relationships  Detween  sim- 
defined,  ranked  and  listed  here  in  the  order  of  their  im-  ilar  stems, 
portance.  Only  the  top  ten  conditions  are  treated  in  this 


Minutes  of  Staff  input  Meeting 
August  5, 1971 


Minutes  of  Trustees’  Input  Meeting 
August  12, 1971 




1 .  Lack  of  Funds  1 . Lack  of  Member  Interest  (ATROPHY) 


2.  Inefficient  Communications 


2.  Difficulty  in  Communicating  with  Members 


3.  Obsolete  Or|an!zational  Structure 

4.  Staff  becoming  Obsolete  -*• — — — — 

5.  Doctors  are  lecoming  Obsolete-*- — — — — 

^6.  PMS  needs  More  Active  Support  of  Members  (AT- 
ROPHY) 

7.  Members  Restive  about  effectiveness  of  PMS 
(IMAGE)  — 


3.  Low  Public  Opinion  of  Organized  Medicine  (IMAGE) 

4.  Failure  to  Cope  with^Change  (OBSOLESCENCE) 

5.  Obsolescence  of  PMS  Bureaucracy 

6.  Interest  of  Organized  Medicine  in  Health  of  Public 
Misunderstood.  (IMAGE) 

7.  Low  Esteem  of  lome  Physicians  for  Organized 
Medicine  (IMAGE) 


8.  Fragmentation  of  Organized  Medicine  8.  Failure  to  Represent  ail  Physicians  adequately  in 

I \ the  County  Structure  (FRAGMENTATION) 

9.  Insufficient  Coordination  Among  Physicians  and  Be-  \ 9.  Shortage  of  Family  Physicians 

tween  Physicians  and  other  Key  Personnel  of  Health  \ 

and  Medical  Care  Systems.  (FRAGMENTATION)  \ 

10.  insufficient  Consideration  of  New  Ethical  Questions  10.  Failure  of  Organized  Medicine  to  relate  to  Medical 

Schools.  (FRAGMENTATION) 
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Communication  Detailed  Analysis 

Staff 

2.  Inefficient  communications,  within  staff;  between 
staff  and  membership;  between  profession  and 
public. 

a.  Coordination  of  staff  activities  needs  improve- 
ment. 

b.  Current  methods  of  communicating  with  members 
too  subject  to  competition  for  doctors’  attention. 

j (Maybe  we  should  have  a radio  station 

' programmed  especially  for  physicians.) 

c.  Members  and  staff  do  not  have  enough  face-to- 
face  interaction. 

d.  Society  is  insufficiently  aware  of  what  physicians 
need,  both  as  to  information  and  as  to  media  to 
reach  them  best. 

e.  Structure  of  Society  might  no  longer  be  appropri- 
ate. 

f.  Society  communication  methods  need  reexamina- 
tion. 

Trustees 

2.  Difficulty  in  communicating  with  members. 

a.  Competition  for  reading  time. 

b.  Lack  of  paid  executives  in  county  societies. 

c.  Not  interested  in  PMS. 

d.  Faulty  structure  of  PMS. 

e.  Ineffective  use  of  communication  technology. 

f.  Lack  of  face-to-face  contact. 

g.  Failure  to  place  responsibility  for  communicating. 

Appendix  E 

Supplemental  Report  E 
Board  of  Trustees  and  Councilors 

The  Board  of  Trustees  met  in  the  afternoon  of  October 
23,  1972  and  through  the  medium  of  this  report  conveys 
several  of  its  actions  to  the  House  of  Delegates  for  its  infor- 
mation and/or  action. 

Attached  as  Appendices  A and  B to  this  report  are  two 
resolutions — the  first  a resolution  in  memory  of  Park  M. 
Horton,  M.D.,  president-elect  of  the  Pennsylvania  Medical 
I Society,  which  the  Board  of  Trustees  respectfully  requests 
the  House  of  Delegates  to  adopt.  The  Board  of  Trustees  also 
recommends  the  adoption  of  Resolution  No.  72-34  dealing 
with  the  subject  of  names  for  medical  corporations. 

Other  actions  taken  by  the  Board  of  Trustees  are  as 
follows: 

1.  Allocated  $1,000  to  the  Pennsylvania  Health  Council 
to  be  used  by  the  council  in  its  efforts  to  develop  a Com- 
mittee on  Health  Fraud.  Determined  that  at  the  end  of  the 
two-year  period  the  Society  should  evaluate  the  council’s 

’ progress  in  this  area  in  order  to  establish  the  extent  of  fu- 
ture involvement. 

2.  Approved  a recommendation  by  the  Joint  Committee 
on  Professional  Liability  that  the  Pennsylvania  Medical  So- 
ciety and  the  Pennsylvania  Bar  Association  support  a 
statewide  system  of  compulsory,  nonbinding  pre-trial 
screening  of  malpractice  cases  for  a period  of  two  years; 
after  such  time  recommendations  as  to  continuation  or 
modification  may  be  made. 

3.  Approved  a recommendation  of  the  Joint  Committee 
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on  Professional  Liability  that  county  medical  societies  make 
available  a panel  of  private,  confidential  medical  experts  for 
consultation  with  an  attorney  who  has  a malpractice  claim 
presented  to  him.  Further,  where  a county  cannot  supply 
such  a consultant,  the  Pennsylvania  Medical  Society  should 
make  one  available. 

4.  Determined  to  print  in  Pennsylvania  Medicine  an 
“open  letter”  to  the  members  from  David  S.  Masland, 
M.D.,  chairman,  Board  of  Trustees,  concerning  Insurance 
Commissioner  Denenberg,  the  Board’s  response  to  the  com- 
missioner’s “Health  Care  Delivery  System”  hearings  and  his 
attacks  on  medicine.  (This  letter  was  replaced  by  a letter  to 
Governor  Milton  J.  Shapp  from  George  P.  Rosemond, 
M.D.,  PMS  president,  pursuant  to  a special  meeting  of  the 
Board  of  T rustees.) 

5.  Instructed  the  Executive  Committee  to  meet  whenev- 
er necessary  with  Blue  Shield  officials  in  order  to  keep  the 
lines  of  communication  open  between  the  Medical  Society 
and  Blue  Shield  concerning  the  Insurance  Commissioner’s 
demands  regarding  Blue  Shield  and  other  such  urgent  sub- 
jects. 

6.  Authorized  the  development  of  further  informational 
material  on  medicine’s  viewpoint  regarding  the  Blue  Shield 
hearings,  this  material  to  be  made  available  to  members  of 
the  Pennsylvania  Medical  Society  for  distribution  to  their 
patients. 

7.  Approved  a recommendation  of  the  Council  on  Med- 
ical Service  that  the  Pennsylvania  Medical  Society  take  an 
active  interest  to  ensure  that  physicians  in  the  Common- 
wealth with  exceptionally  low  fees  are  able  to  raise  these 
fees  to  a reasonable  level  both  in  their  own  interest  and  in 
the  interest  of  stimulating  other  physicians  to  come  into  the 
area  to  practice. 

8.  Approved  a recommendation  of  the  Council  on  Med- 
ical Service  that  the  Pennsylvania  Medical  Society  protest 
to  the  Social  Security  Administration  the  discriminatory 
practice,  mandated  by  the  Medicare  requirements,  of 
limiting  payments  to  new  physicians  without  established 
profiles,  to  the  fiftieth  percentile.  Determined  to  protest  the 
additional  discriminatory  practice  of  applying  this  reim- 
bursement procedure  only  to  new  physicians  in  solo  practice, 
while  allowing  new  physicians  entering  group  practice  to  use 
profiles  established  by  the  group.  The  Board  also  determined 
to  advise  Blue  Shield  of  this  action. 

9.  Adopted  a recommendation  of  the  Council  on  Medi- 
cal Service  that  peer  review  programs  which  are  being  de- 
veloped for  use  by  the  Pennsylvania  Medical  Care  Founda- 
tion should  not  be  offered  to  the  Department  of  Public  Wel- 
fare (or  any  other  third  party)  unless  the  Medical  Assistance 
Program  meets  the  Foundation’s  requirements  for  a 
minimum  benefit  structure  claim  processing  and  peer 
review  procedures. 

10.  Endorsed  Supplemental  Report  A of  the  Council  on 
Medical  Service  concerning  the  Medical  Care  Foundation 
and  the  recommendations  contained  therein.  The  Board  of 
Trustees  respectfully  requests  the  support  of  the  House  of 
Delegates  for  activating  the  Pennsylvania  Medical  Care 
Foundation  as  outlined  in  the  report. 

1 1 . Available  upon  request. 

Appendix  F 

Woman’s  Auxiliary  to  the  Pennsylvania  Medical  Society 
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Report  of  the  President 

The  Woman’s  Auxiliary  to  the  Pennsylvania  Medical  Soci- 
ety is  grateful  for  the  opportunity  to  report  to  you  the  ac- 
complishments of  your  auxiliary  and  its  fifty-five  active  com- 
ponent auxiliaries. 

This  year  was  emphasized  as  one  of  political  education  in 
preparation  for  the  political  action  in  the  fail  of  1972.  Since 
you  were  most  enthusiastic  in  having  the  auxiliary  accentuate 
legislative  involvement.  Project  Legislation  was  formally 
launched  with  our  three  regional  workshops  held  the  last 
week  in  October.  As  county  visits  were  made,  the  president 
stressed  the  importance  of  being  well  informed  about 
proposed  legislation,  prodded  for  activism  of  the  AMA-spon- 
sored  Medicredit  Bill,  and  the  necessity  of  writing 
congressmen  and  persuading  friends  of  the  long-term  effects 
such  a bill  would  have  on  medicine.  The  annual  conference 
devoted  a session  to  "What  Women  can  Do  in  Politics,”  with 
speakers  from  AMPAC  and  both  national  political  parties. 
Members  now  have  a better  understanding  of  the  PAC  or- 
ganization and  are  aware  of  the  need  to  be  active  in  legisla- 
tive affairs.  Our  PaMPAC  membership  was  increased  by  201 
percent  and  AMPAC  by  250  poercent.  The  current  mem- 
bership is  great;  with  continued  emphasis  and  your  encour- 
agement, the  membership  could  be  ten  times  as  great  within 
the  next  few  months. 

Recognizing  that  they  must  make  more  of  a commitment 
toward  some  of  the  health  problems,  your  wives  have 
adopted  a new  image  that  stresses  community  involvement. 
This  was  evidenced  by  the  excellent  reports  received  from 
fifty-two  of  our  organized  counties.  All  women  can  respond 
to  the  personal  instinct  of  helping,  but  only  physicians’  wives 
can  represent  the  medical  profession. 

In  some  counties  focus  has  been  on  the  GEMS  program,  in 
others  it  is  improving  mental  health  facilities.  Members  are 
contributing  services,  gifts,  and  money  to  aid  other  health 
related  organizations.  They  are  assisting  the  disadvantaged 
children,  the  elderly,  the  handicapped,  and  those  who  were 
affected  by  the  recent  devastating  flood.  They  continue  to 
work  with  drug  treatment  centers,  drug  educational  pro- 
grams, venereal  disease  programs  and  those  on  ecology  as 
well  as  other  health  related  projects.  One  county  has  revised 
the  guidelines  for  their  drug  abuse  program,  updating  all 
films,  materials,  and  resources.  The  state  health  education 
chairman  has  drawn  up  guidelines  for  those  who  work  with 
the  mentally  retarded.  These  will  be  made  available  to  all 
counties.  Reports  from  two  counties  were  submitted  to  the 
Community  Volunteer  Services  Safety  Award  competition. 
One  county  sponsored  an  art  exhibit  using  the  theme;  "Com- 
munity Health  Problems  - A Child’s  Interpretation.”  More 
than  1 ,600  entries  displayed  the  children’s  awareness  of  such 
problems  as  pollution,  drug  abuse,  safety  hazards,  and  nutri- 
tion. Seminars  on  the  gifted  child,  drug  abuse,  V.D.,  ecology, 
and  health  forums  were  successful  ways  of  educating  the 
public.  Seven  of  our  members  attended  the  National  Confer- 
ence on  Health  Education  held  in  Chicago.  The  recommen- 
dations and  ideas  that  emanated  from  this  conference  could 
be  translated  into  positive  action  so  that  the  auxiliary  could 
be  the  catalyst  with  other  organizations  having  the  sole 
purpose — to  improve  the  quality  of  life. 

Many  counties  are  working  in  Health  Careers  programs 
with  school-age  children  from  junior  high  through  senior 


high  school.  In  conjunction  with  Community  Health  Week, 
successful  Health  Careers  Fairs  were  held.  With  the  assist- 
ance of  the  Auxiliary,  thirteen  additional  Careers  in  Health 
Clubs  have  been  chartered  for  a total  of  sixty-one  active  ca-  ■ 
reers  clubs.  In  addition,  there  are  eighty  other  health  related 
clubs  throughout  the  Commonwealth.  Several  counties  will 
soon  have  active  clubs  in  all  senior  high  schools,  and  others 
are  forming  clubs  in  junior  high  schools  and  have  feelers  out  il 
in  the  elementary  field.  Counties  have  made  available 
nursing  scholarships  totaling  $12,180,  nursing  loans  in  the 
amount  of  $1 1,1 12,  and  have  given  $9,560  for  medical  and  i 
allied  careers. 

Recognizing  the  need  to  present  allied  health  professions 
and  career  opportunities  for  the  non-college  student,  the  i 
school  system  of  one  county  cooperated  with  the  State  Health  | 
Careers  chairman  in  instituting  a pilot  program  for  ! 
paramedical  professions.  This  program  was  introduced 
through  guidance  counselors  of  career  occupations  rather 
than  health  careers  in  order  to  put  forth  concrete  evidence 
for  the  non-college  student  that  he  has  equal  opportunities 
entirely  as  honorable  as  a college  student.  The  personal  con- 
tact of  the  student  with  representatives  of  the  allied  health 
professions  in  panel  discussion,  an  adult  version  of  "Show 
and  Tell,”  seemed  to  be  the  best  method  to  interest  them.  The 
program  was  well  received  by  the  guidance  counselors. 
Guidelines  are  being  formulated  and  job  descriptions  are 
being  drawn  up  by  the  Health  Careers  chairman  and  will  be 
made  available  to  all  counties. 

The  State  Auxiliary  Health  Careers  Financial  Aid  Fund 
under  the  Educational  and  Scientific  Trust  of  the  Pennsyl- 
vania Medical  Society  has  grown  to  $10,929.28  toward  our 
goal  of  $ 1 5,000.00.  This  fund  will  be  made  available  to  Penn- 
sylvania students  who  need  financial  support  to  continue 
their  education  in  the  allied  health  field. 

In  addition  to  the  above  named  funds,  a total  of 
$13,299.22  has  been  contributed  by  our  counties  to  the 
American  Medical  Association’s  Education  and  Research 
Foundation,  and  $4,617.00  to  the  Pennsylvania  Medical  Be- 
nevolence Fund. 

Our  outreach  to  those  under  Internationa!  Health  Activi- 
ties continues  with  shipments  of  thousands  of  pounds  of 
pharmaceuticals  and  medical  supplies.  One  county  with  the 
assistance  of  a Girl  Scout  Troop  packed  and  shipped  300 
pounds  of  orthopedic  supplies.  Money  has  been  given  to  the 
book  project  and  to  assist  a Korean  student  who  works  with 
the  blind  in  that  country. 

Counties  continue  to  give  assistance  financially  and  offer 
opportunities  to  assist  with  auxiliary  projects  to  the 
WA/SAMA  and  I and  R Chapters.  Members  in  the  twenty- 
five  cities  which  have  accredited  teaching  facilities  for  in- 
terns and  residents  assisted  in  securing  housing  information 
as  requested. 

Membership  continues  to  be  a problem  despite  all  the  in- 
terest and  enthusiasm  displayed  as  members  share  in  our 
projects  and  programs.  Yet  membership  is  so  very  important 
since  it  is  the  source  of  ideas  and  plans  as  well  as  the  source  of 
funds  to  finance  all  activities.  Through  each  current 
member’s  pride  and  leadership  of  her  auxiliary,  it  is  hoped 
that  she  may  encourage  that  potential,  reluctant  doctor’s  wife 
to  become  a member.  Most  auxiliary  action  takes  place  at  the 
county  level,  therefore  it  is  in  the  county  auxiliary  where 
membership  must  be  meaningful  if  members  are  to  be 
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recruited  and  retained.  We  were  invited  to  send  a represent- 
ative from  our  largest  county  to  the  Big  Cities  Clinic  for 
membership  held  in  Chicago. 

The  president  and  a full  complement  of  delegates  and  al- 
ternates attended  the  annual  convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Association  in  San  Fran- 
cisco, where  we  were  honored  to  have  Mrs.  Robert  F. 
Beckley  installed  as  president.  Mrs.  Beckley  is  the  sixth  na- 
tional president  from  Pennsylvania  and  the  second  from 
Clinton  County. 

We  appreciate  the  privilege  of  representing  the  State  Aux- 
iliary at  meetings  of  the  Councils  on  Public  Service.  Govern- 
mental Relations,  and  Education  and  Science;  the  Annual 
Officers'  Conference;  and  the  PaM  PAC  Board  meetings.  The 
association  with  the  officers,  members,  and  staff  of  the  Penn- 
sylvania Medical  Society  has  been  an  inspiration  and  a help 
in  carrying  out  my  official  duties.  Our  special  thanks  goes  to 
Dr.  J.  Thomas  Millington,  chairman  of  the  Advisory  Com- 
mittee for  his  support  and  excellent  advice. 

It  would  be  impossible  to  carry  on  the  auxiliary  affairs  as 
I effectively  as  they  are  without  our  efficient  executive  ad- 
ministrator, Mrs.  Arlene  C.  Oyler.  For  her  continued  help 
and  understanding,  we  are  grateful. 

: The  5,333  auxiliary  members  from  Pennsylvania  not  only 

[ understand  the  communities  in  which  they  live,  but  are 
^ dedicated  to  serving  them  and  are  ready  to  expand  their  roles 
if  requested  by  their  medical  societies.  The  auxiliary  exhibits 
to  the  fullest  the  splendid  ability  of  physicians’  wives  with 
common  aims  and  ideals  to  join  hands  for  a united  effort  in 
support  of  you — the  members  of  the  Pennsylvania  Medical 
Society. 

Appendix  G 

Committee  to  Nominate  Delegates  and  Alternates 
to  the  American  Medical  Association 

The  Committee  to  Nominate  Delegates  and  Alternates  to 
the  American  Medical  Association  met  in  May  to  review 
the  membership  of  the  delegation.  The  American  Medical 
Association  has  informed  the  Society  that  as  of  December 
31,  1971,  there  were  10,392  active  members  of  the  AM  A 
from  Pennsylvania  and  it  was  thus  entitled  to  eleven  dele- 
gates. 

To  be  elected  for  a two-year  term  beginning  January  1, 
1973,  will  be  six  delegates  and  six  alternate  delegates  to  the 
American  Medical  Association. 

Delegates  whose  terms  expire  December  31,  1972,  are; 
William  A.  Barrett,  M.D.,  Allegheny  County;  Park  M. 
Horton,  M.D.  (Deceased);  Edmund  L.  Housel,  M.D., 
Philadelphia  County;  William  A.  Limberger,  M.D.,  Chester 
County;  William  Y.  Rial,  M.D.,  Delaware  County;  William 
B.  West,  M.D.,  Huntingdon  County. 

Alternate  delegates  whose  terms  expire  December  31, 
1972,  are;  R.  William  Alexander,  M.D.,  Berks  County; 
Jerome  Chamovitz,  M.D.,  Allegheny  County;  Leo  C.  Ed- 
dinger,  M.D.,  Lehigh  County;  Raymond  C.  Grandon, 
M.D.,  Dauphin  County;  George  A.  Rowland,  M.D., 
Columbia  County;  R.  Robert  Tyson,  M.D.,  Philadelphia 
County. 

It  was  with  deep  regret  that  we  learned  of  the  death  of 
' Park  M.  Horton,  M.D.,  Susquehanna  County,  who  very 
capably  served  with  the  delegation  for  twelve  years.  Dr. 


Horton  was  serving  as  chairman  of  the  delegation  at  the 
time  of  his  death. 

The  election  of  Russell  B.  Roth,  M.D.,  as  president-elect 
of  the  AMA  in  June,  1972,  has  created  another  vacancy  on 
the  delegation,  since  he  will  no  longer  serve  as 'delegate. 

In  accordance  with  the  charge  from  the  1971  House  of 
Delegates,  the  committee  contacted  each  component  county 
medical  society  for  recommendations  of  nominees  for  dele- 
gates and  alternates  and  was  pleased  with  the  response.  A 
total  of  twenty-nine  names  were  submitted  from  twenty-two 
counties.  Two  of  the  county  medical  societies  support  the 
incumbents  for  re-election. 

This  committee  concurs  with  the  report  of  last  year’s 
committee  that  new  delegates  be  nominated  from  the  list  of 
alternate  delegates  since  the  committee  was  informed  that 
most  alternates  attend  AMA  meetings  and  are,  therefore, 
versed  in  the  activities  of  the  delegation. 

Accordingly,  the  committee  makes  the  following  nomina- 
tions for  two-year  terms  commencing  January  1,  1973,  for 
delegates  to  succeed  themselves;  William  A.  Barrett,  M.D., 
Allegheny  County;  Edmund  L.  Housel,  M.D.,  Philadelphia 
County;  William  A.  Limberger,  M.D.,  Chester  County; 
William  Y.  Rial,  M.D.,  Delaware  County;  William  B.  West, 
M.D.,  Huntingdon  County. 

To  fill  the  unexpired  term  (December  31,  1972)  created 
by  the  death  of  Park  M.  Horton,  M.D.,  and  to  serve  as  a 
new  delegate  commencing  January  1,  1973,  the  committee 
nominates  Raymond  C.  Grandon,  M.D.,  Dauphin  County, 
currently  an  alternate. 

To  fill  the  unexpired  term  (December  31,  1973)  created 
by  the  election  of  Russell  B.  Roth,  M.D.,  as  president-elect 
of  the  American  Medical  Association,  the  Committee 
nominates  Wilbur  E.  Flannery,  M.D.,  Lawrence  County,  as 
a new  delegate. 

To  fill  the  unexpired  term  (December  31,  1973)  as  an  al- 
ternate delegate  created  by  the  elevation  of  Dr.  Flannery  to 
delegate,  the  committee  nominates  David  J.  Keck,  M.D., 
Erie  County. 

In  accordance  with  procedure  established  during  the 
1971  Annual  Business  Session  that  the  House  be  given  some 
choice  in  the  selection  of  the  delegation,  the  committee 
believes  that  such  choice  should  come  in  the  selection  of  al- 
ternate delegates  since  this  is  the  grooming  area  for  ad- 
vancement to  the  delegation.  Noting  there  are  six  positions 
open,  the  committee  makes  the  following  nine  nominations 
for  two-year  terms  commencing  January  1,  1973,  for  alter- 
nate delegates;  R.  William  Alexander,  M.D.,  Berks  County; 
Harry  V.  Armitage,  M.D.,  Delaware  County;  Jerome 
Chamovitz,  M.D.,  Allegheny  County;  Kenneth  L.  Cooper, 
M.D.,  Lycoming  County;  Raymond  R.  Curanzy,  M.D., 
Lebanon  County;  Leo  C.  Eddinger,  M.D.,  Lehigh  County; 
Robert  N.  Moyers,  M.D.,  Crawford  County;  George  A. 
Rowland,  M.D.,  Columbia  County;  R.  Robert  Tyson,  M.D., 
Philadelphia  County. 

As  mandated  by  the  1970  House  of  Delegates,  the  report 
of  this  committee  must  contain  a summary  of  the  activities 
of  each  member  of  the  delegation  whose  term  has  expired; 
including  his  age,  length  of  service  on  the  delegation,  and 
his  activities  on  the  delegation  during  the  past  year.  A simi- 
lar report  is  to  be  made  on  alternate  delegates.  A summary 
of  activities  of  new  nominees  must  also  be  indicated, 
including  age.  This  report  follows; 
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Nominations  for  two-year  terms  commencing  January  1, 
1973,  for  delegates  to  succeed  themselves; 

William  A.  Barrett,  M.D.,  Allegheny  County;  age  69. 
AMA  activities:  Alternate  delegate,  five  years;  delegate, 
four  years.  Member  of  Reference  Committee  on  Rules  and 
Regulations  in  1970;  Chairman  of  Reference  Committee  on 
Rules  and  Regulations  in  1972,  and  member  of  Special 
Committee  on  Urologic  Physician’s  Assistants  in  1972.  At- 
tendance each  year  at  the  Reference  Committee  on  Medical 
Economics  and  reporting  upon  same  to  the  Delegation;  per- 
sonal contacts  with  other  delegates  in  the  other  state  delega- 
tions regarding  reports  submitted  to  the  House,  and  can- 
didates for  the  various  elective  offices;  attendance  at  every 
meeting  of  the  House  of  Delegates  since  1960. 

Edmund  L.  Housel,  1VI.D.,  Philadelphia  County;  age  62. 
AMA  activities:  Alternate  delegate,  nine  years;  delegate, 
four  years.  Secretary  of  Pennsylvania  Delegation,  three 
years.  Attended  all  sessions. 

William  A.  Limberger,  M.D.,  Chester  County;  age  70. 
AMA  activities:  Alternate  delegate,  six  years;  delegate, 
seven  years.  Served  on  five  reference  committees,  chairman 
of  two.  Served  on  AMA  Committee  on  Health  Care  Financ- 
ing last  four  years,  and  on  Executive  Committee  of  the  con- 
ference of  presidents  and  other  officers  of  state  medical 
societies  from  1968-1972. 

William  Y.  Rial,  M.D.,  Delaware  County;  age  53.  AMA 
activities:  Alternate  delegate,  five  years;  delegate,  four 
years.  Served  on  three  reference  committees,  active  in  floor 
debates  and  sponsored  resolutions.  Served  five  years  as 
member  of  investigating  jury.  Vice-Chairman  of  AMA  sec- 
tion on  family  and  general  practice. 

William  B,  West,  M.D.,  Huntingdon  County;  age  69. 
AMA  activities:  Alternate  delegate,  three  years;  delegate, 
eleven  years.  Attended  all  sessions,  assumed  responsibilities 
of  delegation  members  who  could  not  attend  sessions. 
Member  of  various  reference  committees  throughout  the 
several  years.  Member  of  Ad  Hoc  Committee  to  Study 
Private  Practice. 

Nomination  to  fill  unexpired  term  (December  31,  1972) 
and  for  two-year  term  commencing  January  1,  1973,  for 
delegate  who  is  currently  an  alternate  delegate: 

Raymond  C.  Grandon,  M.D.,  Dauphin  County;  age  52. 
AMA  activities:  Alternate  delegate,  eight  years.  Attended 
all  meetings,  was  seated  as  delegate  one  full  session  and  for 
parts  of  two  other  sessions;  also  served  as  teller  at  one  ses- 
sion. 

Nomination  to  fill  unexpired  term  (December  31,  1973) 
for  delegate  who  is  currently  an  alternate  delegate; 

Wilbur  E.  Flannery,  M.D.,  Lawrence  County;  age  65. 
AMA  activities:  Alternate  delegate,  seven  years.  Attended 
all  but  three  sessions.  Assumed  assignments  at  each  meeting 
which  were  made  by  chairman  of  delegation  to  attend  and 
report  on  meetings  of  reference  committees.  On  six  oc- 
casions acted  as  delegate  when  either  the  regular  delegate 
could  not  attend  or  had  to  leave  the  session  before  adjourn- 
ment. Participated  in  discussions  at  reference  committee 
meetings  and  on  the  floor  of  the  House  of  Delegates  when 
acting  as  a delegate. 

Nomination  to  fill  unexpired  term  (December  31,  1973) 
for  new  alternate  delegate  (created  by  elevation  of  Dr.  Flan- 
nery to  delegate): 

David  J.  Keck,  M.D.,  Erie  County;  age  47.  Asa  member 
of  the  Erie  County  Medical  Society,  served  as  vice- 
president  and  president,  member  of  Board  of  Directors  and 
Board  of  Censors;  delegate  to  PMS  House  for  nine  years. 
Serving  as  a member  of  PMS  Board  of  Trustees  since  1969. 


Other  PMS  activities;  member  of  Committee  on  General 
Practice  1965-69;  Officers’  Conference  Committee  1966  to 
present,  serving  as  Board  representative  for  two  of  these 
years;  also  serving  as  Board  representative  to  the  Council 
on  Governmental  Relations.  Member  Benjamin  Rush  , 
Award  Committee  for  1971-72. 

Nominations  for  two-year  terms  commencing  January  1, 
1973,  for  alternate  delegates:  ; 

R.  William  Alexander,  M.D.,  Berks  County;  age  48.  : 
AMA  activities:  Alternate  delegate,  three  years.  Attended 
and  reported  on  reference  committee  action.  Presented  two  , 
resolutions  of  the  delegation  to  reference  committees  at  i 
hearings  of  these  groups.  One  resolution  was  adopted — one 
was  rejected  by  the  House.  • 

Harry  V.  Armitage,  M.D.,  Delaware  County;  age  56.  As 
a member  of  the  Delaware  County  Medical  Society  served 
as  president  in  1963;  chairman  of  directors,  1963,  and  a 
member  of  the  Board  of  Censors  1968-72.  Member  of  Com- 
mittee on  Federal  Medical  Affairs,  one  year.  Delegate  to 
PMS  House,  eleven  years.  Editor  of  Bulletin  of  the  Dela- 
ware County  Medical  Society  1952-1962.  PMS  Activities: 
Commission  on  Medical  Economics,  1961-62;  member  of 
Council  on  Medical  Service,  1963  - its  chairman  1964-68; 
Medical  Care  Coordinating  Committee,  1964-65;  Com- 
mittee on  Objectives,  1964-65;  and  consultant  to  Council 
on  Medical  Service,  1968-71. 

Jerome  Cbamovitz,  M.D.,  Allegheny  County;  age  60. 
AMA  activities;  Alternate  delegate,  two  years.  Served  as  rep- 
resentative to  Reference  Committee  C (Medical  Education). 

Kenneth  L.  Cooper,  M.D.,  Lycoming  County;  age  51.  As 
a member  of  the  Lycoming  County  Medical  Society  served 
as  secretary  1966-70;  Board  of  Directors,  1972.  Delegate  to 
PMS  House,  six  years.  PMS  activities:  Served  on  Council 
on  Public  Service  six  years;  one  term  as  vice-chairman  and 
two  terms  as  chairman. 

Raymond  R.  Curanzy,  M.D.,  Lebanon  County;  age  50. 
County  medical  society  activities  included  president;  editor 
1963-68;  chairman  Board  of  Directors;  member  Board  of 
Censors,  1964-66;  delegate  to  PMS  House  five  years;  Com- 
mission on  Interprofessional  Relations,  1965;  Commission 
on  Governmental  Relations,  1967-71.  PMS  activities:  Com- 
mission on  Legislation,  1964,  and  Council  on  Govern- 
mental Relations  1965-70. 

Leo  C.  Eddinger,  M,D.,  Lehigh  County;  age  61.  AMA 
activities:  Alternate  delegate,  six  years.  Attended  and 
reported  on  reference  committee  hearings  as  assigned. 
Member  AMA  Speakers  Bureau. 

Robert  N.  Moyers,  M.D.,  Crawford  County,  age  43. 
County  medical  society  activities;  secretary-treasurer,  1965- 
67;  Board  of  Directors,  1965-69;  president,  1970;  Board  of 
Censors,  1971;  secretary,  1972;  Committee  on  Blue  Cross- 
Blue  Shield,  three  years;  Committee  on  Constitution  and 
Bylaws,  three  years;  one  year.  Committees  on  Legislation, 
Medical  Economics  and  Program.  Delegate  to  PMS  House, 
six  years.  PMS  activities;  Council  on  Public  Service,  four 
years — as  vice-chairman  for  two  of  these  years. 

George  A.  Rowland,  M.D.,  Columbia  County;  age  55. 
AMA  activities:  Alternate  delegate,  seven  years.  Served  as  a 
delegate  in  New  Orleans,  attended  all  conventions  and 
played  an  active  part  in  the  delegation  except  for  clinical 
meeting  in  1966. 

R.  Robert  Tyson,  M.D.,  Philadelphia  County;  age  52.  » 
AMA  activities:  Alternate  delegate,  three  years.  Attended  I 
reference  committee  hearings,  caucuses  of  delegation  and  i 
social  functions. 


Appendix  H 

Supplemental  Report  A 
Board  of  Trustees  and  Councilors 

Counties  bordering  the  Susquehanna  River  Basin  were 
hit  by  the  worst  flood  in  Pennsylvania  history  in  late  June. 
As  a result  of  the  flood,  the  office  was  closed  for  three  days, 
but' as  soon  as  the  office  was  again  operational,  the  Execu- 
tive Committee  held  a telephone  conference  and  determined 
that  $300,000  of  the  Contingency  Reserve  Fund  should  be 
allocated  to  provide  emergency  interest-free  loans  to  flood- 
stricken  members.  This  amount  was  later  generously 
matched  by  the  American  Medical  Association  so  that  a 
total  of  $600,000  was  available. 

' The  Executive  Committee  recognized  that  local  banks 
j and  many  branches  of  government  would  make  loans  avail- 
I able  to  flood  victims,  but  it  felt  that  the  obligation  of  the 
i Society  toward  its  members  was  to  get  them  back  into  busi- 
ness as  soon  as  possible,  especially  in  the  hardest  hit  areas, 
and  to  keep  the  red  tape  to  an  absolute  minimum.  Within 
one  week  after  the  committee’s  decision  to  set  up  the  fund, 
the  first  loan  applications  had  been  processed  and  checks 
were  on  the  way  to  the  initial  recipients.  Within  one  month 
following  the  onset  of  the  flood,  the  Society  had  already 
committed  $224,000  of  this  fund  to  stricken  members. 

Appendix  I 

Supplemental  Report  B 
Board  of  Trustees  and  Councilors 

At  its  August,  1972  meeting  the  Board  of  Trustees  took 
, action  on  a number  of  items  which  are  of  interest  to  the 
members  of  the  House  of  Delegates,  but  which  require  no 
[specific  action.  The  Board  of  Trustees  takes  this  opportuni- 
ty to  inform  the  House  of  Delegates  of  some  of  the  major 
1 actions  taken  at  that  meeting. 

1.  Referred  for  information  the  report  from  William  C. 
Ryan,  M.D.,  trustee  and  councilor.  Eleventh  District, 
dealing  with  physicians  and  the  right  of  collective  bar- 
gaining, to  the  Finance  Committee  in  its  responsibility  for 
j long-range  planning. 

2.  Allocated  $800  to  the  Council  on  Education  and 
[Science  to  review  the  CO2  program  of  Hahnemann  Medical 
'College  used  in  the  treatment  of  drug  and  alcohol  addiction. 
[The  review  is  being  undertaken  at  the  request  of  Hah- 
:nemann  Medical  College  and  the  District  Attorney’s  Office 

in  Philadelphia. 

3.  Referred  a letter  from  the  Pennsylvania  Academy  of 
'Family  Physicians  to  Dr.  Rosemond,  dated  July  12,  1972, 

to  the  Society’s  Blue  Ribbon  Panel  on  Physician  Shortage 
and  Funding  of  Medical  Education  in  Pennsylvania,  and 
endorsed  the  concept  of  additional  appropriations  by  the 
I state  legislature  to  the  medical  schools  for  family  practice 
departments  and  family  practice  postgraduate  programs. 

4.  Directed  the  Standing  Committee  on  Constitution  and 
Bylaws  to  prepare  the  necessary  amendments  to  the  bylaws 
to  change  the  title  of  the  “Executive  Director”  to  "Execu- 
tive Vice-President.” 

5.  Commended  the  executive  director  and  the 


headquarters  staff  for  development  and  administration  of 
the  Society’s  Flood  Loan  Program. 

6.  Changed  the  dates  of  the  1973  Annual  Session  at  the 
Marriott  Motor  Hotel,  Philadelphia,  from  September  19-22 
to  October  17-20. 

7.  Appointed  William  C.  Ryan,  M.D.,  trustee  and  coun- 
cilor from  the  Eleventh  District,  as  a trustee  to  the  Educa- 
tional and  Scientific  Trust  to  fill  the  vacancy  created  by  the 
death  of  Park  M.  Horton,  M.D. 

8.  Determined  not  to  complete  the  questionnaire  on  the 
subject  of  medical  ethics  and  the  disciplinary  procedures  of 
organized  medicine,  sent  to  the  Society  by  Herbert  S. 
Denenberg,  Insurance  Commissioner  of  Pennsylvania,  on 
July  14,  1972.  Authorized  the  president  to  respond  to  the 
commissioner  describing  the  Society’s  program  in  this  area 
and  citing  the  Society’s  recommendations  to  the  Shapp  ad- 
ministration to  improve  the  efficiency  of  the  peer  review 
function  through  legal  immunity  and  to  strengthen  the  dis- 
ciplinary powers  of  the  State  Board  of  Medical  Education 
and  Licensure.  Copies  of  the  president’s  letter  were  sent  to 
each  county  medical  society. 

9.  Directed  that  the  annual  Scientific  Assembly  be  coor- 
dinated with  an  annual  educational  assembly  for  physicians, 
educators,  teachers  in  the  public  vocational-technical 
schools  and  community  college  systems  and  other  organiza- 
tions that  are  involved  with  allied  professions  as  outlined  in 
the  report  of  the  Council  on  Education  and  Science  dated 
August  9,  1972. 

10.  Adopted  a Memorial  Resolution  for  Park  M.  Horton, 
M.D.,  president-elect. 

Appendix  J 

Supplemental  Report  C 
Board  of  Trustees  and  Councilors 

Perhaps  never  in  our  history  have  the  challenges  of  lead- 
ership been  greater  than  today.  The  rate  of  change  in  Amer- 
ican society  has  become  so  rapid  as  to  make  the  term 
"status  quo,”  irrelevant.  One  thing  is  clear.  Only  those  or- 
ganizations and  institutions  which  successfully  anticipate 
the  needs  of  their  members  will  survive. 

To  assure  the  continuing  relevance  of  the  Society’s  goals 
and  programs,  the  Board,  in  the  summer  of  1971,  began  a 
systematic  reexamination  of  the  Society.  On  August  12, 
1971  the  Board  held  a special  meeting  in  Hershey,  with  pro- 
fessional counsel,  to  identify  the  key  long-range  problems 
faced  by  the  Society. 

In  January,  the  Board  delegated  responsibility  for  long- 
range  planning  to  the  Finance  Committee.  Since  then  the 
Finance  Committee  has  held  a number  of  meetings  devoted 
solely  to  the  task  of  long-range  planning. 

The  first  result  of  this  planning  was  the  establishment  in 
May,  of  a field  contact  service.  The  Finance  Committee 
recommended  and  the  Board  agreed  that  it  was  important 
for  the  Society  to  increase  its  contacts  with  county  societies. 
This  could  be  done  at  a reasonably  low  cost  by  assigning 
present  staff  to  cover  county  medical  societies  on  roughly  a 
councilor  district  basis.  The  service  would  rely  on  telephone 
contact  and  trips  into  the  field.  The  Board  agreed  and  ap- 
propriated $6,000  to  start  the  project  in  1972.  As  you 
know,  the  field  contact  service  has  been  in  effect  since  late 
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summer  and  we  welcome  your  comments  as  to  its  effec- 
tiveness to  date. 

On  August  9,  the  Finance  Committee  presented  its  sec- 
ond long-range  planning  report  to  the  Board  which  again 
addresses  itself  to  the  priority  area  of  communications.  The 
Committee  took  a look  ai  the  way  the  Society  has  been  han- 
dling its  public  communications  and  made  some  major  rec- 
ommendations. 

The  Present  Communications  Strategy:  For  the  past  dec- 
ade or  so,  the  Society  has  defined  its  vital  audiences  as: 

1 . The  General  Public 

2.  The  Membership 

3.  Society  Leadership 

The  Committee  pointed  out  that  if  it  continues  to  keep 
these  audiences  there  is  little  that  can  be  changed  because 
Society  manpower  and  budget  are  optimized  to  serve  them. 
Under  the  current  strategy  there  is  a sizable  commitment  of 
manpower  and  money  in  communications  to  the  public.  But 
public  relations  problems  are  quite  different  today  from  ten 
years  ago.  Then,  the  Society  was  an  innovator  in  radio  and 
television.  Today,  the  airwaves  are  Jammed  with  messages 
from  the  AMA,  specialty  organizations,  volunteer  disease- 
oriented  societies  (e.g..  Cancer  Society)  and  even  Blue 
Cross-Blue  Sheld.  The  Society's  voice  now  is  but  one  of 
many.  Nor  does  it  have  the  financial  resources  to  dominate 
the  airwaves. 

At  the  same  time  we  have  disquieting  reports  about  the 
attitudes  of  members  towards  the  Society  itself.  We  see 
apathy  among  some,  a reluctance  upon  the  part  of  some 
young  physicians  to  join,  and  some  frustration  among  active 
members  who  feel  that  the  Society  should  do  more  for 
them.  Obviously,  there  are  areas  where  the  Society  can  do  a 
better  job.  With  limited  resources,  however,  the  Society 
should  put  its  money  into  programs  which  have  broad 
membership  backing  and  deal  with  the  top-rated  problems. 
This  won’t  satisfy  everyone  but  if  the  Society  attempts  to  be 
all  things  to  everyone,  it  seems  doomed  to  end  up  with  a 
welter  of  poorly  funded,  ineffective  programs  and  at- 
tenuated influence. 

Members  of  the  House  of  Delegates  and  those  active  in 
the  Society  in  the  main  share  that  viewpoint  and  it  is  appar- 
ent in  the  annual  reports  of  the  councils  and  committees. 
But  what  of  the  average  member?  What  does  he  know  of  the 
dramatic  changes  which  have  occurred  over  the  last  few 
years?  In  order  to  remain  effective,  the  Society  has  to  win 
his  commitment. 

What  is  needed  is  a new  strategy  of  communications 
which  can  make  organized  medicine,  as  it  changes  and  revi- 
talizes itself,  known  to  the  leadership  and  members.  A new 
communications  strategy  requires  a willingness  to  sever 
cherished  plans  and  programs  in  favor  of  untried  avenues. 
The  risks  are  great  but  so  are  the  opportunities. 

The  Finance  Committee  has  therefore  recommended  and 
the  Board  agreed  that  what  is  needed  is: 

A.  A new  set  of  vital  audiences 

1.  Society  leadership  (Board  of  Trustees,  county  soci- 
ety officers,  members  of  the  House  of  Delegates 
and  executive  secretaries) 


2.  Society  members 

3.  Medical  doctors  in  Pennsylvania  who  are  not 
members  (include  students,  interns  and  residents) 

4.  The  general  public  (as  needed) 

B.  New  set  of  content  priorities 

1.  Receiving  top  priority  in  all  Society  written  media 
must  be  Society  actions,  policies  and  programs. 

C.  A new  communications  strategy:  The  director  of 
communications  must  have  the  time  and  flexibility  to 
weigh  Society  news  and  make  appropriate  assign- 
ments to  his  staff.  Events  may  call  for  a news  release, 
a television  interview,  a radio  documentary,  a 
newsletter  or  a combination  of  these  to  name  only  a 
few.  The  key  is  time  and  flexibility  to  recommend  ap- 
propriate options  for  action  by  the  Board  of  Trustees 
and/or  the  Executive  Committee  of  the  Board, 
depending  on  the  timing. 

To  implement  this  new  communications  strategy, 
the  Board  of  Trustees  makes  the  following  recommen- 
dation: 

1.  The  establishment  of  a new  communications 
division  as  an  administrative  arm  supporting  all  , 
areas  of  Society  activity  which  would  take  its  poli- 
cy direction  from  the  Board  of  Trustees. 

The  Board  notes  that  it  will  not  be  necessary  to  hire  addi- 
tional personnel  to  staff  the  new  communications  division. 
Personnel  currently  assigned  to  the  Council  on  Public  Serv- 
ice can  be  reassigned  on  the  basis  of  need. 

In  shifting  personnel  from  the  Council  on  Public  Service 
to  the  communications  division,  it  will  be  necessary  to  shift 
a number  of  Council  activities  to  other  areas  of  the  Society 
and  to  phase  others  out.  The  Finance  Committee  has  exam- 
ined this  in  detail  and  assures  the  Board  that  these  adjust- 
ments can  be  made,  in  many  cases,  bringing  activities  into 
even  more  logical  administrative  relationships. 

D.  Council  on  Public  Service:  The  mission  of  the 
Council,  as  now  described  in  the  Bylaws,  states: 

"Chapter  XIV,  Section  4,  Subsection  c.  The 
Council  on  Public  Service,  which  shall  be  respon- 
sible for  (i)  informing  the  general  public  about 
health,  hygiene  and  the  philosophy  of  organized 
scientific  medicine,  (ii)  conducting  a professional 
relations  program  to  inform  all  members  of  the  af- 
fairs of  organized  medicine  and  to  encourage  their 
active  participation  therein,  and  (iii)  cooperating 
with  organizations  concerned  with  rural  health;” 

Under  the  new  strategy,  the  development  of  a com- 
munications division  would  eliminate  the  need  for  the 
Council  on  Public  Service. 

The  Board  therefore  recommends  that  the  Bylaws  be 

amended  to  delete  the  requirement  of  a Council  on 

Public  Service. 

The  Board,  through  the  work  of  the  Finance  Committee, 
will  continue  to  study  the  long-range  needs  of  the  Society, 
and  further  recommendations  to  the  House  will  be  forth-  / 
coming. 
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Appendix  K 

Supplemental  Report  A 
Council  on  Medical  Service 

The  following  report  related  to  the  development  of  the 
Pennsylvania  Medical  Care  Foundation  is  being  submitted 
for  the  consideration  of  the  House  of  Delegates  as  a supple- 
ment to  the  Annual  Report  of  the  Council  on  Medical  Serv- 
ice. 

PENNSYLVANIA  MEDICAL  CARE  FOUNDATION 

The  development  of  the  Pennsylvania  Medical  Care  Foun- 
dation was  initiated  as  a result  of  the  following  recommen- 
dation to  the  1969  House  of  Delgates  by  George  E.  Farrar, 
Jr.,  M.D.,  then  president  of  the  Society: 

, "I  RECOMMEND  THAT  THE  COUNCIL  ON  MEDI- 
; CAL  SERVICE  OE  THE  PENNSYLVANIA  MEDICAL 
SOCIETY  TAKE  APPROPRIATE  ACTION  TO 
PREPARE  IN  ADVANCE  EOR  ANY  SYTEM  OF  NA- 
TIONAL HEALTH  INSURANCE  SO  THAT  THE  IN- 

Iterests  of  both  patients  and  physicians 

iCAN  BEST  BE  SERVED  AND  REPORT  TO  THE 

■ HOUSE  OE  DELEGATES  IN  1970  OR  PRIOR  TO  THAT 
TIME  TO  THE  BOARD  OF  TRUSTEES  AS  IN- 

, DICATED.” 

■ The  1 969  House  of  Delegates  referred  Dr.  Earrar’s  recom- 
mendation to  the  Council  on  Medical  Service  for  further 

. study  and  consideration.  While  the  council  did  not  become 
directly  involved  in  the  various  activities  pertaining  to  na- 
rtional  health  insurance,  considerable  time  was  devoted  to 
I issues  related  to  the  financing  and  delivery  of  medical  care 
S and,  in  particular,  the  proceedings  of  the  U.S.  Senate  Einance 
! Committee  regarding  Medicare  and  Medicaid. 

I As  a result  of  the  Senate  Finance  Committee  hearings,  the 
I Professional  Standards  Review  Organization  (PSRO)  con- 
r cept,  which  is  commonly  referred  to  as  the  "Bennett  Amend- 
ment” was  developed.  The  "Bennett  Amendment,”  in  effect, 
would  turn  over  the  cost  control  responsibilities  for  both  Part 
A and  Part  B of  Medicare  and  Medicaid  to  organizations  de- 
:■  veloped  by  medical  societies  willing  to  assume  sucb  responsi- 
bility. 

In  addition  to  recognizing  the  probable  development  of 
' some  type  of  legislation  to  control  health  care  costs,  particu- 
if  larly  hospitalization  premiums,  the  council  was  also  aware 
> that  there  are  federal  subsidies  to  promote  the  development 
! of  closed  panel  group  practice  on  a more  extensive  basis  as  an 
! alternative  to  present  mechanisms  of  financing  and 
delivering  health  care. 

The  council  concluded  that,  while  the  Pennsylvania  Medi- 
cal Society  had  been  reasonably  effective  in  developing  pro- 
grams to  assure  proper  use  of  health  care  dollars,  it  was 
becoming  more  apparent  that  the  developing  problems  of  fi- 
nancing health  care  required  an  innovative  statewide  effort 
to  meet  the  challenge.  The  council  agreed  that  in  view  of  the 
increased  legislative  efforts  (at  both  state  and  national  levels) 
there  is  a greater  need  to  develop  an  effective  mechanism  by 
which  practitioners  can  collectively  influence  health  care 
planning. 

The  1 970  House  of  Delegates  concurred  with  the  council’s 
feeling  that  the  Pennsylvania  Medical  Society  must  give 
serious  consideration  to  developing  a health  care  financing 
and  delivery  mechanism  which  will  serve  as  a viable  alterna- 


tive to  present  and  proposed  methods.  As  a result  of  the 
council’s  recommendation,  the  1970  House  of  Delegates 
approved,  in  principle,  the  concept  of  a Pennsylvania  Medi- 
cal Care  Foundation  for  further  development  and  presenta- 
tion to  the  1971  House  of  Delegates. 

The  council  submitted  a detailed  report  to  the  1971  House 
of  Delegates  outlining  the  various  research  and  development 
activities  that  had  been  assigned  to  the  council’s  Medical 
Care  Appraisal  Project  (MCAP)  Committee.  After  con- 
sidering the  council’s  report  on  the  Pennsylvania  Medical 
Care  Foundation  to  the  1971  House  of  Delegates,  the  Refer- 
ence Committee  on  Medical  Service  B stated,  in  part; 

"Your  Reference  Committee  was  impressed  with  the  sig- 
nificance of  the  proposed  program  and  its  long-range 
implications.  Your  Reference  Committee  urges  the  council 
to  proceed,  without  delay,  with  the  activities  of  the  Medical 
Care  Appraisal  Project  and  the  further  development  of  the 
Pennsylvania  Medical  Care  Foundation. 

"In  conclusion,  your  Reference  Commmittee  believes  that 
the  concept  of  the  Pennsylvania  Medical  Care  Foundation  is 
indeed  sound  and  that  such  a Foundation  will  have  a salutary 
effect  upon  the  development  of  a high  quality  pluralistic 
system  of  medical  care  delivery.” 

The  1971  House  of  Delegates  adopted  the  report  of  the 
Reference  Committee  and  Supplemental  Report  B of  the 
Council  on  Medical  Service  on  the  Pennsylvania  Medical 
Care  Foundation. 

Since  the  1971  meeting  of  the  House  of  Delegates,  the 
council’s  Medical  Care  Appraisal  Project  (MCAP)  Com- 
mittee has  been  actively  pursuing  its  primary  objective  to 
design,  test,  and  implement  a self-supporting  statewide  peer 
review  system  to  provide  objective  evaluation  of  the  quality 
and  cost  of  medical  care.  The  Project’s  activities  have  been 
supported  by  cash  grants  received  from  the  Pennsylvania 
Medical  Society,  Allegheny  County  Medical  Society  Foun- 
dation, Philadelphia  County  Medical  Society,  Pennsylvania 
Osteopathic  Medical  Association,  United  States  Steel  Cor- 
poration Foundation,  Aluminum  Company  of  America, 
Jones  and  Laughlin  Steel  Corporation,  and  the  U.S.  Depart- 
ment of  Health,  Education,  and  Welfare.  In  addition,  the 
Project  has  been  granted  in-kind  contributions  by  Pennsyl- 
vania Blue  Shield,  Westinghouse  Electric  Corporation,  and 
the  Western  Pennsylvania  Regional  Medical  Program. 

The  following  sections  of  the  report  summarize  the  Medi- 
cal Care  Appraisal  Project  Committee’s  evaluation  of  the 
problem,  the  method  of  approach,  and  activities  to  date  to 
achieve  the  stated  objectives. 

STATEMENT  OF  PROBLEM 

The  public  is  very  conscious  that  the  cost  of  medical  care 
is  rising  and  is  becoming  increasingly  concerned  about  the 
quality  of  care  provided  for  the  money  spent.  While  efforts 
must  be  directed  to  implementing  effective  cost  control  pro- 
grams, it  is  equally  important  that  the  providers  of  health 
care  effectively  demonstrate  to  the  public  that  the  quality, 
necessity,  and  appropriateness  of  medical  services  meet  pro- 
fessionally developed  performance  standards. 

In  Pennsylvania,  peer  review  (quality  and  cost  appraisal) 
programs  have*  been  operating  since  1958.  The  Pennsyl- 
vania Medical  Society  has  either  sponsored  or  co-sponsored 
most  of  these  programs,  but  the  responsibility  for  develop- 
ment, coordination,  and  operation  has  been  fragmented. 
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The  effectiveness  of  the  present  peer  review  programs 
cannot  be  improved  significantly  until  they  are  integrated 
into  a comprehensive,  statewide  system.  The  development 
of  such  a system  in  a large  industrial  state  presents  many 
complex  problems  because  of  the  size  of  the  population  and 
provider  base  and  the  fact  that  various  organizations  are 
presently  performing  related  functions  independently. 

To  operate  an  effective  statewide  peer  review  system,  ii 
will  be  necessary  to  modify  certain  facets  of  existing 
systems.  For  example,  although  Pennsylvania  Blue  Shield 
processes  claims  for  physicians’ services,  its  data  processing 
system  does  not  record  the  diagnosis  for  each  claim.  The 
inclusion  of  the  diagnosis  in  the  data  processing  system, 
together  with  an  improved  procedure  terminology  code, 
would  produce  the  information  needed  for  in-depth  evalua- 
tion of  the  quality  of  care  provided,  particularly  for 
ambulatory  services.  Blue  Cross  processes  claims  for  hospi- 
tal services,  but  the  results  of  peer  review  activities  have  not 
been  thoroughly  documented  and  evaluated.  Blue  Cross 
reviews  the  necessity  for  hospitalization  after  discharge,  but 
does  not  have  a prospective  review  system  to  determine  the 
necessity  for  hospitalization  prior  to  admission.  This  can 
result  in  retroactive  denial  of  payment.  The  Hospital 
Utilization  Project  (HUP)  and  the  Professional  Activities 
Study  (PAS)  provide  in-depth  utilization  review  data  for 
hospitals  to  measure  the  necessity  for  the  length  of  stay. 
While  HUP  and  PAS  offer  services  to  support  medical 
audit  activities,  no  uniform  system  exists  for  hospital  medi- 
cal staffs  to  judge  the  quality  of  care.  (The  Hospital  Utiliza- 
tion Project  is  a non-profit  corporation  organized  by  the 
Hospital  Council  of  Western  Pennsylvania  and  the 
Allegheny  County  Medical  Society  whose  purpose  is  to 
provide  hospitals,  which  contract  for  its  services,  a compar- 
ative analysis  of  the  use  of  hospital  beds.  The  Professional 
Activities  Study  is  a similar  organization  based  in  Ann 
Arbor,  Michigan.)  Finally,  all  of  the  organizations  men- 
tioned above  operate  independently,  without  effective  coor- 
dination and  supervision  of  related  cost  and  quality  apprais- 
al functions. 

It  is  the  Project’s  objective  to  meet  the  following  needs  to 
better  serve  the  interests  of  the  public: 

• Need  for  central  responsibility  for  the  design, 
implementation,  supervision,  and  evaluation  of  a 
statewide  peer  review  system. 

• Need  for  professionally  developed  medical  care  criteria 
which  will  provide  an  objective  guide  for  measuring  the 
performance  of  physicians  as  it  relates  to  the  quality 
and  cost  of  medical  care. 

• Need  for  better  techniques  to  use  information 
generated  by  claim  review  systems  in  quality  appraisal 
and  utilization  analysis  of  patterns  of  medical  practice, 
particularly  for  ambulatory  services. 

• Need  for  a medical  management  information  system 
which  will  collect,  correlate,  and  analyze  data  generated 
by  the  various  systems  presently  operating  to  provide 
for  comprehensive,  in-depth  quality  appraisal  and 
utilization  analysis  of  patterns  of  medical  practice  and 
to  improve  health  care  forecasting  and  planning  activi- 
ties. 

• Need  for  effective  medical  audit  and  utilization  review 
programs  in  all  Pennsylvania  hospitals,  using  improved 
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hospital  medical  management  information  systems  with 
uniform  data  bases  to  allow  for  comparative  analysis  of 


performance  of  hospitals  and  physicians. 

• Need  for  prospective  review  procedures  to  provided 
better  cost  control  and  to  avoid  retroactive  denial  of- 
payment  which  places  a financial  burden  on  the  patient 
and/or  the  provider,  particularly  the  hospital. 

• Need  for  an  alternative  comprehensive  health  care  fi- 
nancing and  delivery  system  for  physicians  and  hospi- 
tals who  are  willing  to  provide  health  care  according  to  i 
established  standards  and  cooperate  in  containing 
health  care  costs  for  the  benefit  of  the  public. 

• Need  for  methods  to  assure  minimum  standards  of  per- 
formance for  all  types  of  financing  and  delivery  systems 
and  to  better  evaluate  the  effectiveness  of  care  provided  i 
by  the  various  systems. 

• Need  for  a system  to  identify  deficiencies  in  the: 
application  of  medical  knowledge  and  a system  to  cor- 
rect the  deficiencies  by  providing  appropriate  con- 
tinuing medical  education  programs. 

• Need  for  public  knowledge  and  understanding  of  peer 
review  activities  and  for  better  mechanisms  for  demon- 
strating public  accountability. 

The  Project  intends  to  develop  a system  which  will,  once 
in  operation,  provide  a practical  and  expedient  solution  to 
the  most  pressing  problems  described  above  so  the  public 
can  be  guaranteed  that: 

• Charges  for  medical  services  are  reasonable. 

• Services  provided  are  medically  necessary  and  of  high 
quality,  as  determined  by  professionally  developed  per- 
formance standards. 

• Services  which  are  medically  necessary  are  actually  t 
being  provided. 

• Definitive  steps  will  be  taken  to  improve  the  quality  of 
care  when  deficiencies  are  identified  and  to  remedy  sit- 
uations where  health  care  costs  are  determined  to  be 
unreasonable. 

• Providers  of  health  care  are  clearly  demonstrating  ac- 
countability for  their  actions. 

The  Pennsylvania  Medical  Society  has  assumed  the  re- 
sponsibility for  developing  and  implementing  a statewide 
peer  review  system  since  it  is  recognized  that  only  through 
the  involvement  of  practicing  physicians  can  the  quality  of 
medical  care  be  significantly  improved.  It  is  the  practicing 
physician  who  provides  or  prescribes  nearly  all  health  serv- 
ices and  he  can  best  monitor  the  cost  and  quality  of  such 
services  in  cooperation  with  other  health  care  providers,  all 
of  whom  must  be  accountable  to  the  public. 

METHOD  OF  APPROACH 
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The  Project  will  develop  improved  cost  and  quality  con-  icj 
trol  procedures  by  modifying  and  extending  the  present  m 
claim  review,  utilization  review,  and  medical  audit 
procedures  to  take  advantage  of  existing  resources,  avoid 
unnecessary  duplication,  and  expedite  the  achievement  of 
the  Project’s  objectives. 

The  following  sections  outline  the  steps  by  which  the  i 

Project’s  objectives  will  be  achieved:  u, 

SUPPORT,  ENDORSEMENT,  ij 

AND  COOPERATION  id 

During  the  first  year  (July  1 , 1971  - June  30,  1 972)  of  the  loi 
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Project,  extensive  efforts  gained  the  support,  endorsement, 
and  cooperation  of  the  following  organizations:  Pennsyl- 
vania Medical  Society  - Board  of  Trustees  and  House  of  Del- 
egates; county  medical  societies;  state  specialty  societies; 
Pennsylvania  Osteopathic  Medical  Association;  Blue  Shield; 
Blue  Cross;  Inter-county  Hospitalization,  Inc.;  Hospital  As- 
sociation of  Pennsylvania;  Hospital  Utlization  Project 
(HUP);  Professional  Activities  Study  (PAS);  Western  Penn- 
sylvania Regional  Medical  Program;  Western  Pennsylvania 
Comprehensive  Health  Planning  Agency;  Westinghouse 
Electric  Corporatipn;  Aluminum  Company  of  America; 
United  States  Steel  Corporation;  Jones  and  Laughlin  Steel 
Corporation;  Lehigh  University;  and  the  U.S.  Department  of 
Health,  Education,  and  Welfare. 

The  project  has  requested  the  State  Office  of  Comprehen- 
sive Health  Planning  and  the  eight  areawide  comprehensive 
health  planning  agencies,  along  with  the  three  regional  medi- 
cal programs,  to  review  and  comment  on  the  Project’s  objec- 
tives and  activities. 

On  March  8,  1972  a symposium  on  the  Pennsylvania  Med- 
ical Care  Foundation  was  held  to  explain  the  objectives  and 
activities  of  the  Project  and  the  programs  which  will  be 
implemented  by  the  Foundation  and  to  provide  an  opportu- 
nity for  public  representatives  to  discuss  the  role  of  con- 
isumers  in  the  activities  of  the  Foundation.  The  sixty-eight 
1 persons  who  attended  the  symposium,  representing  labor, 
management,  third  party  payors,  hospitals,  the  federal  gov- 
ernment, state  government,  health  planning  agencies,  con- 
|Sumer  interests,  and  organized  medicine,  felt  the  symposium 
, was  successful  in  meeting  its  objectives.  As  a follow-up  to  the 
; March  8,  1972  symposium,  a similar  meeting  was  held  on 
; August  16,  1972  to  review  drafts  of  bylaws  of  the  Pennsyl- 
vania Medical  Care  Foundation  and  administrative 
guidelines  for  the  organization  and  operation  of  regional 
divisions  of  the  Foundation.  This  meeting  was  very  helpful  in 
explaining  the  proposed  organization  and  operation  of  the 
Foundation  to  representatives  of  the  public,  labor,  industry, 
third  party  payers,  government,  hospitals,  and  health  plan- 
ning agencies. 

The  Project  has  organized  a staff  committee  to  carry  out 
in-depth  research  necessary  to  meet  the  objectives  of  the 
(Project.  The  staff  committee,  which  meets  on  a monthly 
basis,  is  composed  of:  the  chairman  of  the  MCAP  Com- 
mittee, the  MCAP  staff,  representatives  of  the  Hospital 
Utilization  Project  (HUP),  Hospital  Association  of  Pennsyl- 
iVania,  Blue  Cross  Plans,  Pennsylvania  Blue  Shield,  West- 
linghouse  Electric  Corporation,  HEW  National  Center  for 
Health  Services  Research  and  Development,  Pennsylvania 
Insurance  Department,  Western  Pennsylvania  Regional 
Medical  Program,  and  the  PMS  Council  on  Education  and 
Science.  The  Project  has  also  retained  consultants  on  medical 
sociology,  medical  audit,  and  continuing  medical  education. 

DEVELOPMENT  OF  MEDICAL  CARE 
PERFORMANCE  STANDARDS 

The  development  and  use  of  medical  care  performance 
standards  is  essential  to  the  success  of  any  peer  review  pro- 
gram. It  is  vital  that  the  medical  care  performance  stand- 
ards be  professionally  developed  by  a group  that  is  separate 
from  any  organization  which  uses  the  criteria  to  evaluate 


the  quality,  appropriateness,  and  effectiveness  of  medical 
care. 

The  Pennsylvania  Medical  Society’s  Council  on  Medical 
Service  organized  twenty-one  statewide  Specialty  Advisory 
Committees  in  1969  by  requesting  the  respective  State 
Specialty  Societies  to  nominate  six  to  eight  members  from 
different  geographic  areas  of  the  state.  The  Specialty  Advi- 
sory Committees  have  been  assigned  the  responsibility  for 
the  development  of  medical  care  criteria  for  both  inpatient 
and  ambulatory  services.  It  will  be  the  responsibility  of  the 
Advisory  Committees  to  revise  the  criteria  to  reflect  the  ex- 
perience of  their  application  and  changes  in  medical  tech- 
nology. 

The  Specialty  Advisory  Committees  have  concluded  the 
development  of  criteria  for  the  most  common  reasons  for 
admission  to  ho’spitals.  The  criteria  include:  indications  for 
admission,  hospital  services  required,  hospital  services  con- 
sistent with  diagnosis,  expected  length  of  stay,  complica- 
tions extending  length  of  stay,  and  indications  for  discharge. 

The  Specialty  Advisory  Committees  are  now  in  the 
process  of  developing  criteria  to  cover  the  most  common 
ambulatory  services,  including  outpatient  diagnostic 
procedures. 

DESIGN  AND  TESTING  OF  MEDICAL 
MANAGEMENT  INFORMATION  SYSTEM 

It  is  the  Project’s  objective  to  design  a comprehensive 
medical  management  information  system  to  collect,  corre- 
late, and  analyze  adequate  medical  data  so  that  physicians, 
hospitals,  and  peer  review  committees  can  carry  out  effec- 
tive cost  and  quality  appraisal  with  a minimal  expenditure 
of  time.  This  will  provide  a valuable  resource  for  better 
health  care  forecasting  and  planning  activities. 

The  Project  is  using  existing  resources  and  expertise  in 
developing  the  system  to  avoid  unnecessary  duplication  and 
expense  and  to  assure  better  correlation  of  the  data  flow. 
The  following  sections  outline  the  sub-systems  which  are 
being  developed  or  modified: 

Hospital  Information  Retrieval 
and  Analysis  System 

An  important  objective  is  to  develop  the  capability  to 
compare  the  performance  of  physicians  and  hospitals  for  all 
major  diagnostic  categories  developed  by  the  PMS  Specialty 
Advisory  Committees  with  respect  to  utilization  review  and 
medical  audit. 

HUP,  PAS,  and  Lehigh  University  are  cooperating  with 
the  Project  in  the  modification  of  present  systems  to 
improve  the  collection  and  analysis  of  medical  data  so  that 
the  output  will  indicate  areas  of  costly  or  potentially  poor 
quality  care  as  well  as  efficient  and  effective  care.  The  input 
document  for  the  hospital  information  retrieval  and  analysis 
system  will  be  based  on  the  medical  chart  and  completed  by 
the  hospital’s  medical  record  department.  The  data  ab- 
stracted from  the  medical  record,  such  as  length  of  stay  and 
mortality  rates,  will  be  analyzed  through  the  latest  statistical 
techniques  such  as  distributional  analysis  and  correlations 
against  other  factors  such  as  age,  various  diagnostic,  sur- 
gical and  medical  procedures,  etc.  The  pattern  of  care 
profiles  and  exception  reports  generated  will  be  presented  to 
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the  appropriate  peer  review  committees  for  evaluation  and 
recommendations  for  action  to  resolve  problem  areas. 

The  Project  has  already  initiated  the  testing  of  a revised 
hospital  information  retrieval  and  analysis  system  in  coop- 
eration with  HUP.  The  3-month  testing  project,  initiated 
May  1,  1972  in  twelve  hospitals^,has  the  dual  goal  of  deter- 
mining effective  quality  of  care  indicators  and  identifying 
which  indicators  can  most  effectively  be  used  to  select  cases 
which  require  peer  review.  (Selecting  cases  for  review 
purely  upon  length  of  stay  information  has  proved  to  be 
woefully  inadequate.  The  testing  project  is  intended  to  find 
ways  which  will  avoid  having  physicians  performing  unnec- 
essary and  unproductive  review  of  insignificant  cases.) 

All  hospitals  need  an  information  retrieval  and  analysis 
system  that  can  be  used  to  evaluate  the  hospital’s  utilization 
of  services  and  quality  of  care.  The  system  will  provide  an 
objective  basis  for  making  recommended  changes  and  will 
assist  hospitals  in  demonstrating  to  the  public  their  account- 
ability in  carrying  out  cost  and  quality  control  activities. 

Hospitals  which  elect  to  participate  in  the  Medical  Care 
Foundation  Program  will  be  required  to  participate  in 
HUP,  PAS,  or  a similar  program  which  will  provide  data 
that  meets  the  requirements  of  the  Foundation.  Of  the  ap- 
proximately 260  general  or  short-term  hospitals  in  Pennsyl- 
vania, 120  participate  in  HUP,  63  participate  in  PAS,  and 
most  of  the  others  do  not  have  a hospital  information  re- 
trieval and  analysis  system.  The  Project  plans  to  conclude 
the  final  design  and  testing  of  an  improved  hospital  infor- 
mation retrieval  and  analysis  system  so  that  it  may  be  of- 
fered to  all  Pennsylvania  hospitals  by  January,  1973. 

Hospital  Claim  Review  System 

The  five  Blue  Cross  Plans  have  agreed  to  cooperate  with 
the  Project  in  the  development  of  the  hospital  claim  review 
system  and  have  appointed  an  official  of  Blue  Cross  of 
Western  Pennsylvania  to  provide  technical  assistance  and  li- 
aison with  the  Project. 

The  information  generated  by  the  Hospital  Claim  Review 
System  will  be  used  to  evaluate  the  hospital’s  effectiveness 
in  carrying  out  pre-admission  certification  and  post-admis- 
sion recertification  procedures  and  as  a method  for 
documenting  cost  factors  related  to  hospitalization. 

The  Project,  in  cooperation  with  Blue  Cross  and  the  Hos- 
pital Association  of  Pennsylvania  (HAP),  will  develop 
procedures  to  correlate  data  collected  in  the  hospital  claim 
review  system  with  information  generated  by  other  systems. 
The  primary  changes  in  the  present  hospital  claim  review 
system  will  be  to  include  a pre-admission  certification  pro- 
gram to  develop  a procedure  for  evaluation  of  the  effec- 
tiveness of  the  pre-admission  certification  and  claim  review 
procedures. 

Ambulatory  Information  Retrieval 
and  Analysis  System 

There  has  been  very  little  research  and  development  in 
the  area  of  data  retrieval  and  analysis  of  ambulatory  (outpa- 
tient) services  normally  provided  in  a doctor’s  office,  clinic, 
or  hospital  outpatient  department.  Such  research  is  neces- 
sary to  develop  a procedure  to  measure  the  quality  of  care 
in  the  ambulatory  setting. 


The  physician’s  claim  or  request  for  payment  form  will 
be  used  as  the  input  document  for  the  ambulatory  informa- 
tion retrieval  and  analysis  system.  As  a result  of  an  in-kind  , 
contribution  from  Pennsylvania  Blue  Shield,  their  Planning 
and  Research  Division  is  cooperating  with  the  Project  in  de- 
veloping the  ambulatory  data  retrieval  and  analysis  system. 

One  of  the  objectives  in  designing  this  system  is  to  de- 
velop a procedure  for  ambulatory  medical  audit.  The  first 
step  will  be  the  development  of  ambulatory  medical  care  , 
criteria  which  will  be  carried  out  by  the  PMS  Specialty  Ad-  j 
visory  Committees  with  the  assistance  of  Blue  Shield. 

Another  Project  objective  in  designing  the  ambulatory  i 
information  retrieval  and  analysis  system  will  be  to  develop  j 
a procedure  for  prepayment  screening  of  individual  claims  | 
to  assure  that  services  provided  were  appropriate  according 
to  the  diagnosis  indicated.  In  order  to  meet  this  objective. 
Blue  Shield  is  cooperating  with  the  project  by: 

• Developing  methodology  to  integrate  the  diagnosis  into 
the  data  system. 

• Implementing  a more  sophisticated  Procedural  Termi- 
nology Code. 

• Developing  the  methodology  to  integrate  the  PMS 
ambulatory  care  criteria  care  into  a computer  screening 
program  and  into  the  procedures  of  the  manual  claimsi 
prepayment  review  system. 

The  methodology  developed  for  the  ambulatory  informa- 
tion retrieval  and  analysis  system  will  also  be  used  by  Blue 
Shield  for  processing  physicians’  claims  for  inpatient  serv- 
ices. 

The  Project  plans  to  conclude  these  developmental  activi- 
ties and  have  the  systems  tested  for  implementation  by 
January,  1973. 

System  for  Comprehensive  Correlation 
and  Analysis  of  Data 

The  development  of  a system  for  the  effective  collection, 
correlation,  and  analysis  of  data  is  basic  to  the  achievement 
of  the  Project’s  objectives.  The  collection  of  data  must  be 
relatively  simple,  inexpensive,  and  expedient  with  a 
minimum  of  harassment  to  those  from  whom  the  data  is 
being  collected.  The  correlation,  analysis,  and  use  of  the 
data  must  result  in  valid  indicators  to  appraise  the  quality  of 
care  and  measure  cost  effectiveness. 

While  the  basic  data  will  be  collected  through  the  systems 
mentioned  above,  the  correlation  and  analysis  of  the  data 
will  be  the  responsibility  of  the  Pennsylvania  Medical  Care 
Foundation.  HUP,  PAS,  Blue  Cross,  Blue  Shield,  Lehigh 
University,  and  Westinghouse  Electric  Corporation  will  as- 
sist in  developing  the  system  for  comprehensive  correlation 
and  indepth  analysis  of  data. 

DEVELOPMENT  OF  ORGANIZATIONAL 
STRUCTURE 

The  Pennsylvania  Medical  Care  Foundation  will  have  the 
central  responsibility  for  implementing  and  supervising  a 
statewide  peer  review  system  to  provide  effective  coordina- 
tion, evaluation  of  effectiveness,  and  continuing  research  tc 
improve  the  system  further.  The  Foundation  will  be  respon- 
sible for  implementing  all  peer  review  programs  developed 
by  the  Medical  Care  Appraisal  Project  through  regional 
units. 
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The  Foundation  will  operate  as  a non-profit  corporation 
under  a charter  granted  by  the  Commonwealth  of  Pennsyl- 
vania in  September,  1971.  The  Board  of  Directors  of  the 
Foundation  will  be  composed  of  a majority  of  practicing 
physicians  and  will  also  include  representatives  of  the 
public,  labor,  industry,  hospitals,  and  other  organizations  or 
individuals  with  interest  of  expertise  in  medical  care  cost 
and  quality  appraisal. 

The  attached  (Appendix  A)  draft  of  bylaws  sets  forth  the 
organizational  framework  for  the  Pennsylvania  Medical 
Care  Foundation.  This  draft  has  been  developed  in  consulta- 
tion with  county  medical  societies,  representatives  of  the 
public,  labor,  industry,  government,  health  planning 
agencies,  and  other  planning  groups. 

DEVELOPMENT  OF  OPERATIONAL  FORMAT 

The  prime  responsibility  for  operating  the  peer  review 
programs  will  be  assigned  to  local  or  regional  medical  care 
foundations.  This  arrangement  will  provide  effective  central 
supervision  by  the  Pennsylvania  Medical  Care  Foundation 
while,  at  the  same  time,  allowing  for  the  necessary  local  in- 
volvement. The  hospital  information  retrieval  and  analysis 
system,  ambulatory  information  retrieval  and  analysis 
system,  and  the  claim  review  systems  will  be  used  as  a basis 
for  a comprehensive  system  of  peer  review. 

Under  the  operational  program,  the  peer  review  services 
of  the  Foundation  will  be  offered  by  contract  to  third  party 
payors  on  a cost  basis.  Preliminary  discussions  have  been 
carried  out  with  representatives  of  Blue  Cross,  Blue  Shield, 
and  the  Pennsylvania  Department  of  Public  Welfare’s  Med- 
ical Assistance  Program.  Also,  the  Project’s  activities  have 
been  discussed  with  representatives  of  the  Social  Security 
Administration’s  Bureau  of  Health  Insurance  and  the  com- 
mercial insurance  industry.  It  appears,  at  the  present  time, 
that  the  potential  market  for  the  peer  review  services  of  the 
Foundation  would  include,  but  not  be  limited  to  the  follow- 
ing third-party  programs: 

• Blue  Cross  and  Blue  Shield  - 5.5  million  subscribers 

• Medicare  - 1.3  million  beneficiaries 

• Medicaid  - 0.9  million  beneficiaries 

• Foundation  Health  Service  Plan  (HSP) 

Third-party  payors  will  be  required  to  meet  the  Founda- 
tion’s conditions  for  participation.  These  include  a Founda- 
tion developed  minimum  benefit  package,  including 
comprehensive  benefits  for  ambulatory  services;  Founda- 
tion approved  Hospital  Information  Retrieval  and  Analysis 
System,  Ambulatory  Information  Retrieval  and  Analysis 
System,  and  Claim  Review  Systems;  and  Foundation- 
developed  peer  review  procedures. 

The  following  outlines  the  various  elements  of  the  opera- 
tional program  which  are  under  development: 

Regional  units  or  divisions  of  the  Pennsylvania  Medical 
Care  Foundation  will  be  established  to  provide  for  more  ef- 
fective administrative  controls  and  to  maximize  local  partici- 
pation. 

In  developing  the  general  framework  for  the  organization 
and  operation  of  divisions  of  the  Foundation,  the  Medical 
Care  Appraisal  Project  Committee  sponsored  the  following 
meetings: 

May  24,  1972  meeting  of  Western  Pennsylvania  PMS  - Blue 
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Cross  Regional  Steering  Committee. 

The  Regional  Steering  Committee,  which  is  composed  of 
representatives  of  all  six  PMS  councilor  districts  in  the 
Western  Pennsylvania  Blue  Cross  Service  Area  and  repre- 
sentatives of  Blue  Cross,  discussed  changes  which  would  be 
necessary  to  implement  a regional  division  of  the  Founda- 
tion in  Western  Pennsylvania.  The  Regional  Steering  Com- 
mittee recommended  that  a meeting  of  representatives  of  all 
twenty-seven  county  medical  societies  in  the  Western  Penn- 
sylvania Blue  Cross  Service  Area  be  held  to  explain  the  ob- 
jectives of  the  Medical  Care  Appraisal  Project  and  to 
discuss  the  development  of  a regional  division. 

June  7,  1972  meeting  of  representatives  of  county  medical 
societies  in  the  Western  Pennsylvania  Blue  Cross  Service 
Area. 

It  was  recommended,  at  this  meeting,  that  a meeting  of 
medical  society  officials  and  representatives  of  the  public, 
labor,  industry,  government,  hospitals,  health  planning 
agencies,  and  third  party  payors  be  arranged  to  determine 
the  interest  of  these  groups  to  participate  in  the  develop- 
ment of  a regional  division. 

June  28,  1972  meeting  of  medical  society  officials  and  rep- 
resentatives of  the  public,  labor,  industry,  government,  hos- 
pitals, health  planning  agencies,  and  third  party  payors. 

As  a result  of  this  meeting,  names  were  suggested  for 
persons  to  serve  on  a Western  Pennsyvlania  ad  hoc  com- 
mittee to  develop  the  administrative  guidelines  for  the  or- 
ganization and  operation  of  a regional  division  of  the  Foun- 
dation. 

August  2,  1972  meeting  of  Western  Pennsylvania  Ad  Hoc 
Committee  to  develop  the  administrative  gruidelines  for  the 
organization  and  operation  of  a regional  division  of  the 
Foundation. 

The  ad  hoc  committee  reviewed  a draft  of  bylaws  of  the 
Pennsylvania  Medical  Care  Foundation  and  administrative 
guidelines  for  the  organization  and  operation  of  regional 
divisions  of  the  Foundation. 

August  16,  1972  Symposium  on  the  Pennsylvania  Medical 
Care  Foundation. 

The  symposium,  held  in  the  Society’s  headquarters  build- 
ing, sponsored  by  the  Medical  Care  Appraisal  Project  Com- 
mittee, involved  representatives  of  the  public,  labor,  in- 
dustry, government,  third  party  payors,  health  planning 
agencies,  and  other  provider  groups  from  across  the  state. 
The  drafts  of  bylaws  and  administrative  guidelines  were 
again  reviewed  and  revised  and  were  subsequently 
presented  at  regional  meetings  of  county  medical  societies 
in  Central  Pennsylvania  and  Southeastern  Pennsylvania 
held  on  September  13  and  14,  respectively.  A regional 
meeting  was  not  scheduled  for  the  Northeastern  Pennsyl- 
vania region  since  development  of  the  Foundation  was  dis- 
cussed at  meetings  of  the  third,  seventh,  and  twelfth  coun- 
cilor districts  during  the  year. 

As  a result  of  all  of  these  meetings,  the  attached  (Ap- 
pendix B)  draft  of  administrative  guidelines  for  the  organi- 
zation and  operation  of  Pennsylvania  Medical  Care  Foun- 
dation regional  divisions  was  developed.  This  is  not  in- 
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tended  to  be  a final  or  rigid  document,  but  rather,  is  to  be 
used  as  a model  for  developing  the  organizational  and  oper- 
ational format  for  divisions  of  the  Foundation  which  may 
vary  from  one  division  to  another. 

Medical  Advisory  Committees  (MAC) 

Medical  Advisory  Committees  are  local  peer  review  com- 
mittees composed  of  physicians  selected  by  the  individual 
hospital  medical  staffs  in  the  area.  The  MAC  Chairmen  are 
selected  from  representatives  of  the  hospital  medical  staff 
by  the  regional  medical  care  foundation. 

The  MAC  is  responsible  for  the  review  of  the  findings  of 
individual  hospital  utilization  review  committees  to  deter- 
mine whether  the  committees  are  effectively  demonstrating 
an  ability  to  carry  out  their  responsibility  for  cost  and  quali- 
ty control. 

The  present  system  will  be  expanded  so  that  the  MACs 
will  also  be  the  primary  peer  review  groups  to  review  cases 
generated  by  the  Blue  Shield  Medical  Audit  and 
Prepayment  Screening  Systems. 

The  MAC  system  has  been  functioning  in  Western  Penn- 
sylvania since  1960  and  more  recently  in  certain  other  areas 
of  the  state.  Their  experience  will  be  very  valuable  in  the 
planning  for  extension  of  the  present  MAC  responsibilities. 

Prospective  Review  of  Hospital  Services 

An  important  objective  of  the  Project  is  to  develop  a 
procedure  for  the  pre-admission  certification  of  elective  ad- 
missions, certification  of  emergency  admissions  within 
forty-eight  hours,  and  recertification  of  all  admissions  for 
length  of  stay  as  determined  by  PMS  medical  care  criteria. 
Similar  programs  have  proved  to  be  effective  cost  con- 
trol and  quality  assurance  mechanisms  in  other  states.  For 
example,  the  Medical  Care  Foundation  of  Sacramento 
through  its  Certified  Hospital  Admission  Program  (CHAP), 
has  reduced  hospitalization  by  18  percent  to  a rate  of  580 
days  per  thousand  subscribers  enrolled  under  private  health 
insurance  programs.  The  CHAP  Program  has  reduced  the 
average  length  of  stay  for  Medicaid  recipients  from  6 to  41/2 
days  and  has  reduced  the  number  of  hospital  days  utilized 
per  thousand  Medicaid  recipients  to  576.  In  addition  to  cost 
savings,  the  troublesome  retroactive  denial  of  prepayment 
for  hospital  services  would  be  virtually  eliminated. 

Under  the  CHAP-type  program  being  developed  by  the 
Project,  hospital  utilization  review  committees  will  be 
responsible  for  monitoring  the  utilization  of  hospital  beds 
and  the  quality  of  care  provided.  They  will  approve  pre-cer- 
tification of  elective  admissions,  certification  of  emergency 
admissions  within  forty-eight  hours,  and  approve  recer- 
tification for  hospitalization  which  may  exceed  the  PMS 
medical  care  criteria. 

The  hospital  utilization  review  committees  will  be  as- 
sisted by  a Hospital  Admission  Coordinator  approved  by 
the  medical  staff,  and  a Foundation  Medical  Advisor  ap- 
pointed by  the  medical  staff. 

Each  hospital  utilization  review  committee  will  be  ac- 
countable to  the  local  Medical  Advisory  Committee  (MAC) 
for  its  activities. 

Retrospective  Review  of  Hospital  Services 


The  Foundation  will  generate  pattern  of  care  and  excep- 
tion reports  related  to  the  individual  physician  and  the  hos- 
pital medical  staff  as  a whole.  The  utilization  review  com- 
mittee will  review  and  comment  on  these  reports. 

Review  of  Ambulatory  Services 

The  MAC  system  will  have  the  primary  responsibility  for 
evaluating  exceptional  cases  and  patterns  of  care  generated 
by  the  Blue  Shield  Medical  Audit  and  Prepayment 
Screening  Systems.  In  those  instances  where  the  MAC  panel 
determines  that  a case  would  be  more  appropriately 
evaluated  by  a committee  of  specialists,  a referral  may  be 
made  to  the  appropriate  PMS  Specialty  Advisory  Com- 
mittee. 

This  system  will  have  to  be  designed  to  process  a much 
larger  volume  of  cases  than  is  presently  being  reviewed. 

The  Project  plans  to  implement  an  operational  program 
in  Western  Pennsylvania  by  January  of  1973  which  will  be 
available  to  all  third  parties  who  meet  the  Foundation’s 
conditions  of  participation.  The  Project  intends  to  have  op- 
erational programs  covering  all  areas  of  Pennsylvania  by 
the  end  of  1973. 

PLANNING  FOR  ALTERNATIVE  HEALTH  CARE 
FINANCING  AND  DELIVERY  SYSTEM 

During  the  past  two  years,  there  have  been  efforts  by  the 
Federal  Government  and  other  organizations  and  individu- 
als to  develop  the  Health  Maintenance  Organization 
(HMO)  concept  using  the  Kaiser  Permanente  Plan  as  the 
primary  model.  It  is  felt  that  the  application  of  a Kaiser- 
type  HMO  in  Pennsylvania  has  severe  limitations  due  to  the 
large  capital  investment  required  for  implementation  and 
the  concentrated  population  base  needed  for  potential 
subscribers. 

The  cost  and  quality  control  programs  of  the  Pennsyl- 
vania Medical  Care  Foundation’s  statewide  peer  review 
system  can  be  used  as  a basis  for  developing  underwriting 
alternatives.  Such  programs  have  been  successful  in 
California  and  certain  other  states.  By  assuming  risk, 
physicians  in  a given  geographic  area  can  provide  them- 
selves with  an  alternative  to  the  Kaiser-type  HMO  and 
provide  programs  for  the  public  that  will  offer  increased 
benefits  or  reduced  premium  rates  compared  with  conven- 
tional community  health  care  plans. 

It  is  felt  that  such  a competive  arrangement  will  also 
benefit  the  public  by  providing  a free  choice  of  several  alter- 
natives. 

It  is  the  objective  of  the  Project  to  develop  a Medical 
Care  Foundation  Health  Service  Plan  (HSP)  as  an  alterna- 
tive to  the  prepaid  closed  panel  group  practice  and  conven- 
tional health  care  financing  and  delivery  systems  to  be  of- 
fered by  fee-for-service  private  practitioners  who  are  willing 
and  able  to  assume  or  share  risks  in  return  for  increased 
covered  services,  less  paperwork,  and  reduction  in  overhead 
expenses.  Local  physician  interest  will  determine  the  areas 
where  a Foundation  Health  Service  Plan  will  be  organized 
and  operated. 

DEVELOPMENT  OF  CONTINUING  MEDICAL 
EDUCATION  ACTIVITIES 

Any  effective  peer  review  system  should  emphasize  edu- 
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cational  rather  than  punitive  actions.  Since  the  overwhelm- 
ing majority  of  physicians  are  honest  and  practice  with  in- 
tegrity, little  is  to  be  gained  by  punitive  regulations.  Howev- 
er, much  can  be  accomplished  by  applying  the  results  of  the 
peer  review  procedure  in  the  development  of  continuing 
medical  education  activities. 

I An  objective  of  the  Project  is  to  develop  effective  systems 
for  monitoring  the  quality  of  medical  care  through  the  state. 
I During  the  latter  part  of  1972  and  early  1973  the  Project,  in 
I cooperation  with  the  PMS  Council  on  Education  and 
Science,  will  develop  procedures  to  translate  identified 
' deficiencies  in  the  application  of  medical  knowledge  into 
defined  continuing  medical  education  activities. 

The  following  is  a summary  of  present  PMS  educational 
I activities: 

< Continuing  Medical  Education 

Membership  Requirement 

Members  of  the  Pennsylvania  Medical  Society  must  dem- 
1 onstrate  that  they  have  participated  in  150  hours  of  con- 
f tinuing  education  activities  over  a three-year  period  to 
^ maintain  their  membership  in  the  Society. 

Penn^lvania  Medical  Continuing 
I Education  Institute 

The  Pennsylvania  Medical  Continuing  Education  Insti- 
tute is  a separate  corporation  organized  by  the  Pennsylvania 
Medical  Society,  the  Pennsylvanoa  Osteopathic  Medical  As- 
sociation, and  the  Keystone  Medical  Society.  Twenty-eight 
agencies  and  organizations  participate  in  the  Institute. 

The  purpose  of  the  Institute  is  to  coordinate  planning  and 
delivery  of  continued  medical  education  to  avoid  duplication 
and  direct  efforts  where  there  are  demonstrated  needs  for 
1 continuing  medical  education.  The  Institute  will  also  assist 
t health  care  institutions,  agencies,  and  medical  societies  in  the 
I development,  planning,  execution,  and  evaluation  of  educa- 
i tional  programs  for  physicians. 

! 

; Accreditation  of  Community 

I Continuing  Education  Activities 

j The  PMS  Council  on  Education  and  Science  has 
I prepared  standards  and  received  approval  from  the  Ameri- 
j can  Medical  Association  to  initiate  an  educational  accredi- 
I tation  program.  The  Council  has  recommended  that  each 
1 community  hospital  establish  an  educational  committee,  in 
j cooperation  with  the  local  county  medical  society,  and  that 
I the  effectiveness  of  the  educational  effort  be  evaluated  by  a 
! review  of  the  quality  of  medical  care  to  detect  changes  in 
I medical  staff  performance.  Improved  physician  perform- 
j,  ance  and  better  health  care  will  be  accomplished  by  changes 
I in  the  attitude  of  the  physician,  correction  of  outdated 
\ knowledge,  and  introduction  of  new  knowledge,  specific 
I skills  and  techniques. 

I The  Project  will  explore  the  following  areas,  in  coopera- 
I tion  with  the  PMS  Council  on  Education  and  Science,  in 
r order  to  meet  its  objectives  regarding  continuing  medical 
education: 

• Establish  an  operating  agreement  between  the  Medical 
Care  Foundation,  the  Council  on  Education  and 


Science  of  the  Pennsylvania  Medical  Society,  and  the 
Pennsylvania  Medical  Continuing  Education  Institute 
for  the  utilization  of  the  data  regarding  deviations  in 
medical  services  that  have  been  identified  by  the  Foun- 
dation’s Medical  Management  Information  System. 

• Determine  the  type  of  medical  data  needed  to  identify 
deficiencies  in  the  application  of  medical  knowledge. 

• Provide  a method  of  determining  the  types  of  con- 
tinuing medical  education  activities  needed  to  improve 
identified  deficiencies. 

• Develop  the  methodology  for  evaluating  the  effec- 
tiveness of  continuing  medical  education  programs. 

• Develop  a system  for  assisting  individual  physicians  in 
improving  their  performance  through  individual  con- 
sultation similar  to  the  Individual  Physician  Profile 
(IPP)  Project. 

CONCLUSIONS  AND  RECOMMENDATIONS 

The  Council  on  Medical  Service  believes  that  the  present 
health  care  financing  and  delivery  system  must  develop  the 
capability  to  better  assure  the  public  that  the  quality  of 
medical  care  meets  professionally  developed  standards  and 
that  the  cost  of  medical  care  is  reasonable. 

The  Council  further  believes  that  in  order  to  meet  this 
objective,  there  is  a need  for  a central  agency  responsible 
for  developing,  implementing,  coordinating,  and  evaluating 
cost  and  quality  control  programs.  Such  an  organization 
will  require  the  support  and  cooperation  of  physicians, 
other  providers  of  health  care,  the  public,  labor,  industry, 
governmental  health  agencies,  prepayment  and  health  insur- 
ance organizations,  health  planning  agencies,  and  other 
health  related  organizations  to  better  meet  the  health  needs 
of  the  citizens  of  Pennsylvania. 

The  Council  has  concluded  that  the  organizational  struc- 
ture and  operational  format  of  the  proposed  Pennsylvania 
Medical  Care  Foundation  qualifies  the  Foundation  as  the 
most  effective  organization  to  carry  out  this. responsibility. 
The  Council  believes  that  there  is  an  urgent  need  to  activate 
the  Foundation  immediately  in  view  of  the  present  and 
planned  activities  of  third  parties,  particularly  government, 
in  the  area  of  peer  review. 

Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  approve  the  Council’s  Supplemental 
Report  A and  the  Bylaws  of  the  Pennsylvania  Medical  Care 
Foundations  as  set  forth  in  Appendix  A of  Supplemental 
Report  A. 

Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  authorize  the  immediate  activation  of  the 
Pennsylvania  Medical  Care  Foundation. 

Recommendation 

The  Council  on  Medical  Service  recommends  that  the  re- 
sponsibilities presently  assigned  the  Council’s  Medical  Care 
Appraisal  Project  (MCAP)  Committee  and  the  budget 
allocated  to  support  the  Project’s  activities  be  transferred  to 
the  Pennsylvania  Medical  Care  Foundation. 

The  council  agreed  that  the  composition  of  the  Board  of 
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Directors  of  the  Foundation  should  be  expanded  beyond  the 
seven  physician  incorporators. 

Recommendation 

The  Council  on  Medical  Service  recommends  that  the 
House  of  Delegates  elect  the  following  physician  members  to 
the  Foundation’s  Board  of  Directors  who  will,  in  turn,  elect 
other  Board  members  in  accordance  with  the  Board  composi- 
tion as  outlined  in  ARTICLE  V - BOARD  OF 
DIRECTORS,  Section  1.  Composition  of  Board  of  Directors 
of  the  Bylaws: 

1.  J.  Reed  Babcock,  M.D. 

2.  Joseph  N.  Demko,  M.D. 

3.  Robert  B.  Edmiston,  M.D. 

4.  Henry  H.  Fetterman,  M.D. 

5.  George  R.  Fisher,  III,  M.D. 

6.  John  Helwig,  Jr.,  M.D. 

7.  Matthew  Marshall,  Jr.,  M.D. 

8.  William  B.  McNamee,  M.D. 

9.  George  R.  Moffitt,  Jr.,  M.D. 

10.  William  G.  Ridgway,  M.D. 

11.  Robert  A.  Schein,  M.D. 

12.  Robert  B.  Stuart,  M.D. 

13.  Gabriel  F.  Tucker,  Jr.,  M.D. 

The  nominees  of  the  Pennsylvania  Osteopathic  Medical 
Association  for  Board  members  will  be  presented  to  the 
House  of  Delegates  as  a supplement  to  this  report. 

APPENDIX  A 

BYLAWS 

PENNSYLVANIA  MEDICAL  CARE 
FOUNDATION 
A Non-Profit  Corporation 

ARTICLE  I - GENERAL  PROVISIONS 
AND  PROPERTY  INTERESTS 

Section  1.  Business  to  be  conducted  without  profit: 

This  Corporation  shall  conduct  and  carry  on  its  business 
without  profit  to  itself  or  its  members  or  any  class  thereof. 
No  member  of  this  Corporation  shall  by  reason  of  mem- 
bership herein  be  or  become  entitled  at  any  time  to  receive 
any  assets,  property,  income,  or  earnings  from  the  Corpora- 
tion, or  to  profit  therefrom  in  any  manner. 

Section  2.  Use  of  income: 

All  of  the  income,  revenue,  and  earnings  of  the  Corpora- 
tion, unless  otherwise  limited,  shall  be  held,  used,  managed, 
devoted,  expended,  and  applied  in  the  discretion  and  judg- 
ment of  the  Board  of  Directors,  to  carry  out  the  objectives 
and  purposes  of  the  Corporation,  and  without  profit,  direct 
or  indirect,  to  any  member  of  the  Corporation  as  such; 
provided,  however,  that  officers,  agents,  and  representatives 
of  the  Corporation  who  may  be  elected  by  the  Board  of 
Directors  may  be  paid  sucb  reasonable  salaries  or  compen- 
sation for  work  done  or  services  performed  for  the  Corpora- 
tion as  the  Board  of  Directors  shall  from  time  to  time  deter- 
mine. 

Section  3.  Distribution  of  assets  on  dissolution: 

In  the  event  of  the  dissolution  of  this  Corporation  all  of 
its  assets  and  property,  if  any,  after  payment  and  satisfac- 
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tion  of  all  claims  and  demands  against  the  Corporation  and 
all  liabilities  of  the  Corporation,  shall  be  conveyed  and] 
transferred  to  sucb  non-profit  organization  as  the  Board  ofi 
Directors  of  this  Corporation  shall  determine. 

ARTICLE  II  - MEMBERSHIP 

Section  1 . Classes  of  membership: 

There  shall  be  two  classes  of  membership  in  this  Cor- 
poration, namely,  administrative  members  and  participating! 
members. 

Section  2.  Qualifications  of  administrative  members: 

Administrative  members  shall  consist  of  those  persons  i 
who  are  duly  qualified  and  elected  delegates  to  the  House  of 
Delegates  of  the  Pennsylvania  Medical  Society,  a non-profit 
corporation.  Whenever  any  administrative  member  of  this 
Corporation  ceases  for  any  reason  to  be  a delegate  to  thei 
House  of  Delegates  of  the  Pennsylvania  Medical  Society, 
his  administrative  membership  in  this  Corporation  shall  im- 
mediately and  automatically  terminate  and  cease,  although 
his  membership  as  a participating  member,  as  hereinafter 
defined,  may  continue.  No  fee  shall  be  charged  for  admis- 
sion to  administrative  membership  in  this  Corporation,  and 
the  acceptance  of  election  as  a delegate  to  the  House  of  Del- 
egates of  the  Pennsylvania  Medical  Society  by  an  eligible ^ 
physician  shall  be  determined  to  be  acceptance  of  adminis- 
trative membership  in  this  Corporation  and  an  intention  to 
be  bound  by  the  Articles  of  Incorporation  and  Bylaws  of 
this  Corporation. 

Section  3.  Qualifications  of  participating  members: 

Any  licensed  physician  in  theCommonwealthof  Pennsyl- 
vania, who  is  a member  in  good  standing  of  the  Pennsyl- 
vania Medical  Society  or  the  Pennsylvania  Osteopathic 
Medical  Association,  or  who  is  eligible  for  membership 
therein  shall  be  eligible  to  apply  for  election  to  participating 
membership  in  this  Corporation.  Admission  to  participating 
membership  may  be  granted  by  whatever  procedure  is  de- 
termined by  the  Board  of  Directors  to  any  such  person  so 
qualified  upon  his  making  application  therefor  in  such  form 
as  may  be  prescribed  by  the  Board  of  Directors.  The  dues 
and  assessments  to  be  charged,  if  any,  for  admission  to  par- 
ticipating membership  to  be  imposed  upon  participating 
members,  shall  be  determined  by  the  Board  of  Directors. 
Section  4.  Voting  rights  and  privileges  of  administrative 
members  and  participating  members: 

The  election  of  the  physician  members  to  the  Board  of 
Directors  of  the  Corporation  shall  be  vested  in  the  adminis- 
trative members  by  a majority  vote  of  those  administrative 
members  present  and  voting.  Each  administrative  member 
shall  be  entitled  to  one  ( 1 ) vote  on  all  propositions  submitted. 

Administrative  and  participating  members  may  submit 
names  for  nominees  for  Board  vacancies.  Such  nominations 
shall  be  presented  thirty  (30)  days  prior  to  the  annual  meeting 
of  the  administrative  members." 

Section  5.  Term  of  membership: 

Participating  membership  in  this  Corporation  shall  be  for 
a period  as  determined  by  the  Board  of  Directors. 

Section  6.  Procedure  for  admission  to  participating  mem- 
bership: 

Any  person  who  desires  to  become  a participating 
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; member  of  this  Corporation  shall  fill  out  and  sign  the 
application  blank  provided  for  that  purpose  by  the  Corpora- 
li  tion.  Such  application  blank  shall  be  in  the  form  or  forms 
i prescribed  by  the  Board  of  Directors.  The  Board  of 
Directors  shall  establish  an  appeal  procedure  which  shall  be 
available  to  any  applicant  who  has  been  rejected  for  partici- 
pating membership. 

Section  7.  Nontransferability  of  membership: 

Neither  participating  membership  in  this  Corporation 
[ nor  any  certificate  evidencing  the  same  shall  in  any  manner 
' be  transferable. 

Section  8.  Membership  roll: 

A written  record  of  the  participating  membership  of  this 
Corporation  shall  be  kept  by  the  Secretary,  and  said  record 
shall  contain  the  name  and  address  of  each  participating 
member,  and  in  any  case  where  any  membership  has  been 
terminated  for  any  reason  whatsoever,  entry  of  such  fact 
! together  with  the  date  on  which  said  membership  was  so 
! terminated  shall  be  entered. 


ARTICLE  III  - CERTIFICATES 
OF  MEMBERSHIP 

Section  1 . Certificates; 

Certificates  of  membership  shall  be  issued  to  partici- 
pating members  in  such  form  as  may  be  determined  by  the 
Board  of  Directors. 

ARTICLE  IV  - MEETINGS 
OF  MEMBERS 

Section  I.  Annual  meetings: 

Annual  meetings  of  the  administrative  members  shall  be 
held  at  the  same  time  and  place  as  the  regular  annual  meet- 
ing of  the  House  of  Delegates  of  the  Pennsylvania  Medical 
Society.  Notice  of  all  annual  meetings  is  hereby  dispensed 
with. 

Section  2.  Special  meetings: 

Special  meetings  of  the  administrative  members  may  be 
requested  at  any  time  by  (a)  one-tbird  (’/a)  of  the  members 
of  the  Board  of  Directors,  or  (b)  one-fifth  ('/s)  of  the  ad- 
ministrative members  of  the  Corporation,  or  (c)  two 
hundred  fifty  (250)  participating  members  of  tbe  Corpora- 
tion for  the  transaction  of  such  business  as  set  forth  in  the 
request  for  call.  Such  requests  shall  be  in  writing  and  deliv- 
ered to  the  Secretary  of  the  Corporation,  and  there  upon 
the  Secretary  shall  fix  the  time  and  place  for  the  session, 
which  shall  not  be  less  than  forty  (40)  and  not  more  than 
ninety  (90)  days  after  receipt  of  the  request,  and  shall  call 
the  session  by  appropriate  notice,  which  shall  state  the  pur- 
pose. 

Section  3.  Quorum: 

The  presence  in  person  of  a majority  of  administrative 
members  of  this  Corporation  shall  constitute  a quorum  for 
the  transaction  of  business.  The  members  present  at  a duly 
called  or  held  meeting  at  which  a quorum  is  present  may 
continue  to  do  business  until  adjournment  notwithstanding 
the  withdrawal  of  enough  members  to  leave  less  than  a 
quorum. 


ARTICLE  V-  BOARD  OF  DIRECTORS 

Section  1.  Composition  of  Board  of  Directors: 

The  Board  of  Directors  of  this  Corporation  shall  be  com- 
posed of  at  least  twenty  (20)  members,  a majority  of  whom 
must  be  physicians  who  are  participating  members  of  this 
Corporation,  except  that  the  requirement  for  participation 
need  not  apply  during  the  first  year  of  membership  on  the 
Board  of  Directors. 

One  (1)  physician  member  shall  be  elected  to  the  Board 
of  Directors  of  this  Corporation  for  every  one  thousand 
(1,000)  members  or  fraction  thereof  of  the  membership  of 
the  Pennsylvania  Medical  Society  and  one  (1)  member 
elected  to  the  Board  of  Directors  for  every  one  thousand 
(1,000)  members  or  fraction  thereof  of  the  membership  of 
the  Pennsylvania  Osteopathic  Medical  Association. 

One  ( 1 ) member  of  the  Board  of  T rustees  and  Councilors 
of  the  Pennsylvania  Medical  Society  and,  notwithstanding, 
at  least  one  (1)  member  from  each  divisional  governing 
body  of  the  Corporation  shall  be  elected  to  serve  on  the 
Board  of  Directors  of  this  Corporation. 

At  least  one-fourth  fA ) of  the  members  of  tbe  Board  of 
Directors  of  this  Corporation  shall  be  composed  of  public 
representatives  elected  by  the  Board  of  Directors.  In  addi- 
tion, representatives  of  other  organizations  may  be  elected 
to  serve  on  the  Board  of  Directors  as  deemed  appropriate 
by  the  Board  of  Directors.  At  least  two  (2)  of  the  represent- 
atives of  other  organizations  should  be  representatives  of 
the  Hospital  Association  of  Pennsylvania. 

Section  2.  Term  of  office: 

The  first  Directors  designated  as  such  in  the  Articles  of 
Incorporation  of  this  Corporation  shall  hold  office  and  ex- 
ercise all  powers  granted  to  the  Board  of  Directors  until  the 
physician  members  of  a new  Board  of  Directors  are  elected 
by  the  administrative  membership  in  accordance  with  these 
Bylaws.  The  new  Board  of  Directors  so  elected  may  be 
composed  of  all,  some,  or  none  of  the  first  Directors  desig- 
nated as  such  in  the  Articles  of  Incorporation.  One-third 
((A)  of  the  members  of  the  Board  of  Directors  shall  be 
elected  for  a period  of  three  (3)  years,  one-third  (Vs)  for  a 
period  of  two  (2)  years,  and  one-third  (lA)  for  a period  of 
one  (1)  year.  Yearly  thereafter,  one-third  (*A)  new  members 
shall  be  elected  to  the  Board  of  Directors  of  this  Corpora- 
tion for  a period  of  three  (3)  years.  No  Director  shall  serve 
more  than  two  (2)  consecutive  terms.  A member  elected  to 
serve  an  unexpired  term  or  an  original  member  of  the 
Board  serving  less  than  three  (3)  years  shall  not  be  regarded 
as  having  served  a term  unless  he  has  served  more  than  two 
(2)  years,  and  for  this  purpose  a year  shall  be  deemed  to  be 
the  period  between  annual  meetings  of  the  administrative 
members. 

Section  3.  Vacancies: 

In  the  event  of  a vacancy  on  the  Board  of  Directors,  the 
vacancy  may  be  filled  by  a majority  vote  of  the  Board  of 
Directors  until  the  next  annual  meeting  of  the  administra- 
tive members. 

Section  4.  Removal  from  office: 

Any  Director  may  be  removed  from  office  as  such  by  the 
affirmative  vote  of  two-thirds  (%)  of  the  administrative 
members,  at  any  annual  or  special  meeting  of  the  members, 
on  written  notice  setting  forth  the  reasons  and  grounds 
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therefor,  mailed  to  such  Director  at  his  last  known  address 
at  least  ten  (10)  days  prior  to  the  date  of  such  meetings. 
Section  5.  Ditties  of  Directors: 

The  Board  of  Directors  shall  be  the  policy-making  body 
of  this  Corporation  between  sessions  of  the  administrative 
members.  Subject  to  these  Bylaws,  the  supervisory  control 
of  the  House  of  Delegates  of  the  Pennsylvania  Medical  So- 
ciety, as  hereinabove  set  forth,  the  Board  of  Directors  shall 
control  and  manage  the  Corporation’s  properties;  it  shall 
conduct  the  affairs  and  business  of  the  Corporation  and  make 
such  rules  and  regulations  therefor  as  deemed  to  be  in 
the  best  interests  of  the  Corporation;  it  shall  elect  and 
remove  all  of  the  officers,  agents,  and  the  chief  administra- 
tive officer  of  the  Corporation;  it  shall  prescribe  such 
powers  and  duties  from  them  as  may  not  be  inconsistent 
with  the  law,  with  the  Articles  of  Incorporation,  or  with 
these  Bylaws;  it  shall  appoint  an  Executive  Committee  and 
other  committees  and  may  delegate  to  the  Executive  Com- 
mittee any  of  the  power  and  authority  of  the  Directors  in 
the  management  of  the  business  and  affairs  of  this  Corpora- 
tion, except  the  power  to  adopt,  amend,  or  repeal  Bylaws;  it 
shall  perform  such  other  duties  as  are  authorized  by  the  Ar- 
ticles of  Incorporation,  these  bylaws,  or  as  prescribed  by 
law  governing  directors  of  corporations. 

ARTICLE  VI  - MEETINGS 

Section  1.  Regular  meetings: 

Regular  meetings  of  the  Board  of  Directors  shall  be  held 
at  such  times  and  places  as  may  be  designated  by  rule,  regu- 
lation, or  other  appropriate  action  by  the  Board  of 
Directors.  Notice  of  such  meetings  shall  be  given  as  deter- 
mined by  the  Board  of  Directors  by  rule,  regulation,  or 
other  action. 

Section  2.  Special  meetings: 

Special  meetings  of  the  Board  of  Directors  for  any  pur- 
pose or  purposes  may  be  called  at  any  time  by  the  Presi- 
dent, or  if  he  is  absent  or  unable  to  act,  or  refuses  to  act, 
then  by  the  Vice  President  or  by  any  five  (5)  Directors. 

Written  notice  of  the  time  and  place  of  special  meetings 
shall  be  given  to  all  Directors  at  least  twenty-four  (24)  hours 
prior  to  the  holding  of  the  meeting.  Notice  may  be  given  by 
a personal  telephone  call,  telegram,  or  mail. 

Section  3.  Written  consents  and  waivers  of  notice: 

The  transactions  of  any  meeting  of  the  Board  of 
Directors,  however  called  and  noticed,  and  wherever  held, 
shall  be  valid  as  though  had  at  a meeting  duly  called  after 
regular  call  and  notice,  if  a quorum  be  present  and  if  either 
before  or  after  the  meeting  each  of  the  Directors  not  present 
signs  a written  waiver  of  notice  or  a consent  to  holding  such 
meetings,  or  an  approval  of  the  minutes  thereof.  All  such 
waivers,  consents,  or  approvals  shall  be  filed  with  the  cor- 
porate records  and  made  a part  of  the  minutes  of  the  meet- 
ing. 


ARTICLE  VII  - OFFICERS 

Section  1.  Officers: 

The  officers  of  this  Corporation  shall  be  a President,  a 
Vice  President,  a Secretary,  a Treasurer,  and  such  other  of- 
ficers as  the  Board  of  Directors  may  elect.  All  officers  of 


this  Corporation  shall  be  members  of  the  Board  of  ' ^ 
Directors  except  that  the  Treasurer  may  be  a corporation  or  ' " 
an  employee  of  this  Corporation  and  the  Assistant  Treasur-  ■ 
ers  and  Assistant  Secretaries  may  be  employees  of  this  Cor-  ; 
poration. 

Section  2.  Election: 

The  officers  of  the  Corporation  shall  be  chosen  annually  .i  F 
by  the  Board  of  Directors  after  each  annual  election,  and  I * 
each  shall  hold  his  office  until  he  shall  resign,  be  removed,  ® 
or  otherwise  disqualified  to  serve,  or  his  successor  shall  be  i i* 
elected  and  qualified.  F 

To  qualify  as  President  of  this  Corporation,  the  Director  i ^ 
so  elected  must  have  served  at  least  one  (1)  year  on  the 
Board  of  Directors.  This  requirement  shall  not  apply  to  ei- 
ther  the  first  or  the  second  President  appointed  by  either  the  ® 
first  or  the  second  Board  of  Directors  elected  in  accordance  i' 
with  these  bylaws.  n 

Section  3.  Removal  and  resignation:  ) 

Any  officer  may  be  removed  by  the  affirmative  vote  of  i F 
two-thirds  (36)  of  the  Directors  in  office  at  the  time  at  any  D 
regular  or  special  meeting  of  the  Board.  Si 

Any  officer  may  resign  at  any  time  by  giving  written  no- 
tice to  the  Board  of  Directors  or  to  the  President,  or  to  the  st 
Secretary  of  the  Corporation.  Any  such  resignation  shall  ••  m 
take  effect  at  the  date  of  the  receipt  of  such  notice,  or  any  fl 
later  time  specified  therein,  and  unless  otherwise  specified  ‘ t 
therein,  the  acceptance  of  such  resignation  shall  not  be  neces-  m 
sary  to  make  it  effective. 

Section  4.  Vacancies: 


A vacancy  in  any  office  because  of  death,  resignation, 
removal,  disqualification  or  any  other  cause,  shall  be  filled  in 
the  manner  prescribed  in  these  Bylaws  for  regular  appoint- 
ments to  such  office. 


F 

i( 

F 

si 

si 


ARTICLE  VIII  - DUTES  OF  OFFICERS 


Section  !.  President:  “ 

The  President  shall  preside  at  all  general  and  special  * 
meetings  of  the  Board  of  Directors,  serve  as  Chairman  of 
the  Board’s  Executive  Committee,  and  act  as  the  official 
spokesman  for  the  Corporation.  He  shall  be  an  Ex  Officio  " 
member  of  all  standing  and  special  committees  of  the  ® 
Board,  with  vote,  and  shall  have  such  other  powers  and 
duties  as  may  be  prescribed  by  the  Board  of  Directors,  and 
these  Bylaws.  F 

Section  2.  Vice  President: 

In  the  absence  or  disability  of  the  President,  the  Vice  ® 
President  shall  perform  all  the  duties  of  the  President  and,  F 
when  so  acting,  shall  have  all  of  the  powers  of  and  be  sub- 
ject to  all  the  restrictions  upon  the  President.  The  Vice  “ 
President  shall  have  such  other  powers  and  perform  such  “ 
other  duties  as  may  be  prescribed  for  him  by  the  Board  of 
Directors  or  by  these  Bylaws.  ^ 

Section  3.  Secretary: 

The  Secretary  shall  keep,  or  cause  to  be  kept,  a book  of  ® 
minutes  at  the  principal  office  of  the  Corporation,  or  such  " 
other  place  as  the  Board  of  Directors  may  order,  of  all 
meetings  of  the  Board  of  Directors.  He  shall  also  keep  and 
maintain  the  membership  certificate  book  and  the  mem-  ® 
bership  roll  of  the  Corporation’s  membership  and  records  of 
the  termination  of  membership  in  the  Corporation.  The  ** 
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Secretary  shall  have  such  other  powers  and  perform  such 
other  duties  as  may  be  prescribed  by  the  Board  of  Directors 
or  by  these  Bylaws. 

Section  4.  Treasurer: 

The  Treasurer  shall  keep  and  maintain,  or  cause  to  be 
kept  and  maintained,  adequate  and  correct  accounts  of  the 
properties  and  business  transactions  of  the  Corporation, 
including  account  of  its  assets,  liabilities,  receipts,  disburse- 
ments, gains,  and  losses.  The  Treasurer  shall  have  such 
other  powers  and  perform  such  other  duties  as  may  be 
prescribed  by  the  Board  of  Directors  or  by  these  Bylaws. 
Section  5.  Assistant  Secretary: 

The  Assistant  Secretary  of  the  Corporation  shall  exercise 
such  powers  and  perform  such  duties  as  shall  be  deter- 
mined, from  time  to  time,  by  the  Board  of  Directors.  In  the 
event  of  the  death,  resignation,  or  inability  of  the  Secretary 
to  act,  the  President  of  the  Corporation  may  authorize  the 
Assistant  Secretary  to  exercise  all  of  the  powers  and  duties 
of  the  Secretary  until  the  next  meeting  of  the  Board  of 
Directors. 

Section  6.  Assistant  Treasurer: 

The  Assistant  Treasurer  of  the  Corporation  shall  exercise 
such  powers  and  perform  such  duties  as  shall  be  deter- 
mined, from  time  to  time,  by  the  Board  of  Directors.  In  the 
event  of  the  death,  resignation,  or  inability  of  the  Treasurer 
to  exercise  ail  of  the  powers  and  duties  of  the  Treasurer 
until  the  next  meeting  of  the  Board  of  Directors. 

Section  7.  Executive  Director: 

The  Executive  Director  of  the  Corporation  shall  be  ap- 
pointed by  the  Board  of  Directors  on  an  annual  basis  and  be 
responsible  thereto.  He  need  not  be  a physician  or  partici- 
pating member  of  the  Corporation.  The  Executive  Director 
shall  be  the  administrative  head  of  the  Corporation  and 
shall  be  responsible  for  the  administration  of  the  Corpora- 
tion’s headquarters  and  regional  offices.  He  shall,  within  the 
budgetary  limitations  impose  by  the  Board  of  Directors,  be 
empowered  to:  (a)  employ  such  personnel,  at  such  salaries 
and  under  such  terms  and  conditions  of  employment  as  he 
shall  determine;  (b)  provide  administrative  and  clerical  as- 
sistance and  arrange  the  business  details  and  facilities  for 
meetings  for  the  Corporation,  Board  of  Directors,  the  of- 
ficers and  the  committees,  as  he  deems  necessary  for  the  ef- 
fective operation  of  the  Corporation,  the  conduct  of  its 
meetings;  and  (c)  repair  and  maintain  the  real  and  personal 
property  of  the  Corporation. 

; The  Executive  Director  shall  attend  all  meetings  of  the 
Board  of  Directors  and  he  shall  be  responsible  for  the 
preparation  of  the  agenda  of  these  meetings. 

The  Executive  Director  shall  conduct  the  correspondence 
of  the  Corporation,  notify  all  members  of  their  election  to 
office,  and  issue  - over  the  proper  signature  - all  notices 
required  by  the  Bylaws  or  by  action  of  the  Board  of 
Directors. 

The  Executive  Director  shall  render  a report  to  the  Board 
of  Directors  at  each  of  its  meetings  and  to  the  annual  meet- 
ing of  the  administrative  membership. 

The  Executive  Director  shall  serve,  at  ali  times,  to  per- 
form such  other  duties  as  may  be  assigned  to  him  by  the 
Board  of  Directors  and  he  shall  be  custodian  of  all  books, 
records,  and  papers  belonging  to  the  Corporation  and  he 
shall  keep  careful  and  detailed  accounts  of  such  funds  deliv- 


ered into  his  hands  in  the  name  of  the  Corporation,  prompt- 
ly placing  these  under  the  supervision  of  the  Treasurer. 

In  the  event  of  a vacancy  in  the  position  of  Executive 
Director,  the  Board  of  Directors,  or  its  Executive  Com- 
mittee, shall  designate  a member  of  the  administrative  staff 
to  act  as  Executive  Director  until  a permanent  appointment 
is  made. 


ARTICLE  IX  - EXECUTIVE  COMMITTEE 
AND  OTHER  COMMITTEES 
ESTABLISHED  BY  DIRECTORS 

Section  1 . Executive  Committee: 

There  is  hereby  created  an  Executive  Committee  to  be 
elected  by  the  Board  of  Directors.  The  Executive  Com- 
mittee shall  be  composed  of  at  least  five  (5)  members  and 
shall  be  representative  of  the  composition  of  the  Board  of 
Directors.  The  Executive  Committee  shall  be  vested  with  all 
of  the  powers  of  the  Board  of  Directors,  except  as  otherwise 
restricted  by  the  Board  of  Directors,  when  the  Board  of 
Directors  is  not  in  session.  The  Executive  Committee  shall 
report  all  actions  taken  at  the  next  meeting  of  the  Board  of 
Directors. 

Section  2.  Standing  committees: 

Standing  committees  of  this  Corporation  shall  be  a Pa- 
tient Relations  Committee  and  a Public  Advisory  Council. 
Other  standing  committees  may  be  established  as  deemed 
appropriate  by  the  Board  of  Directors. 

Section  3.  Appointment  and  term  of  office  of  committee 
members: 

The  members  of  the  Committees  and  the  chairman  of 
each  shall  be  appointed  by  the  President  subject  to  the  ap- 
proval of  the  Board  of  Directors  and  shall  hold  office  for  a 
period  of  one  ( 1 ) year. 

Section  4.  Composition  and  duties  of  committees: 

Each  standing  committee  shall  have  as  many  members 
thereon  as  the  Board  of  Directors  may  from  time  to  time 
determine,  and  shall  have  such  duties  and  perform  such 
functions  as  may  be  required  of  them  by  the  Board  of 
Directors. 

Section  5.  Other  committees: 

The  Board  of  Directors  may  from  time  to  time  create  other 
standing  and  special  committees,  appoint  the  members 
thereof,  and  invest  therein  such  powers  and  duties  as  it  may 
deem  desirable. 

Section  6.  Dispensing  with  committees,  and  removal  of  com- 
mittee members: 

The  Board  of  Directors,  by  majority  vote,  may  dispense 
with  any  or  all  standing  committees,  or  may  remove  any 
member  or  all  of  the  members  from  said  committees,  in  their 
absolute  discretion. 


ARTICLE  X - REGIONAL  DIVISIONS 

Section  1 . Organization: 

The  Board  of  Directors  of  this  Corporation  shall  organize 
regional  divisions  responsible  for  the  local  operation  of  the 
Corporation’s  programs.  The  boundaries  for  the  regional 
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divisions  will  be  determined  by  the  Board  of  Directors  of 
this  Corporation  is  consultation  with  county  medical 
socieites. 

Section  2.  Responsibilities: 

The  regional  divisions  will  report  all  activities,  actions, 
and  recommendations  to  the  Board  of  Directors  of  this  Cor- 
poration. The  Board  of  Directors  of  this  Corporation  will 
approve  the  rules  and  regulations  governing  the  organiza- 
tion and  operation  of  its  regional  divisions. 

ARTICLE  XI  - ELECTIONS 

Section  1.  Board  of  Directors: 

The  administrative  members  of  this  Corporation  shall 
elect  by  a majority  vote  and  in  accordance  with  these 
Bylaws  and  the  Articles  of  Incorporation,  the  physician 
members  of  the  Board  of  Directors  of  this  Corporation. 
Such  election  shall  be  held  at  the  annual  meeting  of  the 
House  of  Delegates  of  the  Pennsylvania  Medical  Society, 
which  shall  be  the  annual  meeting  of  the  administrative 
members  of  this  Corporation. 

The  Board  of  Directors  of  the  Corporation  shall  submit 
to  the  administrative  members,  thirty  (30)  days  prior  to  the 
annual  meeting  of  the  administrative  members,  the  names 
of  three  (3)  nominees  for  each  vacancy  of  a physician 
member  on  the  Board  of  Directors.  In  addition,  the  Penn- 
sylvania Medical  Society’s  Board  of  Trustees  and  Council- 
ors, each  regional  division,  and  the  Pennsylvania  Os- 
teopathic Medical  Association  shall  submit,  names  of 
nominees  for  each  vacancy  of  their  respective  represent- 
atives as  set  forth  in  Article  V - Board  of  Directors,  Section 
1 , Composition  of  Board  of  Directors. 

The  Board  of  Directors  of  the  Corporation  shall,  at  its 
first  meeting  following  the  annual  election,  elect  the  public 
representatives  and  representatives  of  other  organizations. 

Administrative  and  participating  members  may  submit 
names  for  nominees  for  all  Board  vacancies.  Such  nomina- 
tions shall  be  presented  thirty  (30)  days  prior  to  the  annual 
meeting  of  the  administrative  members. 

Section  2.  Officers: 

The  Board  of  Directors  of  this  Corporation,  at  their  first 
meeting  following  the  annual  election  of  the  members  to 
said  Board  as  aforesaid,  shall  be  a simple  majority  vote  and 
in  accordance  with  these  Bylaws,  elect  the  officers  and  the 
Executive  Committee  of  this  Corporation  for  the  enusing 
year. 

ARTICLE  XII  - MISCELLANEOUS 

Section  1 . Inspection  of  Corporate  records: 

The  membership  roll,  the  books  and  records,  and  the 
minutes  of  proceedings  of  the  administrative  members  and 
directors,  shall  be  open  to  inspection  at  the  Corporation’s 
principal  office  upon  the  written  request  of  any  partici- 
pating member  at  any  reasonable  time  for  a purpose 
reasonably  related  to  his  interest  as  such  participating 
member,  as  determined  appropriate  by  the  Board  of 
Directors. 

Section  2.  Checks,  drafts,  etc.: 

All  checks,  drafts,  or  other  orders  for  payment  of  money. 


notes  or  other  evidences  of  indebtedness,  issued  in  the  name 
of  or  payable  to  the  Corporation,  shall  be  signed  or  en- 
dorsed by  such  person  or  persons  and  in  such  manner  as 
may  be  determined  by  the  Board  of  Directors.  ' 

Section  3.  Annual  Report:  i 

The  Board  of  Directors  shall  furnish  to  the  administrative 
members  within  one  hundred  twenty  (120)  days  after  the 
close  of  the  fiscal  or  calendar  year,  an  annual  report  of  the 
financial  affairs  of  the  Corporation  based  on  an  independ-I 
ent  audit  of  the  financial  records. 

The  Board  of  Directors  shall  report  its  activities  and  ac- 
tions to  the  Board  of  Trustees  and  Councilors  of  the  Penn-^ 
sylvania  Medical  Society  between  meetings  of  the  adminis- 
trative members. 

Section  4.  Contracts,  etc.  - how  executed: 

The  Board  of  Directors,  except  as  in  these  Bylaws  other-, 
wise  provided,  may  authorize  any  officer  or  officers,  agent 
or  agents,  to  enter  into  any  contract  or  to  execute  any  in- 
strument in  the  name  of  and  on  behalf  of  the  Corporation,- 
and  such  authority  may  be  general  or  confined  to  specific  in- 
stances. Unless  so  authorized  by  the  Board  of  Directors,  no; 
officer,  agent,  or  employee  shall  have  any  power  or  authority^ 
to  bind  the  Corporation  by  any  contract  or  engagement,  or  toi 
pledge  its  credit  to  render  it  liable  for  any  purpose  or  to  anyj 
amount. 

Section  5.  Inspection  by  Bylaws: 

The  Corporation  shall  keep  in  its  principal  office  the 
original  or  a copy  of  the  Bylaws,  as  amended,  or  otherwise' 
altered,  which  shall  be  open  for  inspection  by  the  adminis- 
trative and  participating  members  at  all  reasonable  times 
during  office  hours. 

Section  6.  Rules  of  Order: 

Sturgis  Rules  of  Order  shall  be  the  parliamentary  guide 
when  not  in  conflict  with  the  Articles  of  Incorporation  or 
these  Bylaws. 

Section  7.  Rules  of  Professional  Conduct: 

The  Principles  of  Medical  Ethics  of  the  American  Medi- 
cal Association  and  such  other  rules  of  professional  conduct 
as  this  Corporation  may  adopt  by  majority  vote  of  the 
Board  of  Directors,  shall  govern  this  Corporation  and  all  f' 
administrative  and  participating  members,  subject,  howev- 
er, to  the  reviewing  powers  vested  in  the  House  of  Delegates 
of  the  Pennsylvania  Medical  Society  as  hereinabove  set  1 
forth.  In 

Section  8.  Disciplinary  proceedings:  a 

Any  administrative  or  participating  member  who  is  guil-  "ai 
ty  of  a criminal  offense  or  gross  misconduct,  either  as  a Dn 
physician  or  as  a citizen,  or  who  violates  any  of  the  Articles  na 
of  the  Articles  of  Incorporation  of  this  Corporation  or  these'  I. 
Bylaws,  or  any  of  the  provisions  of  the  AMA  Principles  of 
Medical  Ethics  and  rules  of  professional  conduct  as  adopted 
by  this  Corporation,  or  who  acts  contrary  to  or  in  violation 
of  any  contracts,  agreements,  or  statements  of  principle  of; 
this  Corporation,  shall  be  liable  to  censor,  suspension,  or 
expulsion.  The  Board  of  Directors  of  this  Corporation  shall 
determine  the  procedures  for  disciplinary  action.  II. 

Section  9.  Appeal  proceedingsr 

The  Board  of  Directors  shall  establish  procedures  to 
provide  for  a fair  and  impartial  hearing  for  any  administra- 
tive or  participating  member  who  elects  to  appeal  a discipli- 
nary action  of  this  Corporation  related  to  the  AMA  Princi- 
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! pies  of  Medical  Ethics,  the  Corporation’s  rules  of  profes- 
. sional  conduct,  a criminal  offense,  violation  of  any  con- 
I tracts,  agreements,  or  statements  of  principle  of  this  Cor- 
■ poration. 

• Section  10.  Fiscal  and  administrative  year: 

The  fiscal  and  administrative  year  of  this  Corporation 
t shall  run  from  1 July  to  30  June  of  the  succeeding  year 
r commencing  on  1 July  1 9 , unless  otherwise  changed  by  the 

Board  of  Directors. 

ARTICLE  XIII  - AMENDMENTS 

Section  1.  Powers  of  Directors: 

Subject  to  Section  2 of  this  Chapter,  Bylaws  may  be 
adopted,  amended,  or  repealed  by  a majority  vote  of  the 
Board  of  Directors.  Any  administrative  or  participating 
member  of  the  Corporation  may  propose  amendments  to 
the  Bylaws  for  consideration  by  the  Board  of  Directors. 
Section  2.  Veto  powers  of  House  of  Delegates  and  Board  of 
Trustees  and  Councilors: 

All  Bylaws  adopted  or  hereinafter  adopted,  amended,  or 
repealed  by  the  Board  of  Directors,  shall  be  submitted  to 
the  Board  of  Trustees  of  the  Pennsylvania  Medical  Society 
at  the  time  of  such  adoption,  amendment,  or  repeal  of  such 
Bylaw,  and  said  Bylaw  or  Bylaws  so  adopted,  amended,  or 
repealed  shall  govern  the  affairs  of  the  Corporation  unless 
specifically  over-ruled  by  a two-thirds  (%)  majority  of  the 
members  of  the  Pennsylvania  Medical  Society’s  Board  of 
Trustees  and  Councilors.  All  Bylaws  adopted,  amended,  or 
repealed  shall,  in  any  event,  be  submitted  to  the  administra- 
tive members  of  this  Corporation  at  the  next  annual,  in- 
terim, or  special  meeting  of  said  body,  for  their  approval. 

APPENDIX  B 

ADMINISTRATIVE  GUIDELINES 
for 

ORGANIZATION  AND  OPERATION 

of 

PENNSYLVANIA  MEDICAL  CARE  FOUNDATION 
REGIONAL  DIVISIONS 

These  Administrative  Guidelines  are  intended  to  serve  as 
a model  to  establish  the  framework  to  guide  the  governing 
bodies  of  Regional  Divisions  of  the  Pennsylvania  Medical 
iCare  Foundation  in  the  development  of  the  respective 
Division’s  organizational  and  operational  format,  which 
may  vary  from  one  division  to  another. 

1.  PURPOSE 

Regional  Divisions  of  the  Pennsylvania  Medical 
Care  Foundation  will  be  organized,  in  consultation 
with  county  medical  societies  in  the  area,  to  provide 
local  operation  of  Foundation  programs  to  evaluate  the 
, quality  of  medical  care  and  improve  the  productivity  of 
i the  health  care  dollar. 

ML  MEMBERSHIP 

The  following  membership  classifications  will  apply 
in  the  organization  and  operation  of  the  Foundation’s 
regional  divisions.  A physician  may  serve  as  both  an 
administrative  and  a participating  member. 

A.  Administrative  Members 


The  administrative  members  of  the  division  will 
be  responsible,  along  with  the  participating 
members,  for  the  election  of  the  division’s  Board  of 
Directors  which,  in  turn,  will  be  responsible  for  es- 
tablishing the  policy  and  procedure  for  the  organiza- 
tion and  operation  of  the  division. 

Administrative  members  shall  be  all  duly  quali- 
fied and  elected  delegates  to  the  PMS  House  of  Del- 
egates within  the  division  and  one  (1)  administrative 
member,  as  determined  by  the  Pennsylvania  Os- 
teopathic Medical  Association  (POMA),  for  every 
five  (5)  duly  qualified  and  elected  delegates  to  the 
POMA  House  of  Delegates  from  within  the 
division.  Whenever  any  administrative  member 
ceases,  for  any  reason,  to  be  a Delegate  to  the  PMS 
House  of  Delegates  or  the  POMA  House  of  Dele- 
gates, his  administrative  membership  shall  immedi- 
ately and  automatically  terminate  and  cease  al- 
though his  membership  as  a participating  member, 
as  hereinafter  defined,  may  continue.  No  fee  shall  be 
charged  for  admission  to  administrative  membership 
and  the  acceptance  of  election  as  a Delegate  to  the 
PMS  or  POMA  House  of  Delegates  by  an  eligible 
physician  shall  be  determined  to  be  acceptance  of 
administrative  membership  and  an  intention  to  be 
bound  by  the  Articles  of  Incorporation  and  Bylaws 
of  the  Foundation. 

B.  Participating  Members 

Participating  members  will  be  responsible,  along 
with  the  administrative  members,  for  electing  the 
division’s  Board  of  Directors.  Participating 
members  will  be  those  physicians  within  the  region 
who  agree  to  abide  by  the  rules  and  regulations  es- 
tablished by  the  division  and  the  Pennsylvania  Med- 
ical Care  Foundation  in  providing  services  to  pa- 
tients covered  under  Foundation  programs. 

Any  licensed  physician  in  the  Commonwealth  of 
Pennsylvania  who  is  a member  in  good  standing  of 
the  Pennsylvania  Medical  Society  or  the  Pennsyl- 
vania Osteopathic  Medical  Association  or  who  is  eli- 
gible for  membership  therein  shall  be  eligible  to  apply 
for  election  to  participating  membership.  Admission 
to  participating  membership  may  be  granted  by  the 
division’s  governing  body  to  any  such  person  so  qual- 
ified upon  his  making  application  therefor.  The  dues 
and  assessments  to  be  charged,  if  any,  for  admission 
to  participating  membership  and  the  eligibility 
requirements  shall  be  determined  by  the  Founda- 
tion’s Board  of  Directors. 

C.  Procedure  for  Admission  to  Participating  Mem- 
bership 

Any  person  who  desires  to  become  a participating 
member  shall  fill  out  and  sign  the  application  blank 
provided  for  that  purpose  by  the  Foundation.  Such 
application  blank  shall  be  in  the  form  or  forms 
prescribed  by  the  Foundation’s  Board  of  Directors 
and  shall  contain  a clause  stating,  in  substance,  that 
the  applicant  agrees  to  be  bound  by  the  Constitution 
and  Bylaws  of  the  Foundation,  administrative  rules 
and  regulations,  all  Committee  recommendations, 
methods  for  reimbursement,  and  the  like,  adopted 
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by  the  Foundation  and  the  divisional  governing 
bodies.  Upon  receipt  of  the  application  for  mem- 
bership, the  same  shall  be  referred  to  the  division's 
Credentials  Committee  which  shall  investigate  the 
background  and  present  status  of  the  applicant,  and 
report  to  the  governing  body  with  a recommen- 
dation therein.  It  shall  require  a two-thirds  (%)  ma- 
jority vote  of  the  division’s  governing  body  to  elect 
to  membership. 

III.  ORGANIZATION 

Regional  Divisions  of  the  Foundation  will  be  or- 
ganized as  determined  appropriate  by  the  Foundation’s 
Board  of  Directors  to  assure  the  necessary  coordination 
of  activities,  avoid  unnecessary  duplication  of  research 
and  operating  resources,  provide  the  necessary  unifor- 
mity to  operate  effectively,  and  to  assure  maximum 
local  participation. 

There  must  be  flexibility  to  implement  and  operate 
Foundation  programs  that  will  best  serve  the  local 
needs  as  determined  by  the  governing  body  of  the 
regional  division.  The  regional  division  will  report  its 
activities,  actions,  and  recommendations  to  the  Baord 
of  Directors  of  the  Pennsylvania  Medical  Care  Founda- 
tion. The  regional  divisions  must  operate  within  the 
framework  of  the  Bylaws  of  the  Pennsylvania  Medical 
Care  Foundation  and  the  administrative  rules  and  regu- 
lations approved  by  the  Foundation’s  Board  of 
Directors  for  regional  divisions. 

A.  Divisional  Boundaries 

The  boundaries  of  each  division  will  be  deter- 
mined in  cooperation  with  the  county  medical 
societies  affected.  Such  factors  as  travel  time  to  at- 
tend meetings,  medical  catchment  areas,  location  of 
hospitals,  size  and  concentration  of  physician  popu- 
lation, and  boundaries  of  fiscal  intermediaries  will 
be  considered  in  the  establishment  of  divisional 
boundaries. 

B.  Divisional  Governing  Body 

The  operation  of  Foundation  programs  within  a 
division  will  be  the  responsibility  of  the  divisional 
governing  body. 

! . Composition 

The  governing  body  of  a regional  division  shall 
be  composed  of  at  least  twenty  (20)  members,  a 
majority  of  v*'hom  must  be  physicians  who  are 
participating  members  of  the  Foundation.  The 
administrative  and  participating  members  of  the 
Foundation  within  the  division  shall  elect  one  (1) 
member  to  the  divisional  governing  body  for 
every  one  hundred  (100)  members  or  fraction 
thereof  of  the  membership  of  each  county  medi- 
cal society  within  the  division  with  a maximum 
of  ten  (10)  members  from  any  one  county  society 
except  in  cases  where  the  boundaries  of  the 
division  are  the  same  as  those  of  one  county  med- 
ical society,  in  which  case  the  maximum  will  be 
fifteen  (15).  In  addition,  one  (1)  member  shall  be 
elected  to  the  governing  body  for  every  one 
hundred  (100)  members  or  fraction  thereof  of  the 
Pennsylvania  Osteopathic  Medical  Association 
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within  the  region,  which  nominees  shall  be  sub- 
mitted to  the  administrative  members  of  the 
division  by  the  Pennsylvania  Osteopathic  Medi- 
cal Association. 

At  least  one-fourth  (lA)  of  the  members  of  the 
divisional  governing  body  shall  be  composed  of 
public  representatives  elected  by  the  governing 
body.  In  addition  to  public  representatives,  repre- 
sentatives of  other  organizations  may  be  elected 
to  serve  on  the  governing  body  as  deemed  appro- 
priate by  the  governing  body  with  at  least  two  (2) 
hospital  representatives. 

One-third  (lA)  of  the  members  of  the 
governing  body  shall  be  elected  for  a period  of 
three  (3)  years,  one-third  (Vs)  for  a period  of  two 
(2)  years,  and  one-third  (Vs)  for  a period  of  one 
(1)  year.  Yearly  thereafter,  one-third  (Vs)  of  new 
members  shall  be  elected  for  a period  of  three  (3) 
years.  No  member  shall  serve  more  than  two  (2) 
consecutive  terms.  A member  elected  to  serve  an 
unexpired  term  or  an  original  member  serving 
less  than  three  (3)  years  shall  not  be  regarded  as 
having  served  a term  unless  he  has  served  more 
than  two  (2)  years. 

In  the  event  of  a vacancy  on  the  governing  i 
body,  the  vacancy  may  be  filled  by  a majority 
vote  of  the  governing  body  until  the  next  annual 
election. 

2.  Election  of  Governing  Body 

The  election  of  the  physician  members  to  the 
governing  body  of  the  regional  division  shall  be 
vested  in  the  administrative  and  participating 
members  within  the  region  by  a majority  vote  con- 
ducted by  mail  annually.  Each  administrative  and  i 
participating  member  shall  be  entitled  to  one  (1) 
vote  in  election  of  the  governing  body  and  all  l 
other  propositions  submitted.  Any  physician  who 
is  both  an  administrative  and  a participating 
member  shall  be  entitled  to  one  ( 1 ) vote. 

The  divisional  governing  body  shall  submit  to  ■ 
the  administrative  and  participating  members 
twenty  (20)  days  prior  to  election  of  the  governing  ■ 
body  the  names  of  nominees  for  each  vacancy  on  i 
the  governing  body.  The  list  of  nominees  shall  I 
include  names  submitted  thirty  (30)  days  prior  to  ’ 
election  of  any  nominees  presented  by  an  adminis- 
trative or  a participating  member,  providing  the 
nominee  is  a participating  member  and  willing  to 
serve,  if  elected. 

3.  Election  of  Officers  of  Governing  Body 

The  officers  of  the  regional  division’s  governing  ; 
body  shall  be  chosen  annually  by  the  governing 
body  from  its  membership  after  each  annual  elec- 
tion and  each  shall  hold  his  office  until  he  shall  re- 
sign, be  removed,  or  otherwise  disqualified  to 
serve.  The  officers  of  the  regional  division  shall  be 
a chairman,  vice  chairman,  and  such  other  officers 
as  may  be  approved  by  the  Foundation’s  Board  of 
Directors. 

4.  Committees  [ 

The  regional  division’s  governing  body  may  es-  i 
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tablish  those  committees  it  deems  necessary  and 
appropriate  to  carry  out  its  responsibilities. 

IV.  OPERATION 

Regional  divisions  will  be  assigned  responsbility  for 
the  effective  operation  of  the  Foundation’s  programs 
within  their  defined  region.  The  responsibilities  of  the 
regional  divisions  will  include  evaluation  of  the  effec- 
tiveness, appropriateness,  and  quality  of  medical  care 
for  both  in-patient  and  ambulatory  services,  as  well  as 
the  evaluation  of  the  appropriateness  and  reasonableness 
of  physicians’  charges 

A.  Scope  of  Peer  Review  Services 

The  Foundation’s  peer  review  programs  can  be 
made  available,  by  the  regional  division,  to  all  third 
party  payors  who  are  willing  and  able  to  meet  the 
Foundation’s  conditions  for  participation,  i.e..  Foun- 
dation developed  minimum  benefit  package, 
including  comprehensive  benefits  for  ambulatory 
services;  Foundation  approved  information  retrieval 
and  claim  processing  systems;  Foundation  developed 
peer  review  procedures,  etc.  The  cost  of  supporting 
these  peer  review  programs  will  be  tbe  responsibility 
of  third  party  payors  who  contract  for  such  services. 

The  following  are  some  of  the  programs  whose 
sponsors  may  elect  to  contract  for  the  Foundation’s 
peer  review  services  operated  by  regional  divisions: 

1.  Medical  Care  Foundation  Health  Service  Plan 
(HSP); 

2.  Blue  Shield  and  Blue  Cross  Programs; 

3.  Medicare  and  Medicaid  Programs; 

4.  Commercial  Health  Insurance  Plans. 

B.  Peer  Review  Activities  of  Regional  Divisions 

The  regional  divisions  will  perform  the  following 
peer  review  functions: 

1.  Evaluate  findings  of  Medical  Advisory  Com- 
mittees (MAC)  to  determine  their  proper  func- 
tioning with  respect  to  review  of  cases  developed 
by  the  claims  screening  system. 

2.  Establish  procedures  and  evaluate  reports  to  de- 
termine effectiveness  of  claims  screening  systems. 

3.  Determine  whether  hospital  medical  staffs  or  indi- 
vidual physicians  are  meeting  the  performance 
standards  of  the  Medical  Care  Foundation,  based 
on  Pennsylvania  Medical  Society  Medical  Care 
Criteria  by  evaluating  practice  patterns  and  excep- 
tion reports  generated  by: 

a.  Data  submitted  by  hospitals,  including  infor- 
mation generated  by  the  HUP  or  PAS  systems 
that  include  medical  audit  data. 

b.  Data  generated  by  MAC  and  Blue  Cross 
systems. 

c.  Doctor  and  patient  profile  data  generated  by 
Blue  Shield  claim  processing  and  peer  reivew 
systems. 

d.  Data  generated  by  private  health  insurance  and 
other  third  party  carriers. 

4.  Establish  pre-admission  certification  and  re-cer- 
tification procedures  to  be  applied  to  patients 
requiring  hospitalization  or  extensive  out-patient 
services. 


5.  Evaluate  potential  needs  for  continuing  medical 
education  and  make  recommendations  to  the  PMS 
Council  on  Education  and  Science  and  the  Penn- 
sylvania Medical  Continuing  Education  Institute 
for  consideration. 

6.  Establish  grievance  procedures  for  patients. 

7.  Establish  appeal  procedures  for  physicians  and 
hospitals. 

8.  Recommend  disciplinary  action. 

9.  Develop  procedures  to  establish  public  account- 
ability and  accountability  to  the  Pennsylvania 
Medical  Care  Foundation. 

C.  Medical  Care  Foundation  Health  Service  Plan  (HSP) 
The  Medical  Care  Foundation  Health  Service  Plan 
(HSP)  will  be  developed  as  an  alternative  to  the 
prepaid  closed  panel  group  practice  and  conventional 
health  care  financing  and  delivery  systems  to  be  of- 
fered by  fee-for-service  private  practitioners  and 
others  who  are  willing  to  assume  or  share  risks  in  re- 
turn for  increased  covered  services,  less  paperwork, 
and  reduction  in  overhead  expenses. 

The  regional  divisions  will  be  responsible  for  the 
following  functions  in  developing  and  offering  a 
Foundation  Health  Service  Plan  to  the  public  as  an 
alternative  health  care  financing  and  delivery  system: 

1 . Determine  terms  and  conditions  of  contracts  with 
participating  physicians  and  hospitals. 

2.  Approve  providers  eligible  for  participation. 

3.  Determine  methodology  for  underwiritng  and  as- 
sumption of  risk. 

4.  Secure  agreements  with  physicians  and  hospitals 
and  other  providers. 

5.  Develop  methodology  for  marketing  program  and 
enrolling  subscribers. 

6.  Provide  public  and  professional  relation  services. 

7.  Arrange  for  peer  review  services  for  Health  Serv- 
ice Plan. 

The  Pennsylvania  Medical  Care  Foundation 
will  provide  assistance  and  support  to  regional 
divisions  in  carrying  out  these  functions. 

V.  STAFFING 

The  Pennsylvania  Medical  Care  Foundation  will  be 
responsible  for  providing  the  administrative  personnel 
necessary  for  the  regional  divisions  to  carry  out  their  re- 
sponsibilities. 

Appendix  L 

Supplemental  Report 
Committee  on  Constitution  and  Bylaws 

At  its  August  9,  1972  meeting,  the  Board  considered  a 
report  from  its  chairman,  David  S.  Masland,  M.D., 
requesting  a change  in  the  title  of  the  chief  executive  officer 
of  the  Society  from  that  of  “Executive  Director”  to  "Execu- 
tive Vice-President”.  In  his  report.  Dr.  Masland  said: 

“Currently  the  title  ‘Executive  Director’  is  used  to  desig- 
nate the  chief  administrative  officer  of  several  organiza- 
tions related  to  the  Pennsylvania  Medical  Society — 
PaMPAC,  Educational  and  Scientific  Trust,  Pennsylvania 
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Medical  Continuing  Education  Institute  and  the  Pennsyl- 
vania Medical  Care  Foundation — all  of  whom  report  di- 
rectly or  indirectly  to  the  Executive  Director  of  the  Penn- 
sylvania Medical  Society.” 

“In  order  to  clarify  these  reporting  arrangements,  1 rec- 
ommend that  the  Board  of  Trustees  direct  the  Committee 
on  Constitution  and  Bylaws  to  present  to  the  1972  House 
of  Delegates  the  necessary  amendments  to  change  Mr. 
Rineman’s  title  from  that  of ‘Executive  Director’  to  ‘Exec- 
utive Vice-President’.  The  change  in  title  does  not  change 
the  responsibilities  of  the  position,  but  it  does  help  to 
describe  more  clearly  the  function  of  the  job.” 

The  Board  unanimously  approved  the  recommendation 
of  Dr.  Masland  and  directed  the  Standing  Committee  to 
prepare  the  appropriate  language. 

The  committee  is  pleased  to  comply  with  the  wishes  of 
the  Board  and  has  prepared  a supplemental  call  containing 
the  necessary  language  to  implement  the  change  of  title 
from  “Executive  Director”  to  “Executive  Vice-President.” 


Appendix  M 


Supplemental  Report 
Committee  on  Medical  Benevolence 


In  March  1971,  the  Board  of  Trustees  changed  the  phi- 
losophy under  which  the  monies  of  the  Medical  Benevo- 
lence Fund  are  managed.  Authorization  was  given  at  that 
time  to  invade  the  principal  if  necessary.  Since  monies  from 
the  Medical  Benevolence  Fund  are  now  invested  for  both 
growth  and  income,  the  fund  has  shown  a significant 
increase  in  total  value.  While  it  has  been  necessary  on  oc- 
casion to  invade  the  principal,  the  net  growth  of  the  fund 
has  continued.  The  committee  therefore  recommends  that 
the  amount  of  the  annua!  assessment  appropriated  to  the 
Medical  Benevolence  Fund  remain  at  $1.00  per  member. 


They’re  debating  your 
future  inWashington  i 
right  now.  Who’s  i 

standing  up  for  you? 

National  health  insurance  is  the  issue,  and  the  way  you’ll 
practice  in  the  future  is  at  stake.  One  proposal  would  federalize 
the  entire  medical  system. 

Who’s  standing  up  for  your  rights?  Contrary  to  what  you 
may  think,  the  AMA. 

We’ve  testified  repeatedly  against  a government 
controlled  medical  system.  Even  before  it  was  proposed,  the 
AMA  had  introduced  its  own  program  of  voluntary  national 
health  insurance  called  “Medicredit.”  And  we’ve  pushed  for  it 
hard.  To  date,  the  AMA  has  enlisted  1 67  members  of  Congress 
as  its  co-sponsors  — more  than  can  be  claimed  for  any  other 
national  health  insurance  bill. 

Sure,  we  lobby.  Hard.  And  successfully.  We’ve  lobbied  for 
more  doctors.  More  medical  schools.  For  clean  air  and  water. 

For  maternal  and  child  programs. 

We  lobby  for  the  rights  and  interests  of  doctors  and,  just  as 
important,  for  the  best  medical  care  for  all  Americans. 

With  your  support  we  can  be  even  more  effective.  Find  out 
more  about  what  the  AMA  does  for  you  and  the  public.  Send 
for  the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing 
a Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 

American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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Are  you  in  doubt  about  which  national,  regional  or  state  insti- 
tutions are  accredited  to  present  Category  One  Continuing 
Medical  Education  Activities? 

You  have  company!  So  to  help  you,  Pennsylvania  Medicine 
in  this  issue  prints  the  complete  list,  beginning  on  page  26. 

For  further  information  about  the  State  Society’s  education 
requirement  for  membership  contact 


Council  on  Education  and  Science 
Pennsylvania  Medical  Society 
20  Erford  Road 
Lemoyne,  Pennsylvania  17043 
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Ubriumand 

^Mordiazepoxide  HO) 

concomitant  use 


k 

Librium  (chlordiazepoxide  HCl)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
^vith  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 

in  relief  of  clinically 
significant  anxiety 

Libriumr 

(chlordiazepoxide  HCl) 

S-mgf  IO-mg9  2S-mg  capsules 
up  to  lOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation.of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEC  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium®  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCl.  Libritabs®tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 
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This  Book  is  due  on  the  last  date  stamped 
below.  No  further  prehminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


DUE 


DUE 


A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


